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

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

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

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

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

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

Mental health policy reform is urgent

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

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

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

A comprehensive framework for reform

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

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

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.



xvi Guidance on mental health policy and strategic action plans: Module 1

Policy area 2. Service organization and development

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

Policy directives

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

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

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

 ꞏ deinstitutionalization.

Policy area 3. Human resource and workforce development

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

Policy directives

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

 ꞏ recruitment, retention and staff well-being;

 ꞏ competency-based curricula for mental health.

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

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

Policy directives

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

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

 ꞏ psychotropic drug interventions.

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

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

Policy directives

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

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

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

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

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

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

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

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

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

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

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

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

Checklists are also included to help planners assess and evaluate both pre-existing and newly drafted policies 
and strategic action plans.
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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.
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A comprehensive approach  
to mental health policy reform

New directions for mental health policy reform

Mental health is central to every aspect of life, influencing emotional and social well-being, physical health, 
parenting and family life, relationships, work and community living, and having a meaningful and satisfying life. 
It is an important asset that needs to be protected and nourished for people and communities to thrive. 
Recognizing this importance, there are increasing calls to make mental health an integral part of Universal Health 
Coverage (U H C), acknowledging that expanding access to community-based services and support is essential 
to meet growing mental health needs.

Mental health gained significant political attention when the COVID-19 pandemic brought global focus to the 
issue. The scale of awareness was unprecedented, as people experienced firsthand how isolation and a lack of 
social networks, as well as financial insecurity, loss of income and employment, domestic violence, and burnout 
among frontline healthcare workers can deplete mental health. People in psychiatric institutions and care 
facilities were particularly hard hit, facing both severe isolation and increased mortality due to the rapid spread 
of the virus in these settings.

Separately, over the past fifteen years, new perspectives have been emerging, encompassing a shift from a 
primarily biomedical focus toward approaches that are more person-centred, recovery-oriented, and grounded 
in human rights. While there has been considerable discussion and some progress, much remains unrealized. 
This transition in perspective is driven by two main factors: first, a recognition that diverse ways of thinking and 
experiencing are part of human diversity, with no single normal way to be (22); and second, a growing emphasis 
on empowerment, legal capacity, and support instead of coercion. This shift does not diminish the importance 
of accessible healthcare and treatment. Rather, it challenges numerous established practices within the health 
sector that undermine human rights and inclusion (23).

Since the C R P D came into force in 2008, many political declarations have built momentum for this shift in 
approach. The World Health Assembly adopted W H O’s Comprehensive mental health action plan in 2013 (20, 21), 
calling on countries to reform their mental health systems, including policy and legislation, in line with the C R P D 
and other international human rights standards. The plan was extended to 2030 at the 74th World Health 
Assembly in 2021, aligning with the United Nations’ 2030 Agenda for Sustainable Development. Since 2016, the 
U N Human Rights Council has issued four resolutions on mental health and human rights, urging human rights-
based reforms and providing new guidance for countries on law, policy, and services (24–27). In June 2023, the 
U N General Assembly reinforced this call with a resolution on mental health and psychosocial support, similarly 
urging Member States to take action (28).

In response to the growing demand for person-centred, recovery-oriented and rights-based approaches in 
mental health, W H O’s QualityRights initiative has developed a range of tools. These include training resources 
to combat stigma and discrimination and build capacity for implementing the rights-based approach (29). 

1.1

1



2 Guidance on mental health policy and strategic action plans: Module 1

Additional guidance is available on establishing community mental health services and support (30), promoting 
the participation of people with lived experience (29), strengthening civil society organizations that support 
mental health, and reforming mental health-related legislation (31). The latter was developed in collaboration 
with the Office of the United Nations High Commissioner for Human Rights (O H C H R).

However, despite the growing recognition of mental health’s importance and the shift toward person-centred, 
recovery-oriented, and rights-based approaches, a significant gap remains in investment in mental health and 
the type and quality of services provided on the ground. Many countries still lack the necessary policy and 
legislative frameworks to support these changes.

Public spending on mental health is critically low, with a global median of just 2% of government health budgets, 
much of it still directed toward large institutions associated with human rights violations (32). Rather than merely 
increasing funds, governments need to reallocate resources towards community-based, person-centred services 
providing both acute crisis and long-term support, alongside other initiatives and actions to protect and promote 
people’s mental health (32). This reallocation is essential not only for protecting human rights but also for 
advancing U H C by ensuring that mental health services are a fundamental part of comprehensive health coverage. 
Achieving this goal requires a strong, coordinated effort across the mental health sector.

Many factors influence mental health across different levels. On an individual level, these include stigma and 
discrimination, violence, bullying, poverty, gender (for example, inequality and harmful gender norms) poor 
access to healthcare, inadequate housing, and limited job and educational opportunities. For families, challenges 
may involve financial insecurity, strained relationships, and lack of access to support. At the community level, 
people are affected by the availability of community resources and overall social cohesion. More broadly, at a 
societal level, factors like cultural norms, economic instability, and social inequalities, the unprecedented 
combination of multiple global crises and shocks, including climate change, conflict, the COVID-19 pandemic, 
and protracted conflicts and emergencies play significant roles. Global crises are exacerbating risks such as 
rising levels of poverty and food insecurity, which significantly impact mental health, especially in low- and 
middle-income countries (L M I Cs) (33). These diverse influences highlight the need for a multifaceted response 
involving all government sectors, not just health. Significant shifts in national policies and strategic action plans 
are essential to address these determinants comprehensively, to align with the C R P D, and ensure holistic, 
person-centred care within the framework of universal mental health coverage.

