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WHO QualityRights: transforming mental health services
A movement to profoundly transform the way mental 
health care is delivered and to change attitudes towards 
people with psychosocial, intellectual, and cognitive 
disabilities is gaining momentum globally.

The Convention on the Rights of Persons with 
Disabilities (CRPD), which came into effect in 2008, 
clearly shows that changing attitudes towards—and 
practices—in mental health care is not only a necessity, 
but also an obligation under international human rights 
law. The vision and principles expressed in the CRPD 
have spread across the UN system. For instance, key 
principles of the CRPD were integrated into the WHO 
comprehensive mental health action plan of 2013–20.1 
In July, 2016, a resolution2 led by Portugal and Brazil was 
adopted by the human rights council, calling on states 
and other UN agencies to take steps towards ending 
the “widespread discrimination, stigma, prejudice, 
violence, social exclusion and segregation, unlawful 
or arbitrary institutionalization, overmedication and 
treatment practices [seen in the field of mental health] 
that fail to respect…autonomy, will and preferences”. As 
mandated by this resolution, the High Commissioner 
for human rights subsequently issued a report3 on 
mental health and human rights in January, 2017. This 
report3 recommended ending violations against people 
with psychosocial disabilities and people using mental 
health services, and included recommendations related 
to capacity building and technical support. Separate to 
this, the UN Special Rapporteur on the right to health 
also issued a landmark report4 in May, 2017, on the right 
to mental health, which denounced abuses and harmful 
practices in psychiatry and pressed for a “paradigm 
shift” in the field. In his report, the special rapporteur 
also noted that we are at a “juncture in history” in which 
“the current momentum and opportunity to advance 
are unique”.4 A key recommendation of the report was 
for countries to seek technical assistance from the WHO 
QualityRights initiative.

The QualityRights initiative5 is WHO’s response to 
the challenges that are documented so well in these 
reports. Through this global initiative, WHO is working 
to improve the quality of care provided by mental health 
services and promote the human rights of people with 
psychosocial, intellectual, and cognitive disabilities. The 
initiative offers a new approach to mental health care 

that is rights based and recovery oriented. Freedom 
from coercive interventions, respect for the right to 
legal capacity, and promotion of autonomy, choice, 
community inclusion and recovery are at the core of 
the initiative. The five main objectives of the initiative 
are to increase capacity to understand and promote 
human rights, recovery, and independent living in the 
community; create community-based and recovery-
oriented services that respect and promote human 
rights; improve the quality of care and human rights 
conditions in mental health and related services; 
develop a civil society movement to influence policy 
making and advocate for the integration of a human 
rights approach in mental health; and reform national 
policies and legislations in line with the CRPD and other 
international human rights standards.

One of the most recent developments of the 
QualityRights initiative has been the publication of a set of 
15 training and guidance modules.6 These modules help 
to build capacity among multiple stakeholders to change 
attitudes and practices in services and the community, 
and to create new services—including peer support—
and strengthen civil society and advocacy efforts. These 
training modules have been developed in collaboration 
with more than 100 national and international 
actors including: disabled people’s organisations; 
non-governmental organisations; people with lived 
experience; family, care partners, and professionals 
working in mental health or related areas; human rights 
activists; lawyers; and others.

To support the transformation of mental health 
services, WHO QualityRights is currently developing a 
best practice guide. This guide will identify, describe 
and provide evaluation data for good, promising, 
and emerging community-based mental health and 
related support and services that are responsive to 
people’s needs, promote recovery, and are in line 
with international human rights standards. It will 
highlight services that operate without coercion, 
promote respect for the right to legal capacity, involve 
individuals with lived experience in the framing, 
delivery, and monitoring of the service, enable 
community inclusion, and support recovery. Showing 
that these types of services exist and are effective is 
key to inspiring policy makers and other key actors to 



(mental)	health

Health	is	the	ability to adapt and self-manage,	in	
light	of	the	physical,	emotional and social
challenges of	life.”	Huber,	2011

Mental health	is	defined as	a	state	of	well-being in	
which every individual realizes his	or	her	own
potential,	can cope with the	normal stresses of	life,	
can work productively and fruitfully,	and is	able to
make	a	contribution to her	or	his	community.
WHO,	2014



Statement	EFPC	2006

Position paper	on	mental health
• On	the	one	hand	more	recognition	of	mental	
health	problems	and	on	the	other	hand	be	
ware	of	medicalization	of	mental	issues.

