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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).
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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
his 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 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
https://iris.who.int/handle/10665/380466
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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 document)

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 time frames, 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.
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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
Mental health policies and strategic action plans are essential tools for coordinating actions across all levels, 
from national to sub-district. They encompass and enable a shared vision, specific policy directives, strategies, 
and actions with defined time frames, targets, and indicators (see Fig. 1).

Fig. 1 The mental health policy and strategic action plan: a conceptual framework
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Establishing a comprehensive, inclusive, and rights-aligned process for developing and then implementing and 
evaluating mental health policies and strategic action plans is crucial (see Module 1 of this Guidance for a full 
discussion). Module 3 (this document) outlines nine key steps for this process and should be used in conjunction with 
Module 2. Key reform areas, directives, strategies, and actions for mental health policy and strategic action plans. 
The nine steps are flexible and do not need to be completed in a strict, linear order. For example, steps may 
need to be revisited and updated periodically as circumstances change or as gaps are identified during the 
policy drafting process.

Module 3 also provides template checklists that planners can use or adapt to assess and evaluate policies and 
strategic action plans, whether these are pre-existing or newly drafted. The checklists help ensure that policies 
are person-centred, recovery-oriented, and rights-based, and that they cover all essential elements.

Additionally, Module 4 provides three country case scenarios to illustrate the varied approaches countries can 
take when reforming their mental health policy. Module 5 provides a quick access directory to the directives, 
strategies and actions discussed in Module 2.

It is important to note that countries will have varying starting points. Before starting the process of policy 
development and implementation, each country should assess what has already been done and identify any 
gaps. For instance, if a situational analysis has been completed or is in progress, there would be no need to 
restart this process. Instead, countries should review the analysis to ensure the findings are still relevant, identify 
any gaps or omissions, and address them accordingly.

However, it is also important to recognize that many policies and strategies remain unimplemented or ineffective, 
due to factors such as lack of political commitment, insufficient stakeholder engagement and consensus, 
poor awareness and understanding of policy directives, unrealistic planning without sufficient funding, and an 
under-appreciation how social and structural determinants (see Box 1) affect mental health. Appreciating this 
can help planners and implementers avoid common pitfalls and surmount hurdles. See the Spotlight section for 
approaches that will help mitigate and manage many of the likely challenges.

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.

https://iris.who.int/handle/10665/380465
https://iris.who.int/handle/10665/380466
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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The responsibility for developing and implementing a mental health policy and strategic action plan varies by 
country. While Ministries of Health often lead the process, other national public health and mental health bodies 
may also play key roles, and many government sectors should be involved (see Box 2). In some cases, the 
head of state may oversee the reform. Regardless of the approach, it is crucial to involve a diverse range of 
stakeholders from various government sectors and civil society (see Box 3), including people with lived experience 
and their organizations.

SPOTLIGHT on avoiding common challenges and pitfalls in policy development. Following these pointers 
from the outset will help mitigate many common policy development challenges. 

Strive for internal consistency. Policy documents and strategic action plans often lack coherence. Inconsistent 
directives, strategies, and actions may conflict with each other or with the overall vision and values, leading 
to ambiguity and uncertainty. This inconsistency can weaken the document and may indicate a lack of 
commitment, a tokenistic approach to values, or insufficient consensus about policy directions. Ensuring 
consistency throughout the document is crucial for its effectiveness.

Define a realistic scope and time frame. The policy and plan should be challenging but also realistic and 
aligned with the specific context and available human and financial resources.  Avoid unrealistic goals that 
are overly ambitious, go beyond the intended scope, or exceed realistic resources.

Set a clear direction. Clarity and simplicity in policy and plans enhance understanding and effectiveness. 
A good policy doesn’t have to be sophisticated or overly complex. A well organized, straightforward and 
understandable document increases the likelihood of successful implementation.

Ensure the strategic action plan is clear and well-documented. This includes developing a coherent set 
of strategies linked to the realistic time frame and budget. Within the strategies, emphasize specific, achievable 
and financed actions and incorporate monitoring and evaluation (M&E) mechanisms to track progress, 
assess outcomes, and provide opportunities to adjust strategies and actions.
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Step 1: Conduct high-level policy dialogue 
to establish commitment and to engage 
wide-ranging government sectors
The first step in planning a mental health policy is to initiate a high-level policy dialogue among ministers or 
their representatives across various sectors, including: culture, art, and sports; defence and veterans; education; 
employment; environment, conservation and climate protection; finance and treasury; health; interior; justice; 
social protection; urban and rural development (see Box 2) (22). The political cycle, including elections and the 
appointment of key personnel in ministries, should be considered, as these may influence policy momentum.

Civil society organizations should also be actively engaged in the dialogue to ensure their perspectives are 
incorporated, as they play a crucial role in representing community voices and promoting accountability.

This dialogue should review wide-ranging national policies and plans beyond just the mental health sector to 
assess how well they protect and promote mental health and align with the rights-based approach in the C R P D. 
Key outcomes of this dialogue can include:

	ꞏ clarification of each sector’s role in developing and implementing a rights-based mental health policy, including 
potential changes to better support mental health;

	ꞏ mechanisms for interaction and collaboration between sectors and the mental health sector to ensure effective 
policy implementation;

	ꞏ financing mechanisms and/or shared budgets for joint initiatives; and

	ꞏ identification of sectors interested in joining the multistakeholder advisory committee (see Step 2) to oversee 
the policy development process.

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.
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Step 2: Establish a multistakeholder 
advisory committee to develop and oversee 
policy and strategic action planning
A well-functioning advisory committee itself requires careful planning, broad representation, and ongoing 
support. The committee should have clear terms of reference outlining its roles, responsibilities, activities, 
expected outcomes, and time frame for completing the different components of its work.

Committee members should bring a mix of skills, such as management, problem-solving, networking, and 
political influence. Some members should have technical expertise, but the committee must also be able to 
identify technical tasks and delegate them to subgroups, such as drafting teams. At least some committee 
members should have experience of implementing policy, even if not directly related to mental health.

The committee plays a critical role in securing stakeholder buy-in for reform, thereby supporting effective 
implementation. To enable this, membership should be diverse, representing stakeholders from government 
and non-government sectors (see Box 3). It may be helpful to develop an outreach plan, including calls for diverse 
applications to join the advisory group.

In selecting committee members, it is important to consider inclusivity and diversity. As far as feasible, engage 
expertise from groups facing discrimination related to age, gender, sexual orientation, disability, immigration 
or refugee status, race, ethnicity, indigeneity, or houselessness.

Directly engaging with organizations representing people with lived experience of mental health conditions and 
psychosocial disabilities is essential. These groups provide first hand insights into challenges and solutions and 
make recommendations for inclusive and effective policies (23). If organizations are unavailable, outreach should 
directly engage individuals, with support from regional and international disability organizations to ensure 
representation (24). It is vital to avoid tokenistic participation, to recognize the diversity within lived experience 
groups, and create safe spaces for participation.

Simply appointing people is insufficient. Committee members will require support, including resources for 
meetings, such as logistical assistance and technology. Accessibility measures should accommodate people 
with disabilities so they can to participate actively. Capacity building and financial support should be provided 
to enable meaningful involvement. Training opportunities should be provided to address gaps in expertise. 
Remote meeting options can reduce costs and facilitate more frequent interactions. Participants should be paid 
for their time if their role is not part of their job.

To maintain integrity in policy development, committees should integrate mechanisms to address potential 
conflicts of interest. This includes establishing clear guidelines for disclosure, ensuring transparency in decision-
making processes, and mitigating undue influence from any individual or group.
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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.
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Step 3. Build understanding and  
new mindsets on person-centred  
and rights-based approaches
Stigma and discrimination against people with mental health conditions and psychosocial disabilities remain 
widespread, creating resistance to rights-based approaches in mental health and hindering implementation of 
rights-based policies and strategic action plans. Addressing and transforming societal misconceptions, fears, 
and ableist views and improving understanding of human rights is crucial for the success of any new mental 
health policy (25).

Investing resources and time to shift mindsets and attitudes among all stakeholders, including the broader 
community, is essential from the outset. The high-level policy dialogues in Step 1 should start discussions on 
implementing community-wide capacity building initiatives and the multistakeholder advisory committee 
established in Step 2 should receive targeted information and training on rights-based approaches. Sustained 
efforts to build capacity, within the advisory group, the community, and across broader stakeholder constituencies, 
are critical throughout the policy development and planning stages.