International human rights framework

Policy plays a crucial role in upholding human rights and addressing discrimination in mental health. Despite 
this, across countries of all income levels, many people still lack access to community-based mental health 
services that meet their individual needs and respect their rights, dignity and autonomy. Poor quality services, 
dehumanizing treatment, and increasing rates of involuntary hospitalization and treatment are widespread 
issues. Seclusion and restraints are commonly used to enforce people’s compliance (34, 35) and many individuals 
are institutionalized in psychiatric hospitals or social care facilities under appalling conditions, often for extended 
periods or even their entire lives. Others remain in the community, but confined at home, sometimes in shackles. 
These extensive violations and the resulting trauma have long-lasting effects on individuals, families, communities 
and future generations (31, 36).

1.2
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Mental health is a fundamental human rights concern and is essential to realize the right to health. International 
human rights standards acknowledge the urgent need for major reforms in mental health. Building on the 
International Bill of Human Rights1, the C R P D emphasizes the need to end violations against persons with disabilities 
(including persons with psychosocial disabilities and mental health conditions) and calls for a rethinking of policies, 
laws, services, and practices to effectively promote and protect their rights, including in the area of mental health.

The C R P D prohibits all forms of disability-based discrimination and defines disabilities, including psychosocial 
disabilities, as arising from the interaction between individuals with impairments and societal barriers that 
impede their full participation on an equal basis with others. These barriers are recognized as discrimination, 
and the Convention imposes legally binding obligations on countries to remove them through policy, legal, and 
other measures to ensure equal rights and opportunities in all areas of life (15). The C R P D also challenges harmful 
practices in mental health systems that undermine legal capacity and permit coercive measures. It advocates 
for a “support paradigm,” requiring countries to reform mental health policies to promote personhood, autonomy, 
full participation, and community inclusion (31).

As highlighted above, recent U N Human Rights Council resolutions reinforce this human rights approach in 
mental health, in alignment with the C R P D, urging Member States to adopt, implement, update, or strengthen 
policies, laws, and practices to eliminate discrimination, stigma, violence, and abuse in mental health care (24–27). 
Additionally, reports by the U N Special Rapporteurs on the Right to Health and on the Rights of Persons with 
Disabilities highlight the critical need for a paradigm shift. They call on countries to adopt measures that combat 
stigma, stereotypes, negative attitudes, and harmful coercive practices against people with mental health 
conditions and psychosocial disabilities, as well as measures to ensure respect for legal capacity and promote 
full inclusion and participation in the community (2, 37–39). These calls were further reinforced by the U N General 
Assembly’s resolution on mental health and psychosocial support, adopted in June 2023 (28).

Grounding policy in a human rights-based approach requires explicit reference to the rights and principles laid 
out in the C R P D, including equality, legal capacity, noncoercion, participation, community inclusion and a recovery 
approach (40). These should influence every aspect of reform, from the overarching vision and values to specific 
policy areas, directives, strategies, and actions. A rights-based approach should not be confined to a separate 
section of the policy but should be integrated throughout.

Legal capacity

Many people with mental health conditions and psychosocial disabilities face significant challenges in exercising 
their right to legal capacity, including making decisions about their treatment and care. Societal assumptions 
and stigma often lead to misconceptions about people’s ability to make decisions, resulting in others making 
choices on their behalf — known as substitute decision-making — through formal systems like guardianship 
laws or emergency medical care provisions, or informally within families and homes.

However, under the C R P D, people are entitled to retain their right to exercise their legal capacity and this right 
cannot be taken away. The convention defines legal capacity as the capacity to be both a holder of rights and 
an actor under the law, meaning that individuals are entitled to full protection of their rights and to be recognized 
as agents who can create, modify, or end legal relationships.

1  The International Bill of Human Rights comprises the Universal Declaration of Human Rights (U D H R), the International Covenant on Civil and Political Rights 
(I C C P R) and the International Covenant on Economic, Social and Cultural Rights (I C E S C R).
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In order to align with this right, the C R P D mandates that countries eliminate practices like involuntary admission 
and treatment, which restrict people’s ability to exercise their legal capacity. Adopting this shift not only aligns 
with international law but also enhances individuals’ autonomy, mental health, and overall well-being.

Countries are required to move from substitute decision-making to supported decision-making, where individuals 
select someone they trust to help them evaluate options and communicate decisions. Advance plans can also 
be used to document a person’s care preferences, ensuring their wishes are followed if they later become unable 
to communicate.

Non-coercive practices

Coercive practices such as involuntary admission, involuntary treatment, seclusion, and the use of physical, 
mechanical, or chemical restraints are widespread in mental health services globally. However, there is no 
evidence that these practices offer any benefits, while significant evidence shows they cause physical and 
psychological harm, dehumanization, trauma, and worsening mental health, as well as eroding trust in services 
(41–45). These practices can also negatively impact family members as well as mental health practitioners, 
discouraging young professionals from entering the field and demotivating those already working in it (46).

The C R P D contains key articles that prohibit coercion and require governments to take active measures to 
prevent it. Policy plays a crucial role in promoting coercion-free services. It should stipulate training for mental 
health professionals to understand the harm caused by coercive practices and to develop their capacity to 
implement non-coercive approaches, such as de-escalation techniques and effective communication, even in 
crisis situations. Policy can also encourage individualized planning, including crisis plans and advance directives, 
support the creation of response teams skilled in handling challenging situations, and ensure quality assessment 
and improvement mechanisms are available, as well as effective complaint mechanisms for coercive practices.