• Prevention,	care	and	cure	of	mental	health	
problems	should	be	combined	in	one	service.

• Strengthen	primary	care	mental	health	
services,	deinstitutionalize	mental	healthcare	
and	take	care	of	social	inclusion.



Statement	EFPC	2006

Conditions for change
üAppropriate	legislation
üFlexible	financial	system
üInvestment	in	training	en	education
üSupport	for	organisations	representing	
patients	and	informal	carers



Statement	EFPC	2006

Unsolved	matters
• What	to	do	with	difficult	to	reach	and	
marginalized	people	with	mental	issues?

• How do	we	reduce	stigma	and	social	isolation?
• More	research	on	help	seeking	behaviour.
• Improve	detection	and	diagnosis	mental	health	
problems.

• Equal	distribution	of	psychiatric	services.



World	Health	Organisation

In	many	countries,	the	limited	mental	health	and	
social	care	available	is	based	on	a	narrow	
biomedical	model	and	institutionalization.	



2012	WHO	Mental Health	Action	plan

Cross	Cutting	principles	and	
approaches

1. Universal	Health	
Coverage

2. Human	Rights
3. Evidence	Based	Practice
4. Life	Course	Approach	
5. Multisectoral	Approach
6. Empowerment	People	

with	Mental	Ill	Health	



2012	WHO	Mental Health	Action	plan
• Objectives
1. To strengthen effective leadership and governance for

mental health

2. To provide comprehensive,	integrated and
responsive mental health	and social care	services	
in	community	–based settings

3. To implement strategies for promotion	and prevention	in	
mental health

4. To stengthen information	systems,	evidence and research	
for mental health



WHO	action	plan	adapted 2013	



2016	EU:	European	Joint	Action	



2016	EU:	European	Joint	Action	



2017	United	Nations	



World	needs	“Revolution”	in	mental	
health	care

United	Nations	Report	on	Mental	
Health

• A	Revolution	that	includes	mental	health	services	
integrated	into	primary	and	general	health	care,	
which	support	early	identification	and	intervention,	
with	services	designed	to	support	a	diverse	
community.

Report	of	the	Special	Rapporteur	on	the	right	of	everyone	to	the	enjoyment	of	
the	highest	attainable	standard	of	physical	and	mental	health	(June	2017)	
Available	at	http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21



2017	United	Nations	

• “We	need little short	of	a	revolution in	mental
health	care	to end	decades	of	neglect,	abuse and
violence,”	Mr.	Pūras said after presenting his	
latest report to the UN	Human	Rights Council	in	
Geneva.

• “Mental health	is	grossly neglected within health	
systems	around the world. Where mental health	
systems	exist,	they are	segregated from other
healthcare and based on	outdated practices that
violate human	rights.



2017	United	Nations	

• “I	am calling on	States to move	away from
traditional	practices and thinking,	and enable a	
long	overdue shift	to a	rights-based approach.	
The	status	quo	is	simply unacceptable.”

• He	added:	“Mental health	policies and services	
are	in	crisis	- not a	crisis	of	chemical imbalances,	
but	of	power	imbalances.	We	need bold political
commitments,	urgent	policy	responses	and
immediate remedial	action.”



2017	United	Nations	

• “New	ways of	thinking	need to permeate the public	sector,	and
mental health	must	be integrated into the whole of	public	
policy. We	need bold action	from within the corridors	of	power,	
specifically from within the psychiatric profession and its
leadership,”	the expert	said.