The WHO QualityRights face-to-face training modules (26) as well as the WHO QualityRights e-training (27) on mental 
health, recovery and community inclusion, are effective tools for fostering positive and lasting changes in 
attitudes and practices. These resources can be widely disseminated among stakeholders and communities, 
having already achieved significant change in practice, attitudes and mindsets in many countries (28, 29).

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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Step 4: Review international human rights 
obligations and commitments
The multistakeholder advisory committee members should carefully study their country’s obligations under 
international human rights law. Countries that have ratified human rights treaties are committed to protect, 
respect, and fulfill the rights these outline through legislation, policy, advocacy and other measures. It is crucial 
that everyone involved in policy development is aware of the treaties their country has ratified and the corresponding 
obligations. The rights-based training initiated as part of Step 3 will enhance understanding.

Even countries that have not ratified key international human rights treaties should review treaty provisions 
before developing new policies and plans, as these offer valuable guidance for implementing good practices 
and promoting human rights in mental health. Regional human rights instruments should also be considered. 
Additionally, countries need to consider further commitments made through U N and Human Rights Council resolutions 
(30–33) as well as their endorsement of W H O’s Comprehensive mental health action plan 2013–2030 (20).

There are nine core international human rights treaties (see Box 4), including the International Covenants on 
Civil and Political Rights, and on Economic, Social and Cultural Rights, and seven thematic treaties. The C R P D, 
ratified by 188 State Parties, is particularly important, as it enshrines the human rights model of disability and 
is essential for rethinking and reforming mental health systems and service provision.

https://apps.who.int/iris/handle/10665/345301
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Box 4. Resources for understanding human rights in mental health

Core international United Nations human rights instruments

	ꞏ International Covenant on Civil and Political Rights https://www.ohchr.org/en/instruments-
mechanisms/instruments/international-covenant-civil-and-political-rights (34)

	ꞏ International Covenant on Economic, Social and Cultural Rights https://www.ohchr.org/en/instruments-
mechanisms/instruments/international-covenant-economic-social-and-cultural-rights  (35)

	ꞏ Convention on the Elimination of All Forms of Racial Discrimination https://www.ohchr.org/en/
instruments-mechanisms/instruments/international-convention-elimination-all-forms-racial (36)

	ꞏ Convention on the Elimination of All Forms of Discrimination against Women https://www.ohchr.org/en/
instruments-mechanisms/instruments/convention-elimination-all-forms-discrimination-against-women (37)

	ꞏ Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment  
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-against-torture-and-
other-cruel-inhuman-or-degrading (38)

	ꞏ Convention on the Rights of the Child https://www.ohchr.org/en/instruments-mechanisms/
instruments/convention-rights-child (39)

	ꞏ Convention on the Protection of the Rights of All Migrant Workers and Members of Their Families 
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-
protection-rights-all-migrant-workers (40)

	ꞏ Convention for the Protection of All Persons from Enforced Disappearance https://www.ohchr.org/en/
instruments-mechanisms/instruments/international-convention-protection-all-persons-enforced (41)

	ꞏ Convention on the Rights of Persons with Disabilities https://www.ohchr.org/en/instruments-
mechanisms/instruments/convention-rights-persons-disabilities (15)

United Nations Human Rights Council resolutions 

	ꞏ Resolution A/HRC/32/18, mental health and human rights, adopted by the Human Rights Council  
on 1 July 2016 https://undocs.org/A/HRC/RES/32/18 (30)

	ꞏ Resolution A/HRC/RES/36/13, mental health and human rights, adopted by the Human Rights Council 
on 28 September 2017 https://undocs.org/A/HRC/RES/36/13 (31)

	ꞏ Resolution A/HRC/RES/43/13, mental health and human rights, adopted by the Human Rights Council 
on 19 June 2020 https://undocs.org/A/HRC/RES/43/13 (32)

	ꞏ Resolution A/HRC/52/L.15 Mental health and human rights; adopted by the Human Rights Council  
on 24 March 2023 https://digitallibrary.un.org/record/4007595 (33)

https://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-civil-and-political-rights
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-civil-and-political-rights
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-economic-social-and-cultural-rights
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-economic-social-and-cultural-rights
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-elimination-all-forms-racial
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-elimination-all-forms-racial
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-elimination-all-forms-discrimination-against-women
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-elimination-all-forms-discrimination-against-women
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-against-torture-and-other-cruel-inhuman-or-degrading
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-against-torture-and-other-cruel-inhuman-or-degrading
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-child
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-child
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-protection-rights-all-migrant-workers
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-protection-rights-all-migrant-workers
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-protection-all-persons-enforced
https://www.ohchr.org/en/instruments-mechanisms/instruments/international-convention-protection-all-persons-enforced
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-persons-disabilities
https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-persons-disabilities
https://undocs.org/A/HRC/RES/32/18
https://undocs.org/A/HRC/RES/36/13
https://undocs.org/A/HRC/RES/43/13
https://digitallibrary.un.org/record/4007595
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Step 5: Undertake a situational  
analysis of the context, priorities, 
challenges and opportunities
The multistakeholder advisory committee should conduct a situational analysis in order to understand the 
mental health context, and to identify priorities and challenges. The stages are as follows.

Define content and issues for the situational analysis

Strategy 5.1.1

Social and structural determinants of mental health.

Social and structural determinants encompass a wide range of factors (social, economic, and environmental) 
that impact population mental health (see Box 1). Not all segments or groups of the population are affected by 
these determinants equally or in the same way (42, 43).

The situational analysis should identify the key social and structural determinants and other issues affecting 
the country, along with existing initiatives addressing these in various settings and sectors, including workplaces, 
education, communities, and humanitarian settings.

Strategy 5.1.2

Mental health policy/plan and legal framework.

National mental health policies, plans, and legal frameworks should be reviewed to assess their alignment with 
international human rights and other commitments (see Step 3). It is important to identify elements that are 
lacking, contradictory, or in need of reform (44).

Attention should be given to how current frameworks support rights-based community mental health services 
and whether they incentivize or challenge institutionalization, involuntary admission, and other coercive practices.

The analysis should also evaluate the implementation of each policy, plan, and rights-aligned legal provision, 
describing the key challenges and barriers to implementation, opportunities, and successes.

5.1
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Strategy 5.1.3

Information on people with mental health conditions, psychosocial disabilities, groups 
facing discrimination or at risk of discrimination and other key mental health issues.

The situational analysis should include data on the prevalence of mental health conditions, psychosocial disabilities, 
and other significant mental health concerns in the country. It should encompass information on specific 
categories of mental health conditions, as well as data related to alcohol and other psychoactive substance use, 
cognitive and intellectual disabilities and neurological conditions including dementia, and epilepsy (if these are 
typically managed within the mental health system). Additionally, data collection efforts should aim to identify 
groups at increased risk of mental health conditions, psychosocial disabilities, and other significant mental 
health concerns. Disaggregating data by relevant characteristics (for example by gender, age, and socio-economic 
status) can enhance this understanding. It is also important to describe local understanding of mental health, 
including indigenous understanding. Understanding suicide rates, contributing factors, and the most common 
and lethal means of suicide and suicide attempts is crucial. This stage complements Step 5.1.1, which focuses 
on social and structural determinants of mental health.

Strategy 5.1.4

Mental health services, and their delivery.

Mental health services should be reviewed and mapped to determine what is available and to identify any gaps. 
Each type of service (see Box 5) should be assessed to ensure compliance with human rights standards, including 
those outlined in Box 6. This assessment should cover both publicly and privately funded services and supports.

Box 5. Types of mental health services to include in situational analyses

Types of mental health services include:

	ꞏ community mental health centres;

	ꞏ crisis response services;

	ꞏ hospital-based services;

	ꞏ community outreach services;

	ꞏ peer support services;

	ꞏ supported living services;

	ꞏ mental health in primary healthcare;

	ꞏ any other services providing mental health support in the community,  
including therapists in private practice.

Modes of service delivery

	ꞏ In-person services. Face-to-face support and care, including therapy sessions, group support 
meetings, and community-based mental health programmes.

	ꞏ Online services. Virtual support communities, mental health apps, and self-guided therapy 
programmes accessible through the internet, offering remote access to resources and peer support.
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	ꞏ Phone-based services. Consultations and support delivered via phone calls, including crisis hotlines, 
mental health check-ins, and phone counselling.

	ꞏ Digital services. Technology-driven mental health tools, such as mobile apps, self-help platforms, and 
online therapy resources that can be accessed independently or as supplements to traditional care.