Participation

Historically, people with mental health conditions and psychosocial disabilities have not only been excluded 
from making decisions about their own health and life choices, but also from broader decision-making processes 
within society, where their experiences and expertise have often been overlooked or disregarded.

In contrast, the C R P D acknowledges the valuable knowledge, perspectives, and contributions of people with 
mental health conditions and psychosocial disabilities. It mandates their full and effective participation in 
decision-making processes on issues affecting them (47, 48). In addition, it recognizes that children with disabilities 
have the right to express their views freely on all matters affecting them. Meaningful participation should be 
integral to all aspects of mental health reform, encompassing governance, policy development, implementation, 
and evaluation. This approach also involves harnessing the expertise of people with lived experience in designing, 
delivering, and monitoring services, including through peer support roles, the operation of peer-led support 
groups, crisis services, and managerial roles. Promoting such involvement ensures that actions are shaped by 
and aligned with the perspectives and needs of those with lived experience and their representative organizations.
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Community inclusion

Hundreds of thousands of people worldwide still live in mental health or social care institutions, where they 
often endure inhumane conditions and severe human rights violations. This situation has devastating effects 
on their physical and mental health and well-being. The lack of community-based services and support perpetuates 
their isolation, leaving them ostracized and marginalized.

The C R P D addresses this issue by requiring governments to support individuals in living independently and 
being included in their communities. Countries have an obligation to implement policies and other measures 
to close down institutions, integrate mental health care into community-based services, and provide people 
with the necessary support to prevent their isolation and segregation. Policy should ensure that mental health 
services actively promote community inclusion by facilitating access to essential services, support, organizations, 
and activities, including for people with complex needs. This includes ensuring access to social protection, 
housing, professional, and educational opportunities, among others. The development of community services 
may also be hindered by the stigma and negative attitudes of local communities. Therefore, clear outreach, 
awareness-raising, and engagement with the community are essential to foster acceptance and inclusion in the 
context of community-based services.

Recovery approach

The recovery approach, championed by individuals with lived experience since the 1990s, has played a key role 
in promoting human rights in mental health. It has received broad support from countries, reflected in initiatives 
like the W H O Comprehensive mental health action plan 2013–2030 (20, 21) and the W H O Framework on integrated 
person-centred health services (20, 21), which have been widely embraced by Member States.

Despite this growing attention and the widespread ratification of the C R P D, there remains a significant gap 
between the aspirations of the recovery approach and their actual implementation in mental health policies 
and action plans. While recovery itself may not be explicitly defined as a human right, both the recovery- and 
human rights-based approaches share key principles, including the need to shift towards a supportive model 
that values diversity, autonomy, connection, and community inclusion. Recovery-oriented services recognize 
the complex nature of mental health, the significant impact of social and structural factors (see below), and the 
importance of a holistic perspective that considers the entirety of a person’s life. This approach helps people 
set their own recovery goals, regain control over their lives, and find hope, meaning, and purpose through work, 
education, relationships, community engagement, or other meaningful pursuits. By adopting the recovery 
approach, mental health policies can better align with human rights principles, fostering a more empowering 
and person-centred approach to care and support.

For further information and guidance on the above issues please refer to the W H O QualityRights e-training on 
mental health, recovery and community inclusion (49) and the QualityRights face to face training tools (29),  
the Guidance on community mental health services: promoting person-centred and rights-based approaches (40) 
and the W H O/O H C H R publication Mental health, human rights and legislation: guidance and practice (31).
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Social and structural determinants of mental health

There is increasing global evidence that mental health and well-being are significantly influenced by social and 
structural factors (3, 50, 51). Structural factors encompass the socioeconomic and political context, including 
the norms, practices, policies, and institutions that shape the distribution of power and resources and contribute 
to social stratification within society (52), which in turn impacts population health. Social determinants refer to 
the various conditions in which people are born, grow, live, work, and age, all of which play a crucial role in 
influencing population health (53) (see Box 1).

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.

Social and structural determinants impact everyone’s mental health. Those with higher education, financial 
resources, and social status are better equipped to avoid risk factors and protect their mental health and well-
being (54). In contrast, unemployment, job instability, and workplace stress are linked to higher rates of depression 
and suicidal ideation or behaviour (55, 56), whilst severe loneliness and social isolation, often experienced as a 
result of exclusion and marginalization, have been associated with an increased risk of developing mental health 
problems, and poorer recovery in those with pre-existing mental health conditions (57). Poverty, poor housing, 
and inadequate nutrition increase the risk of mental health conditions (58), while abuse and violence are associated 
with acute and lasting adverse effects on mental health (59–62). People with mental health conditions, psychosocial 
disabilities and others facing discrimination due to factors like age, gender, sexual orientation, disability, immigration 
and refugee status, race and ethnicity, indigeneity, or houselessness are especially impacted. With limited or 
no access to resources, they are more exposed to risk factors and not able to implement protective strategies 
(54, 63). As a result, their mental health is further compromised (54).

1.3
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This increased risk makes it crucial for mental health professionals to understand the impact of social and 
structural determinants on people’s lives. They should engage with service users on these issues and connect 
them to necessary supports such as housing, education, income generation, and social protection. Mental health 
requires a whole-of-government and whole-of-society approach, so it is essential that mental health services 
collaborate and coordinate with multiple sectors, including social protection, to effectively address the diverse 
needs of people with mental health conditions and psychosocial disabilities.