• “Paternalistic and excessively medicalized concepts must	give way	
to participatory,	psychosocial care	and support	in	the community.	

• Cost-effective and inclusive options	with successful outcomes do	
exist and are	being used around the world today - they just need to
be scaled up	and maintained.”



The	EFPC	working	group	summary

• Gothenburg	2012,	
• Istanbul	2013
• Barcelona	2014
• Lille	2015	
• Amsterdam	2015
• Riga	2016	
• Porto	2017

• A	need	to	work	together	
across	borders	to	turn	the	
WHO	and	United	Nations	
rhetoric	into	reality	across	
Europe.

• We	need	a	REVOLUTION	
in	traditional	care,	
research	and	delivery,	
focusing	on	what	matters,	
the	person.



Mental health	statement	2018?



Mental healthcare system	UK



Assertive	outreach	in	the	UK

• NHS	plan	1999
• National	Service	Framework	2001
• Assertive	outreach	teams,	small	Multi-
disciplinary	teams,	consultant	led	offering	
individualised	care

• Review	of	Mental	Health	Act	2007	managed	
community	treatment	orders

• Current	move	to	flexible	assertive	community	
treatment	



Current	situation
• Patients	with	complex	

needs	experiencing	
scaling	down	of	services

• Default	are	community	
mental	health	teams	with	
extended	role	and	limited	
resources	– Edwards	et	al.	
2016

• Assertive	outreach	
reduced	bed	days	over	10	
year	period	72	to	44	per	
year.Sood,Owen 2014

• Recent	research	shows	
impact	of	reducing	
assertive	outreach	teams	
is	clinically	effective	and	
equally	acceptable	to	
patients	Firn	et	al.	2017

• Kings	Fund	shows	trend	
of	more	use	of		136	suites	
by	the	police	.

• Same	demand	on	beds
• More	use	of	specialist	out	

of	area	beds



Mental healthcare system	Belgium



Mental healthcare system	Belgium



Mental healthcare system	Belgium



From Lorant 2016	

Mental healthcare system	Belgium



• Published last	week	

Mental healthcare system	Belgium



• Published last	week	

Mental healthcare system	Belgium

DE	Standaard	19/9/2017	

De	wachttijden	bij	de	Vlaamse	Centra	voor	Geestelijke	
Gezondheidszorg	lopen	op.	Jongeren moeten	gemiddeld	60	
dagen	wachten	op	een	afspraak.	
Jongeren	moeten	maanden	wachten	op	psychische	hulp	



Dutch	mental healthcare system

John,	56	years	old,	bus	driver,	divorced	and	
recently	fired.	Feeling	tired,	depressed,	sleeping	
problems	and	a	lot	of	medically	unexplained	
symptoms.
Everyone	is	obliged	to	have	
a	health	insurance,	
basic	insurance	costs	
€	1.250,00	per	year.



Dutch	mental healthcare system
Mild	problems
General	Practitioner	and	Advanced	Nurse	Practitioner
FREELY	ACCESSIBLE

Mild	to	Moderate	problems
Primary	Care	psychologists
REFERRAL	GP	NEEDED €	385,00	

Severe	problems
Secondary	specialized	care	
REFERRAL	GP	NEEDED €	385,00



Dutch	mental healthcare system
Issues	in	mental	health	care
• High	quality	of	care
• Financial	benefits	of	medicalization,	desire	for	
normalization

• Stepped	care	in	stead	of	matched	care
• Turnover	limits,	therefor	long	waiting	lists
• High	administration	costs
• Short	on	psychiatrists	and	clinical	psychologists
• Focus	on	healthcare	outcomes
• Who	wants	the	incurables?



Dutch	mental health	care	18-

Eliza,	12	years	old,	diagnosed	with	autism	
spectrum	disorder.	Problems	at	school,	drop-
out,	bullied	at	school,	aggression	at	home.	
Parents	are	divorced.	