	ꞏ Hybrid services. A blend of in-person, online, digital, and/or phone-based options, such as therapy 
that includes both face-to-face sessions and digital follow-ups, or virtual care supplemented by 
in-person support groups.

Box 6. Key human rights issues to be assessed within services

	ꞏ Respect for legal capacity. Can people exercise choice and make decisions about their treatment,  
care and support?

	ꞏ Non-coercive practices. Are strategies in place to end coercion (seclusion, restraint, physical,  
sexual and emotional abuse)?

	ꞏ Participation. Are people with lived experience involved in running services?

	ꞏ Community inclusion. Do services link people to relevant community services and supports,  
such as social protection and disability benefits, housing, employment opportunities etc.?

	ꞏ Recovery approach. Is care person-centred and holistic, addressing relationships, work, family,  
and education? A recovery approach is not just diagnosis, medication and symptom reduction.

Adapted from: Guidance on community mental health services: promoting person-centred and rights-based approaches (45).

Other key data to collect include the number of services available in each category and the number or percentage 
of people with mental health conditions and psychosocial disabilities receiving treatment and support from 
these services annually. If available, data on the characteristics of people using each type of service (such as 
gender, age, origin, socio-economic status, etc.) should also be included.

By using the information already gathered on the prevalence of mental health conditions, distress, and contributing 
factors (see Step 5.1.3), gaps in treatment and support, whether in quantity or type, can be identified. It is also 
crucial to collect data to determine if any groups within the population disproportionately lack access to mental 
health services and supports, along with identifying the reasons and barriers for this.

For each type of service, it is useful to assess accessibility, including geographical distribution, the percentage 
of public versus private services, and whether health insurance covers users’ costs. Gaps should be documented, 
and the information fed into policy discussions concerning new or scaled-up services.

https://iris.who.int/handle/10665/341648
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Strategy 5.1.5

Housing, education, employment, and social protection for people with mental health 
conditions and psychosocial disabilities.

The situational analysis should describe and assess the services available for housing, education, employment, 
and social protection (see Box 7). For each type of service, it is crucial to assess whether delivery aligns with the 
human rights principles outlined in Box 6. If available, data on the number of people who might need each 
service and those who actually use it should be included. Where possible, the analysis should also describe how 
each service links to the mental health system.

Box 7. Assessing housing, education, employment and social protection services in 
a mental health context

Housing
The country’s housing approach for people with mental health conditions or psychosocial disabilities should 
be evaluated, with a focus on ensuring that access to housing does not depend on treatment acceptance or 
compliance. It is important to assess diverse housing options based on individual needs, including support 
levels (from minimal to live-in), support staff location (on-site or off-site), housing structure (individual or group), 
and housing permanence (transitional or permanent with limited emphasis on moving out) (46).

Education
The assessment should determine whether schools, colleges, and universities adopt inclusive approaches by 
adapting curricula and settings for learners with mental health conditions and psychosocial disabilities (47, 48). 
It should also evaluate the availability of health and social support systems at all education levels (primary, 
secondary, and higher education including apprenticeships, colleges and universities), as well as accommodations 
like online classes, lighter schedules, individual assistance, peer support or assistance in navigating the school 
system. The assessment should consider whether supported education services assist adults with mental health 
conditions to return to school (49, 50).

Employment
The assessment should describe how people with mental health conditions or psychosocial disabilities are 
supported in entering, re-entering or remaining in employment, through options such as sheltered approaches, 
vocational training, transitional employment, opportunities with social enterprises, individual placements and 
support, small businesses and livelihood programmes and others (51).

Social protection 
The assessment should explore whether people with mental health conditions and psychosocial disabilities have 
equal access to disability-related benefits, as well as non-disability-related social protection schemes, such as 
pensions and housing benefits, and whether support mechanisms exist to help them access these benefits (45).
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Justice sector
The assessment should examine the country’s legal frameworks to determine whether they adequately address 
the rights and needs of people with mental health conditions or psychosocial disabilities. This includes identifying 
whether legal frameworks align with international human rights standards like the C R P D, covering legal capacity 
laws, non-discrimination policies, access to justice, and ensuring procedural accommodations are available. In 
addition, the assessment should identify where laws may allow for coercive practices, such as involuntary 
treatment, detention, or substitute decision-making. Furthermore, it should review alternatives to incarceration 
in prisons or forensic facilities, such as diversion programmes and mental health courts that support a rights-
based approach within the justice system.

See Guidance on policy and strategic actions to protect and promote mental health and well-being across government 
sectors for further guidance on each of these sectors (forthcoming) (22).

Strategy 5.1.6

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

International human rights standards emphasize the right to evidence-based and human rights-based interventions, 
including lifestyle, psychological, social, economic interventions, and psychotropic drugs. The assessment 
should identify the types of interventions (Box 8) offered in each service category (Box 5). It should describe 
whether the assessment of support needs meets the requirements of full and informed consent (see Policy 
directive 4.1 in Module 2) and how services ensure that interventions, including psychotropic drugs, align with 
the individual's will and preferences.

Box 8. Flexible and non-exhaustive menu of physical health and lifestyle, psychological, 
social and economic mental health 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 (52, 53);

	ꞏ nutrition and healthy diet (54, 55);

	ꞏ sleep (56, 57);

	ꞏ sexual and reproductive health (58, 59);

	ꞏ stress management and relaxation techniques (for example, mindfulness-based interventions, yoga) (3, 60, 61);

	ꞏ art and culture-based therapy (62–64);

	ꞏ nature-based green and blue interventions (3, 65, 66);

	ꞏ harm reduction interventions (for example, needle and syringe programmes) (67, 68);

	ꞏ screening, brief interventions, and referral to treatment for hazardous substance use  and substance 
use disorders (67);

	ꞏ tobacco cessation (69, 70);

	ꞏ collaboration/referral for screening and treatment of physical health conditions as appropriate  
(for example, diabetes, CVD, cancer, HIV/AIDS) (71–73).

https://iris.who.int/handle/10665/380466
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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 (74, 75);

	ꞏ eye movement desensitization and reprocessing (E M D R) (76);

	ꞏ family therapy (for example, parenting programmes including home visits for pregnant or postpartum 
mothers, their partner, and their children, couples therapy, family-focused interventions) (3, 77–79);

	ꞏ family and other care giver interventions (for example, support interventions, education and guidance) 
(74, 80–81);

	ꞏ problem-solving therapy and skills training (74, 82, 83);

	ꞏ psychoeducation (3, 84);

	ꞏ interpersonal and social skills, cognitive and organizational skills and self-regulation-based 
interventions (74, 75);

	ꞏ cognitive stimulation therapy and cognitive training (74, 75), mainly in relation to dementia;

	ꞏ beginning-to-read interventions, early communication interventions and specialized instructional 
techniques (74, 75), mainly for children and adolescents;

	ꞏ recovery, advance, and crisis response plans (85–88).

Social interventions:

	ꞏ social prescribing (63, 89, 90);

	ꞏ housing assistance (for example, Housing First, other supported social housing programmes) (3, 91);

	ꞏ personal assistance (for example, supported decision-making, assistance for daily activities) (92–94);

	ꞏ peer support and mutual help groups (1:1, group, and online) (95–97);

	ꞏ social support and community reinforcement approaches (including to build meaningful social 
connection and combat isolation and loneliness) (3, 98, 99);

	ꞏ occupational therapy (3, 100, 101);

	ꞏ community-led interventions and bottom-up interventions (102–105).

Economic interventions:

	ꞏ access to income generation and employment (for example, individual placement and support, 
supported employment and other employment schemes) (3, 45, 106, 107);

	ꞏ housing assistance (for example, rental assistance programmes) (108, 109);

	ꞏ cash transfer (3, 110, 111);

	ꞏ personal budget (3, 112, 113);

	ꞏ disability allowances and concessions, (for example, disability pensions, living allowances, tax 
exemptions, discounts) (94, 114, 115).

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 (116).



16	 Guidance on mental health policy and strategic action plans: Module 3

Strategy 5.1.7

Workforce mapping and training.

The organization and development of the workforce are crucial for delivering responsive, high-quality services. 
Key factors include effective recruitment, fostering motivation, ensuring retention, designing appropriate 
educational curricula, providing training, and supporting ongoing professional development (117, 118).

The assessment should evaluate the number of professionals in each role listed in Box 9, how these map onto 
services as well as the geographical distribution of mental health professionals. It should consider staffing levels 
(including number and distribution), roles, tasks, and the competencies needed to transform and scale up 
services as outlined in Box 5.