However, even the best-coordinated mental health services cannot fully address the problem. It is essential to 
tackle the upstream social and structural determinants that create mental health inequities. As the W H O 
Commission on the Social Determinants of Health put it: “Why treat people only to send them back to the 
conditions that made them sick in the first place?” (53). This Guidance addresses social and structural determinants 
throughout, with a particular focus in Policy area 5. Mental health sector contributions to addressing social and 
structural determinants and society-wide issues impacting mental health and well-being.

Government policy and strategic action plans for mental health 
and well-being

Many countries still lack mental health policies and plans that fully align with international human rights standards 
and address broader societal issues affecting mental health. Countries endorsing W H O’s Comprehensive mental 
health action plan 2013–2030 have committed to developing, updating, and implementing national policies and 
strategies. The global target is for 80% of countries to align their policies with international human rights 
instruments by 2030. According to the Mental health atlas 2020 (32), this target is far from being achieved.

Government policy is crucial for defining a country’s mental health vision, the values supporting it, and the 
directives needed to achieve it. It also serves as a key tool for coordinating actions and optimizing the use of 
limited resources. By developing and implementing a policy, stakeholders can establish a shared understanding 
and commitment to addressing priority mental health issues.

Mental health as a standalone policy or integrated within broader health sector policy

Mental health policy can vary greatly depending on a country’s size, governance, and administrative structures. 
A key variation is whether mental health is integrated into overall health policy or treated as a standalone issue. 
Integration can help avoid fragmented services by ensuring mental health is part of a cohesive care system. However, 
it may also reduce the visibility of mental health issues and limit the detailed focus needed to address complex 
challenges. Both approaches – standalone and integrated – are valuable and cwan coexist within a country. Regardless 
of the approach, mental health policy should be integrated across all government sectors to be truly effective.

Focus areas of policy

Mental health policy should address a wide range of topics, with a central focus on establishing a comprehensive 
network of services both within and beyond the health sector. This includes implementing rights- and evidence-
based interventions that tackle the social and structural determinants affecting mental health. While mental 
health services can help people overcome challenges, they are insufficient alone. Governments should also 
tackle the root causes of mental health issues, many of which lie outside the health sector sectors (see Box 2 
for some important government sectors).

1.4
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The mental health sector can leverage its expertise to lead a coordinated effort across government sectors, 
ensuring close collaboration between its services and those in housing, education, employment, social protection, 
legal aid, and other essential areas. Mental health policy can explicitly outline this collaborative approach. 
Additionally, effective policy implementation requires robust human resource development and a governance 
framework that guarantees coordination, financing, monitoring, and accountability of all actions.

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.

This Guidance outlines potential roles, strategies, and actions the mental health and health sectors can take to 
address the social and structural determinants affecting mental health. To further embed and integrate mental 
health policy into other sectors, W H O is developing Guidance on policy and strategic actions to protect and promote 
mental health and well-being across government sectors, to be published in 2025 (64).

Policy at varying levels of government

Countries may develop mental health policy at different levels of government. In federated countries or those 
with large populations and geographic spread, policies might be created at national, regional, provincial, district, 
and even sub-district levels. This recognizes the need for policies to be tailored to specific contexts. However, 
it is essential to maintain alignment across all levels of the system.

Varying structures for mental health policy

In some countries, the government publishes a policy document that outlines general policy directions, which 
are then supported by a separate, detailed strategic action plan. In other countries, these policy directions, 
strategies, and actions are combined into one single, comprehensive document. Whichever route is taken, 
countries may opt to develop additional policy documents that focus on specific topics. For example, there may be 
distinct policies focusing on the mental health of older adults, of young people, on suicide prevention and so on.
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Mental health policy within wider policy and legislative frameworks

Mental health policy, alongside related strategies and action plans, operates within a broader system of 
interconnected policies, laws, and regulations that influence and shape its implementation. Coherence across 
these frameworks is essential to ensure consistent and effective mental health service delivery. For example, 
general health service policies impact mental health care directly, and social protection policies govern many 
long-term care institutions where individuals with mental health conditions often reside. Additionally, policies 
related to privatization can impact universal health coverage by shifting priorities toward profitable interventions 
rather than evidence- and human rights-based services. Conversely, overly rigid public-only policies may limit 
innovation, restricting initiatives led by non-governmental organizations (N G Os) that often deliver specialized 
or community-focused interventions. Such policies can also hinder collaboration with civil society organizations, 
preventing governments from leveraging local expertise, enhancing community trust, and ensuring mental 
health services are accessible and acceptable, particularly for groups facing discrimination. To be effective, policy 
reforms need to ensure alignment and complementarity across relevant policies and sectors.

Typically, laws and regulations provide the legal foundation for enforcing mental health policy, while policy 
documents detail operational guidance. However, this relationship varies; in some countries, laws may act as 
de facto policies, or new laws are created to reinforce existing policy directives. Regardless of the approach, 
both policy and law should be informed by and aligned with a country’s international human rights obligations, 
as outlined in key international and regional human rights instruments. This alignment ensures that mental 
health policy supports not only national goals but also upholds fundamental human rights commitments.

Requirements for policy implementation

Political will
Sustained political will is crucial for successful policy reform. It ensures long-term investment, commitment, 
resources, and the necessary support for effective implementation. This should be reflected in the policy 
document, which should clearly state what the government intends to implement, using definitive language like 
“will” rather than “should” or “could” to reinforce this commitment.

Policies should be endorsed at the highest possible level and include a clear mechanism for reporting progress 
at a high-level political level. At a minimum, this should involve the Minister of Health, but in cases of explicit 
multisectoral approaches or high-level initiatives, reporting structures may extend to the head of government 
level as seen Kenya’s Taskforce on Mental Health or the Mental Health Pact Catalonia, Kingdom of Spain.

