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Abstract 

This paper proposes a set of nine critical elements underpinned by human rights principles to support 

individuals experiencing a serious crisis related to mental health problems or psychosocial disabilities. 

These elements are distilled from a range of viable alternatives to traditional community mental health 

approaches and are linked to a normative human rights framework. We argue that crisis response is one 

of the areas of mental health care where there is a heightened risk that the rights of service recipients may 

be infringed. We further make the case that the nine critical elements found in advanced mental health 

care models should be used as building blocks for designing services and systems that promote effective 

rights-based care and supports. 
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Introduction

Over the last two decades, the United Nations and 
other organizations have released a number of 
groundbreaking reports documenting widespread, 
systemic human rights abuses within mental health 
systems worldwide.1 Overall, these documents 
emphasize the need to seek better health and so-
cial outcomes through sustainable means, using a 
human rights-based approach in keeping with the 
2006 United Nations Convention on the Rights 
of Persons with Disabilities (CRPD) and the right 
to health framework. These normative standards, 
along with persistent calls by service users and 
advocates, have brought attention to the rights of 
persons with psychosocial disabilities, particularly 
the right to freedom from coercion in mental health 
services. They provide the impetus to find suitable 
practices to transform and modernize mental 
health care in communities everywhere.

However, the form and substance of rights-
based interventions through which mental 
health service providers, family members, and 
other engaged citizens might offer support, with-
out resorting to coercive and dehumanizing 
interventions, remain unclear. While promising 
non-coercive interventions for persons experienc-
ing serious emotional crises have been piloted in 
several countries, usually as alternatives to involun-
tary hospitalization, better evaluation and research 
is needed to increase their potential for widespread 
implementation.2 And although recent publications 
argue for such rights-based approaches, how to 
operationalize this evolving framework has yet to 
be described.3 

The present paper fills this important gap by 
identifying a set of elements that are likely critical 
to rights-based support for individuals experienc-
ing serious emotional crises, whether or not they 
use mental health services. The aim of this paper is 
to help ensure that a rights-based approach to crisis 
response becomes a distinct and crucial operation-
al component of mental health care. Crisis response 
is a human rights flashpoint where coercive struc-
tures and practices dominate and the human rights 
threat to individuals is consistently manifest. 

The critical elements presented in this paper 

are grounded in the rights-based approach and 
the right to health. Specifically, they correspond 
to principles underlying the key normative frame-
works enshrined in the CRPD and to the principle of 
the right to the enjoyment of the highest attainable 
standard of mental and physical health, which are 
incorporated into article 12(1) of the International 
Covenant on Economic, Social and Cultural Rights 
(ICESCR).4 We follow the 1946 Constitution of the 
World Health Organization in defining health as 
“a state of complete physical, mental and social 
well-being and not merely the absence of disease or 
infirmity.”5

A quest for rights-based mental health 
systems

Practices with the potential to transform or re-
place community-based mental health care have 
been in existence, and many shown to be effective, 
since the advent of modern community psychiatry 
in the mid-1960s. Some, such as the Italian and 
Brazilian experiences, involve large-scale mental 
health reforms driven by deinstitutionalization and 
the development of sectorized community mental 
health services.6 However, they also include high-
ly innovative, small-scale efforts that have eluded 
larger systems.7 These have been spearheaded by 
former patients or by visionary psychiatrists; many 
focus on people experiencing psychosis.8 Most 
began as alternatives to coercive treatment and en-
hance personal liberties. Although these initiatives 
preceded the contemporary human and disability 
rights discourse by years, they contain critical ele-
ments which align with these rights. 

A first type of innovation, beginning in the 
1970s, involves small, community-based sup-
port structures. For example, the Soteria model 
provides a safe community home, largely non-pro-
fessional staffing, and minimal medication use as 
a substantive, non-coercive alternative to acute 
hospitalization for people experiencing early psy-
chosis.9 Consumer/survivor/ex-patient groups have 
established other alternatives to mainstream mental 
health services for people in crisis.10 The strongest 
outgrowth—peer-run respite facilities—provides 
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peer support and non-coercive safe spaces where 
individuals in crisis can stay for varying periods 
of time.11 Some such solidly established initiatives 
include the Berlin Runaway House (Germany), the 
Bapu Trust (India), and Western Massachusetts 
Recovery Learning Community (United States). 

A later crisis response paradigm is embodied 
in the now widespread Open Dialogue model, creat-
ed in Finland in the 1980s. Instead of an alternative 
residential setting, Open Dialogue uses systemic 
network approaches to support individuals in crisis 
in their homes and communities.12 Structured con-
versations between a treatment team, the person in 
crisis, and members of her social network give equal 
weight to all viewpoints on the crisis, even those 
that would elsewhere be dismissed as “psychotic.” 
By engaging persons in crisis with their network 
members, Open Dialogue attempts to transform 
the experience of “psychosis” and to destigmatize 
and empower the person in crisis.13

Alternative and “radical” models often show 
better social and clinical outcomes than “standard 
care”; others, according to Piers Gooding et al., 
may contribute to lowering coercive hospitaliza-
tion.14 Yet they have failed to spur rights-based, 
voluntary mental health systems. Instead, invol-
untary hospitalization, mandatory community 
treatment, and other coercive measures have risen 
significantly in Europe and North America, despite 
consistently poor outcomes.15 Meanwhile, in the 
Global South, where mental health care is either 
lacking or depends almost exclusively on hospital-
ization, powerful global health actors working to 
close the “treatment gap” promote interventions 
focused primarily on medication use, rather than 
strategies to reduce coercion and safeguard human 
rights.16 While advocates critique these neoliberal 
development strategies, global health proponents 
argue that only evidence-based practices merit rep-
lication.17 This criterion excludes many rights-based 
alternatives which are difficult to test through 
traditional experimental designs. Yet usual crisis 
responses (such as police intervention and involun-
tary hospitalization) are taken for granted without 
being submitted to the same research standard. 