It is important to examine recruitment practices and whether the workforce includes diverse disciplines beyond 
traditional medical roles. The analysis should also consider working conditions, pay and incentive strategies for 
each profession, and the extent of migration to other countries by specialized staff.

The situational analysis should review whether training curricula for each professional group are person-centred, 
recovery-oriented, and rights-based. Educational curricula shape practice, so it is crucial to identify gaps and 
areas for improvement and priority areas for the new policy (see Policy directive 3.3). Curricula and competencies 
need to align with international human rights standards, shifting towards rights- and recovery-focused approaches.

Curriculum assessment for each profession should include:

	ꞏ core competencies in human rights, community inclusion, and recovery approaches;

	ꞏ comprehensive support needs assessment and treatment approaches, public health issues, and social and 
structural determinants of mental health (see Box 9 in Module 2 for mental health curriculum topics);

	ꞏ identification of gaps and strengths;

	ꞏ teaching methods;

	ꞏ how well stakeholder groups, including people with lived experience, are involved in curriculum development 
and delivery; and

	ꞏ modes of assessment.

Opportunities for continuing professional development should also be assessed, particularly regarding training 
in rights-based, recovery-oriented, and person-centred approaches. It is also useful to examine mental health 
workforce attitudes towards these approaches, including views on coercive practices, legal capacity, participation, 
community inclusion, and recovery-oriented practices.

https://iris.who.int/handle/10665/380466
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Box 9. Mental health workforce roles to assess

When assessing the mental health workforce, include:

	ꞏ psychiatrists;

	ꞏ nurses;

	ꞏ medical doctors;

	ꞏ psychologists;

	ꞏ peer supporters;

	ꞏ social workers;

	ꞏ community health workers;

	ꞏ occupational therapists;

	ꞏ counsellors;

	ꞏ clinical staff; and

	ꞏ community volunteers.

Additionally, consider other roles that are important to link with, such as:

	ꞏ nutritionists;

	ꞏ physiotherapists;

	ꞏ dentists;

	ꞏ neurologists;

	ꞏ pharmacists;

	ꞏ employment and education specialists;

	ꞏ physical activity trainers and sports coaches;

	ꞏ art and music therapists;

	ꞏ speech therapists;

	ꞏ legal advisers; and

	ꞏ traditional and faith-based leaders or healers.

Families and other caregivers, while not part of formal health and social care systems, play a vital role in supporting 
individuals with mental health conditions and psychosocial disabilities. Assessing whether they receive adequate 
training and support to fulfil this role effectively is essential.
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Strategy 5.1.8

Financing.

Many countries underinvest in mental health, leading to limited access and poor-quality services. In low- and 
middle-income countries, mental health services are often minimally included or absent from public health 
service packages or health insurance coverage. Psychiatric hospitals typically receive the majority of mental 
health funding, with W H O’s Mental health atlas 2020 reporting that 70% of mental health budgets in low- and 
middle-income countries and 35% in high-income countries are allocated to psychiatric hospitals (119). Moreover, 
many financing and insurance systems incentivize hospital-based care over community-based care, reinforcing 
harmful practices like institutionalization and overprescribing psychotropic drugs (45).

To eliminate coercive practices and prioritize person-centred, recovery-oriented, and human rights-based 
approaches in community settings, it is essential to assess how the country invests in mental health, the sources 
of funding, and the key issues that need to change. The situational analysis should also indicate how much of the 
total health budget is allocated to mental health, who makes these allocation decisions, and how they are made.

The analysis should list and describe the major areas of mental health expenditure, identifying which types of 
services receive the greatest proportion of the national mental health expenditure. If available, the proportion 
of the mental health budget allocated to community-based services should be compared with the budget for 
psychiatric hospitals and beds.

Additionally, the analysis should include data on the actual costs of service delivery for each type of service and 
how health insurers incorporate mental health into their reimbursement schemes.

Strategy 5.1.9

Information systems and data.

Mental health information systems are crucial for an effective mental health system, enabling policy-makers 
and planners to understand the mental health landscape, monitor progress, assess whether goals and objectives 
are being met, and inform decisions for improvements and future courses of action. 

The situational assessment should determine if the country has a standardized health information system that 
collects data, and, if so, describe whether it includes data from mental health services in both the public and private 
sectors. It should document the data collected at population, service, and individual levels, noting the indicators 
used. Additionally, it should identify any relevant data being collected by information systems in other sectors 
and whether this directly feeds into a monitoring and evaluation system that interprets the data being collected.

Significant data collection gaps should be highlighted. See Box 6 in Strategy 1.3.1 of Module 2 for examples of 
key indicators.

The assessment should detail how data are collected (manually or digitally), how they are collated from facility 
to national levels, and how they are used and disseminated. It should also evaluate the information system, 
including whether it is being used consistently across different levels and categories of mental health service, 
its reliability, comprehensiveness, constraints, and opportunities for improvement.

https://iris.who.int/handle/10665/345946
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Strategy 5.1.10

Research.

Effective mental health policy should be grounded in research, making it crucial for countries to increase 
investment and capacity in this area. Historically, research has been dominated by a focus on neuroscience, 
genetics, and psychopharmacology. Research on services and human rights-based approaches in mental health 
remains limited and needs greater emphasis (120).

The situational analysis can assess and describe the funding allocated to mental health research in the country, 
identifying the main public and private donors and funders. It should also evaluate the types of research being 
conducted and funded, including the number of projects, funding amounts, and research focus. This includes 
assessing the balance between biomedical research and studies on human rights-based approaches, such as 
preventing coercive practices, realizing legal capacity, and implementing recovery-oriented practices, peer support, 
and community-based mental health services. Additionally, it is important to assess how many research projects 
are led independently by people with lived experience and how many have been co-produced with their involvement.

Strategy 5.1.11

Rights-based policy directions and strategic actions adopted by other countries.

Reviewing mental health policies from other countries can offer valuable insights for policy development. The 
situational analysis should identify rights-based mental health policies and plans from the region or globally, 
assessing their relevance to domestic priorities and needs. However, focus should be on countries with progressive 
policies and plans aligned with international human rights standards, noting that re-alignment is needed in 
many countries. Additionally, social, economic, and cultural differences may mean certain provisions are not 
transferable or may require modifying and adapting, while ensuring that human rights are not compromised 
in the process.

Strategy 5.1.12

Barriers to, and opportunities for, rights-based mental health care.

Identifying barriers and opportunities is crucial. Barriers may include financial constraints, resistance from 
stakeholders, frequent government changes, rapid turnover of personnel within the mental health or health 
sector, and other factors that hinder progress. Opportunities, however, may arise through increased attention 
to mental health issues, emerging support for human rights-based approaches, and partnerships with civil 
society. Addressing these barriers and leveraging these opportunities can help create a supportive environment 
for sustainable, rights-based mental health care.
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Set clear time frames and choose data gathering and  
analysis methods

A thorough situational analysis that identifies key issues, strengths, and shortcomings will guide prioritization 
of mental health policy areas. However, in-depth studies on each issue can be resource- and time-intensive. In 
many cases, useful information might already exist within health information systems, academic research, or 
international surveys like the Mental health atlas 2020 (119). It is important to review existing data before initiating 
new research projects.

It is important to recognize that trend data can sometimes show significant and misleading changes due to 
factors like the introduction of new definitions, gaps in data collection, or increased focus on a particular issue. 
For instance, heightened awareness of Attention Deficit and Hyperactivity Disorder (A D H D) in many countries 
has led to a rise in reporting and diagnoses of this condition in recent decades (121). Any significant changes 
should be noted with potential explanations.

The situational analysis should be carefully planned based on the issues identified in Step 3. Depending on the 
context, one or more experts could be appointed to conduct the analysis, or sub-committees or working groups 
could be created to focus on specific issues.

A clear time frame with milestones for completing the analysis should be established. The methods for gathering 
and/or accessing information should be chosen based on the resources and time available, and these can vary 
between countries. Three main approaches are outlined in Box 10.

Once the situational analysis is completed, the multistakeholder committee should summarize the main findings 
and identify key priority areas and recommendations for mental health policy development.

5.2
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Box 10. Three main approaches to gathering data, and examples of their use

Quantitative research, including epidemiological studies
Quantitative research can be used to collect new data or analyze existing data (122). For example, analyzing 
existing service-level data can reveal the number of mental health or other professionals in the service, the 
annual number of people accessing different types of services, and trends over time. This data can also be used 
to determine rates of involuntary admissions and other coercive practices in services in each region and year.