Stakeholder engagement for policy development, implementation, and evaluation
Broad stakeholder endorsement and support are critical for policy success (see Box 3 for a list of key actors and 
groups/organizations to engage). This requires active engagement of stakeholders throughout the entire process 
of development and implementation. Priority should be given to people with lived experience of mental health 
conditions and psychosocial disabilities and their organizations, especially those who have interacted with 
existing services and support (40, 47). Stakeholder engagement is essential to ensure that the policy is contextualized, 
reflecting the specific social, cultural, and economic circumstances of the region or country.

Each stakeholder group offers valuable perspectives. People with lived experience understand which services 
and interventions are helpful or harmful. Families and supporters provide insight into their own support needs. 
Mental health and social care staff contribute expertise from years of training and experience, identifying 
bureaucratic, administrative, capacity and other barriers to delivering high-quality, rights-based services.  
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N G Os and O P Ds (Organizations of Persons with Disabilities) bring community outreach capabilities as well as 
knowledge gained from direct engagement with people with lived experience and can offer key services like 
peer support and legal aid. Human rights advocates, lawyers, police, and other stakeholders also offer unique 
perspectives and contributions.

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;

 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 based 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;

 ꞏ legal aid and human rights organizations.
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Financial resources
Costing mental health policy is essential in order to advocate for the necessary budget. Countries should allocate 
a mental health budget that aligns with their policy goals and proposed strategies and actions. Insufficient 
resources can demotivate stakeholders involved in developing services and hinder the intended outcomes. 
Conversely, a less ambitious policy and action plan with adequate funding can lead to greater commitment and 
more effective use of resources. The budget should be developed alongside the policy development process 
to increase the likelihood of successful implementation. Module 3 covers steps for a costing analysis.

Accountability mechanisms
The policy and strategic action plan should include clear strategies, implementation timelines, and measurable 
targets. Different stakeholder groups may be best suited to deliver on various strategies and actions, so their 
roles and responsibilities should be considered and clearly defined. Additionally, mechanisms should be in place 
to monitor the implementation of the policy, plan, and associated outputs, and to report on progress and outcomes. 
Generating and using reliable, up-to-date data helps identify needs, track progress, and ensure that the policy 
addresses real-world challenges. This supports accountability and helps identify and address any barriers.
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Purpose, key mandates  
and importance, scope and 
development of the Guidance

Purpose

This Guidance is a resource for those involved in mental health policy reform, including policy-makers tasked 
with developing, updating, reforming, and implementing mental health policies and strategic action plans within 
the mental health sector.

It is also a useful resource and tool for many other important stakeholders, both individuals and organizations 
involved in reform efforts and advocacy in the field of mental health (see Box 3). This Guidance can help these 
stakeholders gain a better understanding of mental health systems, policy reform processes and key issues to 
be covered in the development and implementation of rights-based mental health policy and strategic actions.

The Guidance addresses five key policy areas often in need of reform:

 ꞏ leadership, governance and other enablers

 ꞏ service organization and development;

 ꞏ human resource and workforce development;

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

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

Within each area, the document offers a menu of policy directives, strategies, and actions to guide reform 
efforts, helping policy-makers and planners prioritize and tailor policies to their specific context, in line with 
their available resources or organizational structures.

Key mandates and importance

The international human rights framework, reinforced by multiple U N Human Rights Council resolutions  
on mental health and human rights and the 2023 U N General Assembly resolution on mental health and  
psychosocial support (24–28), urges countries to protect human rights in mental health policies, plans,  
programmes, and services. W H O’s Comprehensive mental health action plan 2013–2030 (20) and the  
World mental health report: transforming mental health for all (3), also call for strengthened leadership and 
governance in mental health, including by developing, implementing, strengthening, and updating related 
policies, strategies and actions in line with international human rights instruments.

2.1

2.2

2
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In line with these calls, this Guidance urges countries to implement policies and practices that are rooted in the 
international human rights framework, particularly the U N Convention on the Rights of Persons with Disabilities 
(C R P D). The C R P D is crucial for transforming mental health practices and addressing the stigma, discrimination, 
and rights violations often faced by people with mental health conditions and psychosocial disabilities. The goal 
is to ensure mental health policies, systems, and services are rights-based and provide high-quality care 
throughout the life course (infancy, childhood, adolescence, adulthood and older age). This Guidance also 
acknowledges the vital role of families and caregivers in supporting those experiencing distress, psychosocial 
disabilities, or mental health conditions. Carers should receive the necessary information and support, while 
respecting the autonomy and rights of those they assist. Additional key features are highlighted in Box 4.

This new W H O guidance replaces the 2004 W H O Mental health policy and service guidance package (65) published 
over 20 years ago. It differs from the previous guidance in three crucial ways.

First, the new Guidance integrates the international human rights framework into all policy and action options, 
rather than treating it as a separate, isolated, and discrete component.

Second, it addresses specific challenges in mental health, including stigma, discrimination, access to quality 
care and support, transitioning from institutional to community care, shifting towards a person-centred, recovery-
oriented and rights-based approach, and building strong collaborations with the social sector and other government 
sectors to promote social connection and community inclusion.

Third, it takes a comprehensive approach to mental health policy reform, emphasizing prevention and promotion 
across all five policy areas it covers. It highlights the mental health sector’s role in addressing society-wide issues 
and the social determinants of mental health. The guidance also provides strategies for collaboration with other 
government sectors to deliver holistic care, treatment, and support for individuals with mental health conditions, 
as well as to implement prevention strategies and promote population-wide mental health and well-being.