All	health	care	18- is	free,	
paid	by	the	local	municipality
/	Youth	regions.



Dutch	mental health	care	18-

Mild	problems
General	Practitioner,	Advanced	Nurse	Practitioner,	social	
care	services FREELY	ACCESSIBLE

Mild	to	Moderate	problems
Primary	Care	psychologists
REFERRAL	GP	NEEDED €	0,00

Severe	problems
Secondary	specialized	care	
REFERRAL	GP	NEEDED €	0,00



Dutch	mental health	care	18-

Issues	in	mental	health	care
• Different	region,	different	rules
• high	administration	costs
• turnover	limits,	in	April	already	out	of	money
• cooperation	per	region,	growing	co-creation
• desire	for	normalization,	stimulating	help	from	
social	healthcare	teams

• constant	change,	much	uncertainty
• short	on	psychiatrists	and	clinical	psychologists
• Innovation &	Cowboys



Our	Question

- If	you	had	the	power	what	would	you	do	to	
ensure	your	local	mental	health	system	was	fit	
to	look	after	you	or	your	family?



A	new	position Paper

• Statements	of	2006
– On	the	one	hand	more	recognition	of	mental	
health	problems	and	on	the	other	hand	be	ware	
of	medicalization	of	mental	issues.

– Prevention,	care	and	cure	of	mental	health	
problems	should	be	combined	in	one	service.

– Strengthen	primary	care	mental	health	services,	
deinstitutionalize	mental	healthcare	and	take	care	
of	social	inclusion.

Position Paper	2018	



Recommendations

• Better	research	should	be	done	
on	the	links	between	biological,	
psychological,	sociological	and	
existential	properties	with	the	
people	having	mental	problems.

• Mental	and	physical	health	care	
needs	to	be	integrated	– without	
a	head	there	is	no	heart.

• Focus	on	what	the	patient	needs	
to	recover	.	This	includes	
clinical	recovery,	functional	
recovery,	physical	recovery,	
social	recovery	and	existential	
recovery.	

• Move	away	from	protocol	
and/or	standard	care	based	on	
disease	orientated	professionals	
guidelines	and	recognise	the	
uniqueness	of	every	individual,	
the	very	basis	of	good	primary	
care.	



A	new	position Paper

– Definition	of	Health:	able to adapt (Huber	2011)

– Community	Based
• WHO,	Thornicroft 2016,	Delespaul 2016

– Continuity of	care

Position Paper	2018	



A	new	position Paper

– Integration
• Healthcare	and social care

• Primary and secondary care

• Mental health	as	a	public	health	problem

• Somatic and mental health	care	due to very important	
interaction

• Work,	living,	relation

Position Paper	2018	



A	new	position Paper

– Ethical (A.	Papanikitis 2017)

– Self care
• E	mental health

– Education
• Populationà resilinece and self helping skills
• Health	Care	professionals

Position Paper	2018	



A	new	position Paper

– Comorbidity
• Within psychiatric problems (cave categorial diagnoses)

• Prevent triage	by exclusion

• Somatic see Barnes	2014	

Position Paper	2018	



A	new	position Paper

– Accessible
• Financial

• Organisational

• Accesible Health	care	professionals

• Care	for the carer

Position Paper	2018	



A	new	position Paper

–Measures of	Outcome

–Measures of	Quality

Position Paper	2018	



A	new	position Paper

Attention	for vulnerable groups
- children (M	Blair	2017	,	London)	
- adolescents
- prisoners
- homeless

Position Paper	2018	



A	new	position Paper

- Patient involvment
- Empowerment
- Patient literacy
- Shared	decision making	
- Patient centeredness

Position Paper	2018	



A	new	position Paper

- Process
- Providing	text
- Discussing with experts	

- EFPC
- Wonca Europe	
- To be added

- Redraft II	
- Proposal and discussion EFPC	meeting	2018	Crete
- Redraft III
- Publication

Position Paper	2018	