Epidemiological studies provide insights into key issues such as prevalence and incidence of mental health 
conditions, psychosocial disabilities, and distress, as well as any associated mortality rates. When national or 
local epidemiological data is lacking, estimates from similar countries, international studies, or international 
organizations can be used, with clear acknowledgment and explanation of any estimates.

Qualitative research, including focus groups and individual interviews
Qualitative research methods (123), such as focus groups and individual interviews, offer in-depth insights into 
specific issues, concepts, or experiences.

Focus group interviews are moderated interviews with a group of people who share similar characteristics, 
common interests and/or areas of expertise. Focus groups help understand subjective perspectives, attitudes, 
experiences, and beliefs among stakeholders on topics like staff attitudes or experiences with coercive practices. 
They can also explore barriers and facilitators for implementing rights-based approaches.

Individual interviews can be structured variously, ranging from informal conversational interviews to semi-
structured and completely standardized interviews. Individual interviews, particularly with high-level stakeholders 
like ministers, heads of government, professional organizations or advocacy leaders within the service user’s 
rights movement, provide detailed information that might not be suitable for group settings and can help avoid 
the influence of group dynamics.

Questionnaires and surveys
Questionnaires and surveys can be either quantitative and qualitative in format and can use closed-ended 
questions with predetermined answer options or open-ended questions allowing the respondent to answer in 
their own words (124). They can be particularly suitable where it is useful to gather anonymous information, or 
information from many people, or in situations where resources are limited.
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Step 6: Draft the mental health policy

Establish a drafting team

The multistakeholder committee (see Step 2) should select members for the mental health policy drafting team. 
It is important to ensure that all stakeholder groups, including people with lived experience, who are often 
marginalized in policy-making, are well-represented and meaningfully involved. The team should work collaboratively 
to achieve consensus on the vision, principles, areas of action, and policy directives for the new mental health 
policy, guided by the priorities identified in the situational analysis (Step 5).

Depending on the expertise and knowledge of team members, it may be helpful to form working groups within 
the drafting team (see Box 11).

Box 11. Sub-committees and working groups 

When drafting the policy and strategic action plan, forming specific sub-committees or working groups can be 
beneficial. These groups might include stakeholders with expertise in various policy areas, such as policy-makers 
and managers from health and social sectors, people with lived experience and their organizations, family 
members and other caregivers, representatives from marginalized groups, general health and mental health 
practitioners, legal and human rights experts, N G Os, O P Ds, academic researchers, and community leaders 
such as traditional and faith-based healers or leaders.

For example, a working group focused on transforming or creating new services could organize consultations 
with the managers and providers of best-practice services identified in the situational analysis. This would 
provide valuable insights into the steps required to establish similar services, the resources needed, potential 
barriers, challenges, and strategies to overcome them.

Schedule and conduct consultations with wider stakeholder groups

From the outset, the policy drafting team should engage closely with a broad array of stakeholder groups and 
communities to gather ideas and expertise. Regular consultations offer a valuable opportunity to understand 
stakeholders’ suggestions, address concerns, and work through challenging issues or resistance. These discussions 
aim to build a shared understanding and consensus, which can significantly inform and shape the draft policy. 
Effective planning and execution of these consultations will help build broad support, enhancing the likelihood 
of successful implementation.

6.1

6.2
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Define the policy’s vision

Defining a common vision for the new rights-based mental health policy is a crucial early step in the drafting 
process, as it will guide all major policy actions. The vision should be a concise statement that reflects the overall 
goal for mental health, aligning with international human rights instruments, as outlined in Box 4, particularly 
the C R P D. The vision should be ambitious, setting high expectations for what the policy aims to achieve. It is 
important to agree on a vision that is both inspiring and easy to communicate, ensuring that all stakeholders 
can identify with, support, and commit to it. For example: “High quality community-based mental health 
services that include everyone, that encourage recovery, are fair for all, free from coercion, and that 
respect diversity, dignity and human rights.”

Define the policy’s values and principles

The next step is to develop a set of guiding values and principles. These core statements support the vision and 
steer the policy solutions and directives. While the specific values and principles guiding mental health policy 
may vary depending on cultural, social, and economic contexts, they are often based on international human 
rights instruments, particularly the C R P D, and the Comprehensive mental health action plan 2013–2030 (20).  
See Box 12 for examples of guiding values and principles.

Box 12. Values and principles related to mental health policy

Human rights

	ꞏ Respect people’s inherent dignity and individual autonomy, including the freedom to make one’s  
own choices.

	ꞏ Promote full and effective participation and community inclusion.

	ꞏ Actively integrate the expertise of people with lived experience in all relevant actions and processes.

	ꞏ Adopt recovery-oriented and person-centred approaches.

	ꞏ Eliminate coercive practices.

	ꞏ Treat people equally and without discrimination.

	ꞏ Uphold accessibility and equity.

A life course approach

	ꞏ Health and social needs are considered at all stages of the life course from childhood to older age.

Groups that face discrimination

	ꞏ The specific needs of groups that face or are at risk of discrimination are considered and addressed.

Evidence-based practice

	ꞏ Policy development is guided by scientific evidence and/or good practice, taking cost and cost-
effectiveness, as well as cultural considerations, into account.

6.3
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Universal health coverage

	ꞏ Policy development aims for universal health coverage. All people with mental health conditions and 
psychosocial disabilities should be able to access good quality rights-based general health, mental 
health and social services that enable them to recover and reach the highest attainable standard of 
health without suffering financial hardship.

Multisectoral approach

	ꞏ Coordinate, collaborate and partner with the education, social welfare, justice, employment, gender, 
youth, and other relevant sectors, as well as with other programmes within the health sector.

Determine policy areas for action

Policy areas for action are key to achieving the mental health policy's vision. These areas should be chosen based 
on the vision and principles, and informed by priorities and gaps identified in the situational analysis (Step 5). 
The specific areas and their details will vary depending on the context and requirements, however, the key policy 
areas for countries to consider are the five discussed in detail in Module 2.

Policy area 1. Leadership, governance and other enablers presents solutions for strengthening good 
governance and leadership in mental health, including coordination, monitoring mechanisms, information 
systems, research and legal frameworks.

Policy area 2. Service organization and development covers issues including accessibility and affordability 
of services; stigma and discrimination; developing and implementing rights-based community mental health 
services; and deinstitutionalization.

Policy area 3. Human resource and workforce development addresses pressing issues like the general 
shortage of healthcare workers; unequitable distribution of staff; lack of skills in rights-based approaches to mental 
health, and the narrow focus on diagnosis, drug treatment and symptom reduction in education and training.

Policy area 4. Person-centred, recovery-oriented and rights-based assessment, interventions and support 
includes myriad issues around developing and delivering physical health and lifestyle, psychological, social and 
economic interventions, as well as issues around accessing and prescribing psychotropic drugs.

Policy area 5. Mental health sector contributions to addressing social and structural determinants and 
society-wide issues impacting mental health and well-being addresses the underlying factors driving mental 
ill-health in society.

Determine policy directives for each policy area for action

Policy directives should be mapped out for each policy area for action. These directives identify specific issues 
to be addressed within each area. Fig. 2 provides options for policy directives to consider for each key area of 
action. For more detailed information, refer to Module 2, which offers a menu of potential policy directives.

6.5

6.6
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Fig. 2 Options for policy directives

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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Conduct final reviews and consultations

After drafting the vision, principles, policy areas, and directives, the policy should be reviewed by the multistakeholder 
advisory committee. Following this internal review, the draft can be presented to wider stakeholder groups and 
the public for further consultation before finalization.

Although inclusive involvement has been part of the process, the final consultation remains crucial. It provides 
an opportunity for suggestions, concerns, and objections to be addressed, and it also raises public awareness 
about mental health issues, rights, and community-based approaches: all key factors to ensuring effective 
policy implementation.

Final reviews and consultations can take various forms to encourage broad participation. For instance, the draft 
policy could be shared publicly on a dedicated website for comments. National or regional meetings and 
workshops could be held to bring stakeholders together for discussion and to negotiate their most important 
concerns and suggestions. All feedback, objections, and the drafting team's responses should be meticulously 
documented and later shared with the public. This documentation will serve as an important record to help the 
public understand the policy's background and rationale.