Addressing the social and structural determinants of mental health requires coordinated efforts across government, 
civil society, and the private sector. These elements are integrated throughout the Policy areas 1–5, with a specific 
focus in Policy area 5. All government sectors and stakeholders, in addition to the mental health sector, are 
encouraged to also consult the related document, Guidance on policy directives and strategic actions to promote 
and protect mental health and well-being across government sectors (64), to gain a deeper understanding of the 
policy directives and strategic actions that can be taken within different sectors.

Although countries are at varying stages of developing their mental health systems, all should take steps to 
progress from their current status. Successfully implementing the reforms in this Guidance requires sustained 
effort, political commitment, public investment, and adherence to the progressive realization of the right to 
health: an obligation set out in the U N International Covenant on Economic, Social, and Cultural Rights (66).
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Box 4. Key features of this Guidance

Emphasized throughout:

 ꞏ human rights;

 ꞏ person-centred and recovery approach;

 ꞏ social and structural determinants of mental health;

 ꞏ meaningful participation of people with lived experience;

 ꞏ tackling stigma and discrimination; and

 ꞏ changing attitudes, mindsets and service culture in mental health.

Special considerations throughout for diverse groups:

 ꞏ children and adolescents;

 ꞏ older adults;

 ꞏ women, men and gender diverse persons;

 ꞏ persons belonging to the L G B T I Q + community;

 ꞏ persons with disabilities;

 ꞏ migrants and refugees;

 ꞏ persons from minoritized racial and ethnic groups;

 ꞏ Indigenous Peoples; and

 ꞏ persons who are houseless or with unstable housing.

Note, W H O’s Guidance on policy and strategic actions to protect and promote mental health and well-being across 
government sectors (64) also includes considerations for the groups highlighted above, as well as some 
additional groups (for example, people in prison or going through the criminal justice system, military 
personnel and veterans, among others).

The policy guidance builds on the resources, guidance, and tools developed under the W H O QualityRights 
initiative, aiming to promote a person-centred, recovery-oriented, and rights-based approach to mental health 
(see Box 5). These complementary resources provide detailed guidance and capacity building, from promoting 
change in attitudes and practices at the ground level to service-level improvements and broader legal reforms.

Box 5. QualityRights materials and tools

W H O QualityRights e-training on mental health, W H O Academy
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training; 
https://whoacademy.org/ (49)

QualityRights materials for training, guidance and transformation
https://www.who.int/publications/i/item/who-qualityrights-guidance-and-training-tools (29)

Guidance and technical packages on community mental health services
https://www.who.int/publications/i/item/guidance-and-technical-packages-on-community-mental-health-services (30)

Mental health, human rights and legislation: guidance and practice.
https://www.who.int/publications/i/item/9789240080737 (31)
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Scope

W H O promotes integrated, comprehensive care for people facing diverse health issues. This Guidance focuses 
on mental health and supports policy reforms that protect the rights of everyone who interacts with mental 
health systems and services, regardless of their condition, diagnosis, psychosocial disability status, or how they 
may identify themselves. It includes individuals with mental health conditions, psychosocial disabilities, and 
those experiencing temporary or ongoing distress or crises. People with intellectual or cognitive disabilities, 
neurological conditions, or who use alcohol and other psychoactive substances are also included to the extent 
that they use mental health services and face related issues alongside their other conditions.

In many countries, mental health, neurological, and alcohol and other psychoactive substance use services are 
integrated at the point of care. While this Guidance references people with the above conditions — as well as 
suicide prevention and psychosocial support in humanitarian contexts — detailed guidance on these areas is 
beyond its scope. For further information sources, see Box 6.

Box 6. Sources of guidance on mental health topics beyond this document’s remit

Suicide

 ꞏ National suicide prevention strategies: progress, examples and indicators  
https://iris.who.int/handle/10665/279765 (67)

 ꞏ LIVE LIFE: an implementation guide for suicide prevention in countries 
https://iris.who.int/handle/10665/341726 (68)

 ꞏ Preventing suicide: a community engagement toolkit 
https://iris.who.int/handle/10665/272860 (69)

Cognitive and intellectual disabilities and neurological conditions

 ꞏ Global action plan on the public health response to dementia 2017–2025  
https://iris.who.int/handle/10665/259615 (70)

 ꞏ Intersectoral global action plan on epilepsy and other neurological disorders 2022–2031 
https://iris.who.int/handle/10665/371495 (71)

 ꞏ Intersectoral global action plan on epilepsy and other neurological disorders 2022–2031: 
implementation toolkit https://www.who.int/publications/i/item/9789240096356 (71)

 ꞏ Global report on children with developmental disabilities: from the margins to the mainstream. 
https://iris.who.int/handle/10665/372864 (72)

 ꞏ Towards a dementia plan: a W H O guide https://iris.who.int/handle/10665/272642 (73)

2.3
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Alcohol and other psychoactive substance use

 ꞏ Strategies to reduce the harmful use of alcohol https://iris.who.int/handle/10665/2354 (74)

 ꞏ Global alcohol action plan 2022–2030  
https://iris.who.int/bitstream/handle/10665/376939/9789240090101-eng.pdf?sequence=1 (75)

 ꞏ The SAFER technical package: five areas of intervention at national and subnational levels 
https://iris.who.int/handle/10665/330053 (76)

 ꞏ International standards for the treatment of drug use disorders 
https://www.who.int/publications/i/item/international-standards-for-the-treatment-of-drug-use-disorders (77)