6.7
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Step 7: Draft the mental health  
strategic plan
Building on the mental health policy developed in Step 6, the next step is to draft a national mental health strategic 
plan. This plan should outline the strategies needed to implement each policy directive, with clearly defined 
time frames, targets, indicators, specific actions, outputs, and costs. The implementation time frame for a mental 
health strategic plan typically ranges from three to ten years, depending on the country’s context and circumstances.

Establish a drafting team and hold consultations

From the outset, the drafting team should schedule consultations with broader stakeholder groups and 
communities, similar to those conducted during the policy drafting process (see Step 6.2). These consultations 
are critical for exchanging ideas and building consensus on the strategic plan’s content. Discussions should 
cover all aspects of the plan, including strategies, actions, targets, indicators, time frames, and resources.

Formulate strategies to achieve policy directives

The mental health strategic plan should include component strategies for implementing each policy directive. 
These strategies should outline specific, feasible, and measurable actions to achieve the policy directives 
effectively. Prioritizing strategies (see Box 13) requires a deep understanding of the issues and evidence base, but 
also direct experience. The drafting committee may need to consult with both domestic and international experts.

	ꞏ For a quick overview of potential strategies for the suggested policy directives see Module 5. Comprehensive 
directory of policy areas, directives, strategies, and actions for mental health.

	ꞏ For more detailed information and discussion on these potential strategies see Module 2. Key reform areas, 
directives, strategies, and actions for mental health policy and strategic action plans.

7.1
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Box 13. Tips for prioritizing strategies

Limited resources mean that not all strategies and actions can be implemented at once, making prioritization 
essential.

The process should achieve a mix of quick and easy-to-implement outcomes (so-called low hanging fruit), 
alongside medium- and long-term outcomes that require more time and investment, but that are crucial for 
long-term success.

It is important to regularly revisit and re-evaluate the implementation plan to ensure medium- and long-term 
goals are not neglected and to identify any critical issues hindering the overall implementation process.

Questions to guide the prioritization process

	ꞏ Which strategies and actions are critical? Look particularly for those that prevent risks to people’s 
health and lives.

	ꞏ What strategies offer quick wins, and will implementing them have the desired impact? 

	ꞏ Which strategies or actions have a cumulative impact and should be initiated from the start?

	ꞏ Which strategies and actions can be phased in later, building on earlier successes?

	ꞏ What is essential for creating a strong foundation? 

	ꞏ What is a good time frame for strategies and actions being implemented? For example, it takes more 
than a couple of cohorts of undergraduates to bring about a workforce change. Highlighting this might 
help planners think about what is doable within a 5–10 year strategic action plan.

Define actions for each strategy

Each strategy should consist of a set of carefully planned actions. These break down the strategy into specific 
steps that, if implemented successfully, will deliver the strategy. Prioritizing actions requires the drafting group 
and consulted experts to draw on research evidence, national experience, as well as experience from other countries.

	ꞏ For a quick overview of potential actions under the different strategies see Module 5. Comprehensive directory 
of policy areas, directives, strategies, and actions for mental health.

	ꞏ For more detailed information and discussion on these actions see Module 2. Key reform areas, directives, 
strategies, and actions for mental health policy and strategic action plans. 

Define, targets indicators and time frames

Clear targets, indicators, and time frames are essential for effective planning, budgeting, monitoring and evaluation. 
Targets and indicators should be established for each strategy. Targets specify what will be achieved numerically, 
while indicators measure the success of the strategy's implementation.

7.3
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Each strategy should have a clear and realistic time frame, specifying the start year and duration. Some strategies 
may be ongoing, while others are time limited. It is important to define what will be achieved, and by when, 
considering contextual factors and available human and financial resources. Individual actions should be set 
within clear, realistic, and sequenced time frames, allowing planners to determine which need to be sequential 
and which can be done concurrently. See Table 1 for an example of a strategy's time frame with associated 
targets and indicators.

Identify roles and responsibilities for sectors and stakeholders

When drafting the mental health strategic plan, it is important to determine who will take action and what needs 
to be done. The drafting team should identify the sectors, organizations, or individuals best suited to implement 
these actions, for example based on their leadership, expertise, or funding capacity. Clearly defining roles and 
responsibilities early on helps avoid unnecessary competition, duplication, and oversights. Certain strategies 
and actions may require building strong collaborations between various sectors and stakeholders.

Once roles and responsibilities have been discussed and agreed, they should be clearly documented at either 
the strategy or action level, depending on what makes the most sense. Allocating roles and planning collaborations 
may require multiple rounds of meetings with the relevant sectors and stakeholder groups to ensure alignment 
and commitment.

Determine the costs, resources and budget

The total cost of implementing the strategic plan, including each policy directive, should be calculated using a 
bottom-up approach, starting with the cost of each action, then aggregating the costs within each strategy, 
and finally summing up the costs for all policy directives and the entire plan. Costs should be broken down by 
year and across the full implementation period (see Table 1 for an example). Costs should be adjusted for inflation 
to ensure accuracy over the implementation period.

Both recurrent and capital costs need consideration. Healthcare costs typically include recurrent expenses like 
human resources, consumables, equipment, and supplies (for example, drugs and laboratory investigations). 
Capital costs cover infrastructure and equipment (such as buildings and vehicles), which are not annual expenses 
but require periodic renewal because they deteriorate and depreciate over time. In many countries, human 
resource costs account for two-thirds or more of total recurrent health expenditures.

The strategic plan should clearly outline its funding sources, whether from state funds (from general taxation), 
social insurance, donors, private insurance, or out-of-pocket payments from individuals. Sectors like education, 
employment, social protection, or housing, responsible for implementing actions, may need to allocate budgets 
towards the plan.

Once resource needs are estimated and their availability confirmed, it may be necessary to reassess the feasibility 
of strategies based on the available budget. If needed, strategies, actions, and timelines can be adjusted to fit 
available resources.

7.5
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Conduct a final review and consultation 

A final review and consultation, similar to Step 6.7, should be conducted. The multistakeholder advisory committee 
should review the draft strategic plan before sharing it with the public and other stakeholders. All final feedback 
should be recorded and addressed, with necessary adjustments made, such as revising cost estimates and 
budgets, before the plan is finalized and published.

Table 1 Drafting the mental health strategic plan

An example template for formulating targets and indicators and activities, responsible people/organizations, 
budget and costing.

Policy area for action: Service organization and development
Policy directive: Coordinated rights-based community mental health services and support at all levels of care
Strategy: Create and expand rights-based crisis response services
Target(s): Over a five-year period, one accident and emergency unit equipped to provide rights-based support 
to people experiencing a mental health crisis in each of five regional hospitals; one national mental health crisis 
line established and functioning; one functioning mobile crisis team in 10 of 50 districts; one crisis house in 
three of 20 districts.
Indicator(s): Numbers of people accessing each crisis service

Actions

Responsible 
person(s)/ 
organization(s)

Time frame for 
implementation 
(years)

Cost of  
activity 
(per year)

Available 
total budget 
for activity

Additional 
resources 
required

1 2 3 4 5 X 1 2 3 4 5 X

Establish rights-based 
crisis telephone line(s) 
and their operational 
protocols

Contracted N G Os 
with oversight by 
national dept of 
mental health 

x x

Establish rights-based 
crisis mobile team(s), 
their functions and 
operational protocols

District health 
authorities

x x x x

Establish mental 
health-friendly 
environment and 
rights-based 
responses to mental 
health crisis in accident 
and emergency units 
of general hospitals

Regional health 
authorities

x x x

Establish rights-based 
crisis house(s), their 
functions and 
operational protocols

Contracted N G Os 
with oversight by 
national 
department of 
mental health

x x x

7.7
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Step 8: Implement the policy and 
strategic action plan
Good planning and thorough thinking are essential for lasting change. Without them, a mental health policy 
and strategic plan may fail to achieve their goals. After finalizing the policy and plan, ongoing implementation 
needs to be planned.

Awareness-raising, dissemination and communication of the new 
mental health policy and plan

Weak dissemination and communication often lead to limited stakeholder engagement and political commitment. 
Effective dissemination is crucial. The Ministry of Health or other responsible bodies should communicate the policy 
and plan to all relevant government sectors and ministries (including social affairs, education, employment, 
finance amongst others), regional and local governments, health authorities, and partner agencies and stakeholders.  
Dissemination strategies could involve press conferences, public events, printed materials, and meetings with relevant 
teams, consumers, families, advocacy groups and other stakeholders to present the policy and discuss implementation.

But dissemination should do more than share information: it should build engagement and commitment. 
It should make implementation a priority for regional and local stakeholders. These stakeholders need sufficient 
support from federal or regional governments to effectively implement the policy in their communities.

Stigma, myths, and misconceptions about mental health and psychosocial disabilities can hinder policy 
implementation. Changing public attitudes is crucial, and disseminating information on rights-based approaches 
can help achieve this. The media plays a vital role in highlighting new mental healthcare practices, especially 
the importance of rights-based community approaches.

It is essential to inform and engage advocacy groups, N G Os, O P Ds, and organizations of persons with lived 
experience of mental health conditions and psychosocial disabilities about the new policy. While these groups 
should have been involved in drafting, not everyone will have participated. People not previously involved need 
to be informed through different channels.

Following initial dissemination, implementing agencies should plan regular meetings and events to sustain 
commitment.

8.1
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Incremental and scaled up implementation processes

In some countries and situations, it is helpful to scale up implementation incrementally. For instance, the 
implementation process might start in dedicated demonstration areas (for example, a geographical region or 
a sector of a large city) where policy, plans and programmes can be implemented more rapidly and evaluated 
more thoroughly than elsewhere in the country. This initial implementation phase can be used to identify the 
successes and barriers. Based on these lessons learned, implementation can then be scaled up.

Fundraising

While the budget for implementing the mental health policy should be determined during the development of 
the strategic plan, ongoing fundraising should be undertaken throughout implementation. Regularly monitoring 
whether confirmed funding is received as planned and securing continued commitments from funding agencies 
is also essential.

In addition to established funding streams, there are practical options to diversify and expand the funding base. 
Domestic resources can be mobilized from various sources, such as government budget allocations or tax-based 
national health insurance schemes. Mental health can also be integrated into other funded programmes. Public–
private partnerships may offer sustained support.

External funding opportunities should also be pursued, including grants or donations from international agencies, 
philanthropic foundations, and innovative financing models that attract private sector participation. See also 
Module 2, Policy directive 1.2 on financing and budgeting.

Programme of work

A realistic implementation plan should detail the specific steps needed to execute the actions and achieve the 
targets. The plan should cover all years of the strategic plan, with priorities reviewed annually. Tasks should be 
mapped out on a monthly basis and updated regularly based on lessons learned, including successes and 
challenges. Table 2 provides an example template for outlining tasks, time frames, budget, and resources for 
one action over a year of implementation.

8.2
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Table 2. Programme of work

An example for one action within one strategy over one year, including time frame, budget and resources

Area for action: Service organization and development
Policy directive: Coordinated rights-based community mental health services and support at all levels of care
Strategy: Create and expand rights-based crisis response services
Action: Establish rights-based crisis telephone line(s) and their operational protocols.
Time frame: 1 year

Action 1: Establish 
rights-based crisis 
telephone line(s) and 
their operational 
protocols.

Responsible 
person(s)/
organization(s)

Time frame for 
implementation (months)

Cost  
per  
year

Available 
budget 
per year

Additional 
resources 
required

1 2 3 4 5 6 7 8 9 10 11 12

Task 1: Based on the 
situational analysis, 
determine how many new 
crisis telephone lines need 
to be set up including their 
locations and the human 
and other resources needed 

Dedicated 
person or team 
within mental 
health 
department of 
ministry of 
health

x x x

Task 2: Explore rights-based 
good practices that may 
exist within the country, 
region and across the world

As above x x x

Task 3: Identify rights-based 
services to which people can 
be referred and develop a 
collaboration with these 
services

As above x x x

Task 4:  Prepare the 
operational protocol for the 
telephone lines

As above x x

Task 5: Recruit and train 
staff for crisis telephone 
lines 

As above x x x x
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Step 9: Monitor and evaluate 
implementation of the mental health 
policy and strategic action plan
Regular monitoring is essential to ensure that implementation actions are being carried out, targets are being 
met, and timelines are on track. Early identification of barriers, such as insufficient budget, staffing shortages, 
high staff turnover, lack of management support, loss of a policy champion, or negative staff attitudes, allows 
for timely solutions, conserving time and resources.

Evaluating the impact of the policy and strategic plan is equally crucial. It is not enough to confirm that strategies 
and actions are implemented; it is also necessary to assess whether they are achieving the desired outcomes. 
If progress is lacking, efforts should be made to adjust the approach or strategies. Sometimes unintended 
impacts may arise. Early identification is key to taking corrective action.

REFLECTION on evaluation. Evaluation is essential for avoiding unintended consequences. For example, 
the global push to deinstitutionalize mental health care and support individuals to transition into the 
community aims to improve health outcomes and social inclusion. However, in some countries, inadequate 
resources for community-based services has resulted in hospital closures without proper alternatives: 
leading to homelessness, incarceration, and increased stigma. Ongoing evaluation could have ensured that 
institutions closed only when robust, rights-based, and recovery-oriented community services were in place. 
Achieving better health and social integration requires comprehensive deinstitutionalization programmes 
that fully engage communities. Simply discharging people is insufficient.

An evaluation schedule should be set for the entire policy period, with evaluations after one year, ongoing 
evaluations, and a final evaluation at the end of the policy period. The frequency and type of evaluation 
depend on the implementation plan and available resources. For example, if the plan involves actions and 
annual targets, evaluation will need to be annual.

Evaluations can be conducted in various ways (see Table 3), with the best approach depending on available 
resources, the specific questions to be answered, and the time frame.  Both quantitative and qualitative 
research may be needed to evaluate the policy and plan. Rapid appraisals may be suitable in some cases, 
while in-depth research, such as in-depth interviews, may be required in others.

While evaluations are typically led by the Ministry of Health and other collaborating sectors, independent 
evaluations by concerned individuals or organizations are also valuable. By consistently asking, "How well 
have we done? How well are we doing? How can we do better?” progress can be significantly enhanced. Table 
3 provides an example of planning the monitoring and evaluation of all actions within one strategy with a 
time frame of five-years.
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Table 3 Monitoring and evaluating actions within a strategy

Area for action: Service organization and development
Policy directive: Coordinated rights-based community mental health services and supports
Strategy: Create and expand rights-based community mental health centres
Time frame: 5 years

Actions Target
Research/evaluation 
required

Sources/methods of data 
collection

Action 1: Establish 
functions and 
operational protocols

Written service policy 
and operational 
protocols developed

•	 Review of policy and 
operational protocol by 
experts for alignment 
with evidence and 
human rights

•	 Expert review report

•	 Mechanisms in place to 
provide interventions 
and support 

•	 System in place to 
provide documentation 
required by policy and 
operational protocols 

Action 2:  Deploy 
trained staff to work 
in the community 
mental health centre

One functioning 
community mental 
health centre

•	 Number of people 
accessing the service

•	 Extent to which the 
centre provides 
evidence- and rights-
based support

•	 Compliance by centre 
staff with the policy and 
operational protocols

•	 Observations of staff 
providing treatment, 
care and support

•	 Periodic satisfaction 
surveys 

•	 Qualitative interviews 
with people using the 
service
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Checklists

1. Introduction 

These checklists provide straightforward, practical guidance for stakeholders involved in drafting a rights-based 
mental health policy and strategic action plans. They are also a tool for assessing and evaluating whether existing 
policies and plans align with a rights-based, person-centered and recovery-oriented approach to mental health 
and well-being. The checklists can be extracted and saved in an electronic format that can be expanded and 
adapted as needed.

When using the checklists to assess policies or strategic action plans, please note that the items and questions 
are not exhaustive. It is essential to also refer to the main content of Module 2 of the Guidance, which includes 
proposed policy directives, strategies, actions, and process steps for developing a mental health policy and 
strategic action plan. 

Depending on the purpose and specific country context, you may choose to add new policy directives and 
strategies, adapt existing ones, or omit others as needed. The key is to follow the outlined drafting process and 
to document a clear rationale for any additions, modifications, or omissions.

2. Policy and strategic action plan drafting process checklist

Question
Yes/
No Notes

Is/was a high-level policy dialogue undertaken between all relevant 
government sectors and civil society actors? 

Is/was a multistakeholder advisory committee established to 
oversee the development of the policy and strategic action plan, 
actively involving all stakeholders including people with mental 
health conditions and psychosocial disabilities? 

Does/did the committee have clearly defined terms of reference 
outlining its roles, responsibilities, expected outcomes and time 
frame for completing the different components of its work? 