 ꞏ International standards for drug use prevention. Second edition, 2018  
https://www.who.int/publications/i/item/international-standards-for-drug-use-prevention-second-
edition-2018 (78)

 ꞏ Community management of opioid overdose https://iris.who.int/handle/10665/137462 (79)

 ꞏ Guidelines for the psychosocially assisted pharmacological treatment of opioid dependence  
https://www.who.int/publications/i/item/9789241547543 (80)

Humanitarian emergencies

 ꞏ IASC guidelines on mental health and psychosocial support in emergency settings, 2007  
https://interagencystandingcommittee.org/mental-health-and-psychosocial-support-emergency-
settings-0/documents-public/iasc-guidelines-mental (81)

 ꞏ The mental health and psychosocial support minimum services package (M H P S S M S P)  
https://www.mhpssmsp.org/sites/default/files/2021-10/MHPSS%20MSP%20Field%20Test%20
Version_1.pdf (82)

 ꞏ Handbook of mental health and psychosocial support coordination  
https://interagencystandingcommittee.org/iasc-reference-group-mental-health-and-psychosocial-
support-emergency-settings/iasc-handbook-mental-health-and-psychosocial-support-coordination (83)

Social and structural determinants of mental health across sectors

 ꞏ W H O world report on the social determinants of health equity (forthcoming)

 ꞏ Guidance on policy directives and strategic actions to promote and protect mental health and  
well-being across government sectors (forthcoming) available via  
https://www.who.int/activities/promoting-rights-based-policy-and-law-for-mental-health (64)
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Development

W H O developed this Guidance between February 2022 and December 2024 through an iterative, collaborative 
process. This involved literature reviews, analysis of international human rights frameworks, mental health 
materials, and national policies and strategic action plans. Multiple rounds of consultative meetings were held 
with policy-makers, U N experts, people with lived experience, mental health practitioners, academics, and civil 
society representatives, including O P Ds. In July and August 2024, W H O issued a call for written feedback on the 
complete draft to a broad network of international experts, government officials, and civil society organizations. 
This feedback formed the basis for finalizing the Guidance.

External contributors and reviewers submitted to W H O a declaration of interest disclosing potential conflicts of 
interest that might affect, or might reasonably be perceived to affect, their objectivity and independence in 
relation to the subject matter of the guidance. W H O reviewed each of the declarations and concluded that none 
could give rise to a potential or reasonably perceived conflict of interest.

A note on language

Language is not neutral, and it evolves over time. Terms like mental illness, mental disorders, mental health 
problems, and mental health conditions are commonly used to describe mental and emotional experiences. 
While some people identify with medical terminology, others may find certain terms stigmatizing or reject the 
medicalization of distress, trauma or diversity. They may prefer terms like persons with lived experience, consumers, 
service users, or psychiatric survivors. Individuals must be able to decide on the vocabulary, expressions and 
descriptions of their own experience, situation, or distress and policy-makers and public officials should engage 
meaningfully with target populations to determine appropriate language for each context during reform efforts.

This Guidance uses the terms: persons with psychosocial disabilities, persons with mental health conditions, 
people with lived experience, and people using mental health services.

While individuals may choose specific terms to self-identify, human rights apply to everyone, everywhere. Above 
all, a mental health diagnosis or disability status should never define a person; every individual has their own 
social context, personality, autonomy, dreams, goals, aspirations, and relationships.

2.4

2.5
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How to apply  
this guidance

Content of this guidance

The Guidance comprises five different modules

Module 1. Introduction, purpose and use of the guidance (this document) introduces key considerations in 
mental health policy, addressing challenges and the pressing need for policy reform to tackle the social and 
structural determinants that impact mental health. It emphasizes alignment with the international human rights 
framework, highlighting essential factors and suggesting new directions to promote equitable and rights-based 
mental health support.

Module 2. Key policy areas, directives, strategies, and actions for mental health policy and strategic 
action plans details five key policy areas for reform, starting each discussion with an overview of key challenges 
and providing a menu of policy directives, strategies for achieving them, and potential actions for implementation. 
At the end of each policy area, the guidance highlights issues requiring special considerations for diverse groups 
who may require specific support and attention due to unique characteristics, life circumstances, or unmet needs.

Countries are encouraged to prioritize, select and adapt these directives, strategies, and actions according to 
country specific contexts, while keeping an emphasis on human rights.

Module 3. Process for developing, implementing, and evaluating mental health policy and strategic 
action plans proposes an inclusive, country-led process that prioritizes and tailors policy options and strategic 
planning to national contexts. It also includes checklists for the key components of policy and strategic action 
plans and the process used to develop them. Countries can use these checklists to guide, assess, and evaluate 
their mental health policies, ensuring these are person-centred, recovery-oriented, and rights-based.

Module 4. Country case scenarios presents three examples that highlight varied approaches to mental health 
policy reform, including the selection and adaptation of directives, strategies, and actions to suit specific local contexts.

Module 5. Comprehensive directory of policy areas, directives, strategies and actions for mental health 
helps stakeholders to quickly visualize, access and navigate to material detailed in Module 2. This document can 
be used to facilitate discussions around policy reform and planning with staff and key stakeholder groups. Its 
summary approach can help policy-makers to quickly assess key elements that may be already present, missing 
or need strengthening in their mental health system or policies.

3.1

3
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How to use this guidance

Stakeholders can use this guidance in various ways, depending on their role and mandate.

Table 1 breaks down these uses into themes and sub-themes, setting out how policy-makers and planners can 
apply the Guidance. However, the listed uses are not exhaustive, nor necessarily exclusive to the suggested 
groups. Therefore, Table 2 provides a similar summary, outlining how all stakeholder groups (see Box 3), including 
policy-makers, can use the guidance.

Table 1. How policy-makers, and planners might use the Guidance

Theme Sub-theme Potential uses

Systematic 
approach to mental 
health policy 
development

Relevant modules:
Module 2
Module 3
Module 4

Review of mental 
health systems and 
policies against 
human rights 
obligations and the 
current evidence 
base in order to 
realign as needed

• Guide the assessment and review of mental health 
systems and related policies to identify gaps and 
strengths based on identified needs, evidence, and 
rights-based approaches.

• Provide a standardized framework and language that 
enables policy-makers and implementers (such as civil 
service, health authorities) to align and coordinate 
their efforts effectively and cohesively.

• Ground mental health policy and strategic action plan 
development in evidence and ensure compliance with 
international human rights standards.

Tailored policy  
and action plans  
to unique contexts 
and diverse groups

• Tailor policy directives, strategies, and actions to each 
country's unique context, culture, and levels of income 
and development, while maintaining a focus on 
evidence and rights.

• Formulate tailored policies or action plans to meet the 
unique needs of diverse groups (for example, children, 
older adults, refugees) by using the Special considerations 
for diverse groups section alongside the main guidance.

Inclusive reform • Mainstream the needs of marginalized groups in the 
planning, development, implementation, and 
evaluation of policy processes.

• Support mental health reform through an inclusive 
process, to promote consensus building and ensure 
that various organizations and groups collaborate 
toward common goals in mental health policy reform.

3.2
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Theme Sub-theme Potential uses

Operationalizing 
mental health 
policies

Relevant Modules:
Module 1
Module 2
Module 3  
plus checklist
Module 4

Funding and 
resources

• Make the case for policy reform including increased 
investment and commitment.

• Explore various funding options for reform efforts, 
including reallocating budgets from traditional 
services to community-based, rights-based services.

• Assist policy-makers, planners, and service providers 
in thinking more concretely about the budget and 
workforce changes needed to implement new and 
improved services in line with this guidance.

Accountability 
frameworks and 
lived experience 
engagement

• Develop a robust accountability framework in mental 
health with measurable indicators to assess policy 
implementation and outcomes, including clear targets 
and indicators.

• Ensure that people with lived experience and their 
representative organizations are meaningfully involved 
in developing, implementing, monitoring, and 
evaluating policies.

• Measure how well policies and strategic action plans 
uphold the rights in international human rights 
standards, including the C R P D.
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Table 2. How all stakeholder groups, including policy-makers, can use the Guidance

Theme Sub-theme Potential uses

Collaborative 
dialogue

Relevant modules:
Module 1
Module 2
Module 5 

Stakeholder 
engagement

• Establish a platform to stimulate dialogue among and 
within all stakeholder groups on deficits, strengths, and 
areas for improvement in current policy and practice.

Lived experience in 
decision-making

• Guide strategies and actions to meaningfully include 
persons with lived experience in decision-making 
structures, ensuring they are central to decisions 
related to mental health policy.

Building  
stakeholder  
capacity

Relevant modules:
Module 2
Module 3 
plus checklist

Capacity 
development

• Build the capacity of all staff, stakeholders, and 
government advisers involved in developing and 
implementing mental health policies and strategic 
action plans.

• Strengthen the capacity of all stakeholder groups to 
better understand rights- and evidence-based policy-
making options, as well as the processes involved in 
developing, monitoring, and implementing policy and 
strategic action plans. Enhanced capacity can facilitate 
constructive policy dialogue and provide support to 
government policy-makers.

Fostering innovation 
and systems change

Relevant modules:
Module 1
Module 2

Innovation in 
practices around 
mental health

• Reflect on the guidance to promote innovations in 
thinking and practice at all levels, including services, 
capacity building, education system reform, and 
inter-sectoral collaboration.

• Encourage the practical design and implementation of 
person-centred, recovery-oriented, and rights-based 
approaches in services, human resource development, 
treatment, and governance.

Implementation of 
organization-wide 
and service 
reforms

• Provide a platform for a range of stakeholder groups to 
implement service and organizational-wide reforms 
aligned with this Guidance.
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Theme Sub-theme Potential uses

Reflective practices 
for quality 
improvement

Relevant modules:
Module 2

Assessing and 
improving 
practices

• Provide opportunities for stakeholders to reflect  
on clinical, professional, service, or organizational 
practices and assess their alignment with person-
centred, rights-based, recovery-oriented approaches.

• Encourage constructive critiques to identify 
opportunities for quality improvement and enhanced 
person-centred, rights- and recovery-oriented support.

Good practices • Identify good practices where clinical, professional, 
service, or organizational teams are excelling and leading 
the field, with the goal of sharing these practices with 
others and scaling them up for broader implementation.

Advocacy for  
policy reform  
and awareness

Relevant modules:
Module 2

Information  
and arguments 
for advocacy

• Raise awareness of the Guidance among stakeholder 
groups, including marginalized groups, through webinars, 
in-person discussions, mailing lists, and social networks.

• Present the case for specific policy reforms, including the 
funding and expansion of evidence- and rights-based 
policies, interventions, and approaches, to donors and 
key decision-makers.

Focus on diverse 
marginalized 
groups

• Advocate for including all marginalized groups in 
policy-making processes.

• Identify reform areas that are required for specific 
marginalized groups and advocate for their 
implementation, for example, deinstitutionalization.
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