Does/did the committee have adequate support to carry out its 
work effectively (such as resources for meetings, logistics, 
technology, and accommodations?).

Are/were there capacity-building efforts to build understanding 
and new mindsets to facilitate person-centered and rights-based 
approaches among key stakeholders and the broader community? 

https://iris.who.int/handle/10665/380466
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Question
Yes/
No Notes

Are/were international human rights obligations and  
commitments reviewed? 

Is/was a situational analysis conducted to understand the mental 
health context, priorities, challenges and opportunities in the 
country and did it cover the following areas? 

Social and structural determinants of mental health

Review of existing national mental health policies, plans and 
legal frameworks

Prevalence of mental health conditions, psychosocial disabilities, 
groups at risk of or facing and other key mental health issues

Information on existing mental health services and  
service delivery

Housing, education, employment, and social protection for 
persons with mental health conditions or psychosocial 
disabilities

Person-centered, recovery-oriented, and rights-based 
assessment, interventions, and support, including lifestyle, 
psychological, social, economic, and drug interventions

Workforce and training in mental health

Financing

Information systems and data

Research

Relevant rights-based policy directions and strategic actions 
from other countries

Barriers and opportunities for rights-based mental health care
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Question
Yes/
No Notes

Is/was a drafting team for the policy or combined policy and plan 
established representing all relevant stakeholder groups including 
people with mental health conditions or psychosocial disabilities? 

Are/were consultations scheduled and conducted with wider 
stakeholder groups? 

Are/were targets, indicators and time frames defined for the 
strategic action plan? 

Are/were implementation roles and responsibilities of sectors and 
stakeholders for defined and documented for each of the selected 
strategies and actions? 

Are/were costs, resources and budgets defined for the strategic 
action plan? 
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3. Policy and strategic action plan content checklists

Vision and principles

Question Yes/No Notes

Does the policy have a well-defined aspirational vision  
aligned with human rights?

Does the policy include rights-based values and principles 
regarding the following areas:

Respect for inherent dignity and individual autonomy 
including the freedom to make one’s own decisions and 
choices

Full and effective participation and community inclusion

Active integration of the expertise of persons with lived 
experience in all relevant actions and processes

Recovery-orientation and person-centered approach in 
services

Freedom from coercive practices

Non-discrimination

Accessibility and equity

Is there a consideration of health and social needs at all 
stages of the life course from childhood to older age?

Is there a consideration of specific needs of groups that face or 
are at risk of discrimination and their protection through? policy

Is policy development guided by scientific evidence and/or 
good practice, taking cost and cost-effectiveness as well as 
cultural considerations into account?

Is policy development guided by the goal of achieving 
universal health coverage?

Is policy development guided by a multisectoral approach?
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Policy areas, directives and strategies

Are the following aspects included? If no, the notes column can be used to record the reason. If yes, please 
document any specific actions that will be taken.

Policy area 1. Leadership, governance,  
and other enablers Yes/No Notes

Policy directive 1.1. Coordination, leadership and accountability

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

Strategy 1.1.2 Strengthen mental health sector leadership 
aligned with the rights-based, recovery-oriented and person-
centred approach

Strategy 1.1.3 Monitor service quality and rights protection, 
including via an independent monitoring committee and 
complaints mechanism

Policy directive 1.2. Financing and budget

Strategy 1.2.1 Build a sustainable funding base for mental 
health, including within universal health coverage

Strategy 1.2.2 Reorient funding and insurance schemes 
towards person-centred, recovery-oriented and rights-based 
services and initiatives for mental health

Strategy 1.2.3 Allocate sectoral budgets and financing to 
protect and promote mental health according to both joint 
and sector-specific responsibilities

Policy directive 1.3. Information systems and research

Strategy 1.3.1 Establish indicators and information systems to 
track progress for mental health and well-being

Strategy 1.3.2 Set a prioritized research and evaluation 
agenda in collaboration with stakeholder groups
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Policy area 1. Leadership, governance,  
and other enablers Yes/No Notes

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

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 board and working groups on policy, law, strategy 
and evaluation

Strategy 1.4.2 Implement standards so that people with lived 
experience can participate meaningfully in policy, law, service 
delivery, training and research

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

Policy directive 1.5. Rights-based law reform

Strategy 1.5.1 Conduct training for wide-reaching mindset 
change and advocacy for law reform

Strategy 1.5.2 Reform legislation related to mental health to 
align it with human rights standards, including the C R P D

Strategy 1.5.3 Set up implementation mechanisms and 
actions including training
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Policy area 2. Service organization and development Yes/No Notes

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

Strategy 2.1.1 Create and expand rights-based, short-term 
inpatient units, outpatient, and community outreach services 
in general hospitals

Strategy 2.1.2 Create and expand rights-based crisis 
response services

Strategy 2.1.3 Create and expand rights-based community 
mental health centres and outreach services

Strategy 2.1.4 Create and expand rights-based peer support 
services

Strategy 2.1.5 Integrate rights-based mental health 
approaches into primary care and other health services  

Strategy 2.1.6 Implement an integrated, comprehensive and 
sustainable approach in and across services

Policy directive 2.2. Integrated mechanisms that respond to social and structural factors and incorporate 
rights-based approaches in mental health

Strategy 2.2.1 Operationalize mechanisms within services to 
address the social and structural determinants of mental 
health

Strategy 2.2.2 Uphold human rights, eliminate coercion, and 
promote recovery while continuously improving service 
quality
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Policy area 2. Service organization and development Yes/No Notes

Policy directive 2.3. Partnerships for community inclusion, socio-economic development, and for protecting and 
promoting rights

Strategy 2.3.1 Improve meaningful social connection for 
people using mental health services

Strategy 2.3.2 Strengthen partnerships between mental 
health services and other sector services, including housing, 
education, employment, justice, and social protection

Strategy 2.3.3 Establish accessible disability and social 
protection benefits and schemes for people with mental 
health conditions and psychosocial disabilities

Strategy 2.3.4 Develop tailored services for people with long 
term needs and support requirements

Strategy 2.3.5 Engage with families and other informal care 
providers in local communities, including religious centres, 
family homes, schools, and villages

Policy directive 2.4. Deinstitutionalization

Strategy 2.4.1 Establish the foundation and enabling 
environment for successful deinstitutionalization

Strategy 2.4.2 Develop and implement a deinstitutionalization 
plan for each institution that immediately improves rights and 
quality for all residents

Strategy 2.4.3 Create individualized support plans for each 
resident transitioning 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
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Policy area 3. Human resources and workforce 
development Yes/No Notes

Policy directive 3.1. A multi-disciplinary workforce with task sharing, training and support

Strategy 3.1.1 Leverage regulatory and administrative 
processes to introduce role and task sharing

Strategy 3.1.2 Implement staff training initiatives across and 
within services

Strategy 3.1.3 Establish supervision and support for staff 
working within the mental health and other health services

Policy directive 3.2. Recruitment, retention and staff well-being

Strategy 3.2.1 Recruit staff from a broad array of disciplines 
and ensure diversity

Strategy 3.2.2 Distribute staff equitably across the country

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

Policy directive 3.3. Competency-based curricula for mental health

Strategy 3.3.1 Develop or adapt core competency-based 
curricula for mental health

Strategy 3.3.2 Implement competency-based curricula for 
mental health
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Policy area 4. Person-centred, recovery-oriented and 
rights-based assessment interventions and support Yes/No Notes

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

Strategy 4.1.1 Develop a person-centred, recovery-oriented 
and rights-based framework and guidelines for assessing 
mental health and support needs  

Strategy 4.1.2 Implement the newly developed framework 
and guidelines for assessing mental health and support needs

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

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

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

Policy directive 4.3. Psychotropic drug interventions

Strategy 4.3.1 Identify psychotropic drug interventions and 
develop guidelines for their safe prescribing, use and 
discontinuation, including managing adverse effects and 
withdrawal

Strategy 4.3.2 Implement the guidelines for safe prescribing, 
use and discontinuation from psychotropic drugs
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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 Yes/No Notes

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

Strategy 5.1.1 Implement awareness strategies for staff of all 
government sectors to transform mindsets, improve 
understanding to mental health, and to combat stigma and 
discrimination

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

Policy directive 5.2. Joint actions on social and structural determinants and society-wide issues

Strategy 5.2.1 Advocate for policy changes in government 
sectors outside mental health to address key social and 
structural determinants of mental health

Strategy 5.2.2 Collaborate to agree on, and implement 
changes to, government sector policies that address social 
and structural determinants of mental health
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