This contradictory situation calls for a wide 

range of localized innovations that adhere to hu-
man rights law while offering workable alternatives 
to the dominant mental health system.

This paper contributes critical elements as 
guideposts for such efforts. Rather than propos-
ing one paradigm, a competing technology, or 
total system reform at once, it offers rights-based 
building blocks that, when endorsed by local stake-
holders, can contribute to system reconfiguration 
of responses to serious mental health crises. 

Methodology: Linking abstract principles 
and practical responses

To identify critical elements of a rights-based ap-
proach to crisis response, we modified Paul Hunt’s 
three-step process for developing a normative 
framework of human rights principles and values 
and translating them into practical elements.18 
Whereas Hunt’s model moves from the abstract 
to the practical, we chose to identify already ex-
isting practices and confirm their human rights 
underpinnings. 

First, we located the human rights laws and 
standards that should underpin elements of a rights-
based approach (normative framework). Second, 
we specified a core set of human rights principles 
and values expressed in this framework. Third, we 
identified elements of crisis response practices that 
research shows or that our clinical and advocacy 
practice suggests are anchored in human rights. 
Most research to date focuses on whether entire 
programs, but not specific components, contribute 
to avoiding hospitalization, and its results are most-
ly inconclusive. Most studies focus on avoidance of 
coercion as the outcome, but some studies examine 
the association of these practices with a subjective 
sense of empowerment.19 

The critical elements identified through clin-
ical and advocacy experience are described in the 
second part of the paper. Our practice employs 
experience-based phenomenological processes to 
discern what persons in crisis might experience 
as coercive—a dimension that conventional, pos-
itivist evidence-based research may not pick up.20 
Rather than relying on normative criteria based on 
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objective behavioral response, we focus on under-
standing the singular subjective processes involved 
in a situation of crisis. This approach better suits 
the perspective of human rights, especially if social, 
cultural, and individual differences are to be taken 
seriously. We selected those elements that seemed 
aligned with specific human rights principles in 
the normative framework. The result is a set of 
nine critical elements that can be operationalized, 
subjected to research, and embraced as components 
of rights-based approaches to mental health crises. 

Normative framework
There is no universal definition of a “rights-based 
approach to health” in general or specific to the 
mental health context.21 This paper takes a rights-
based approach to crisis response to include the 
full spectrum of civil, political, social, economic, 
and cultural rights: the rights of the child; the 
rights to privacy, life, participation, association, 
non-discrimination, equality, and family; and 
the prohibition of torture and cruel, inhuman, or 
degrading treatment or punishment. Health poli-
cies, strategies, and programs are to be guided by 
all these human rights standards and principles 
and should aim at empowering rights holders and 
strengthening the capacity of duty bearers. The 
proposed critical elements emanate from these core 
normative standards, but they importantly and ex-
plicitly foreground the right to the enjoyment of the 
highest attainable standard of physical and mental 
health (the right to health) and the specific rights 
enshrined by the ICESCR, adopted in 1966. 

The right to health is recognized in various 
international and regional human rights treaties 
and enshrined in the Constitution of the World 
Health Organization. All states have ratified one 
or more of these instruments. While the right to 
health includes both freedoms and entitlements 
and has been interpreted to encompass both health 
care and the underlying social and psychosocial 
determinants of mental and physical health, oper-
ationally it has been understood to possess unique 
elements essential for the effective implementation 
of a rights-based approach to crisis response.22 

According to Sofia Gruskin, Dina Bogecho, 

and Laura Ferguson, a minimal set of operational 
elements of the right to health includes availability, 
accessibility, acceptability, and quality (the AAAQ 
framework), as well as participation, transparency, 
and accountability.23 The AAAQ framework finds 
its legal basis in General Comment 14 of the Com-
mittee on Economic, Social and Cultural Rights 
and is a unique and essential feature of the right 
to health. How these operational elements of the 
right to health have been articulated over time 
both through the CRPD and through the work of 
authoritative sources, such as the Committee on 
the Rights of Persons with Disabilities and reports 
of the United Nations Special Rapporteurs on the 
right to health and on the rights of persons with 
disabilities, informs our proposed framework. 

The CRPD represents the highest standard of 
protection for the rights of persons with disabili-
ties. It calls for the full realization of all human 
rights and fundamental freedoms for all persons 
with disabilities (actual or perceived), and it out-
lines specific steps to be taken by state parties to 
ensure the full and equal enjoyment of these rights. 

Emphasizing the universality, indivisibility, 
and interdependence of human rights, the CRPD 
effectively contributes to a rights-based approach to 
crisis response by stressing the principle of non-dis-
crimination and the notion of support in the 
exercise of rights. Article 12 of the CRPD affirms the 
legal capacity of all persons with disabilities in all 
areas of life and acknowledges the role of supported 
decision-making in exercising legal capacity. Arti-
cle 14 of the CRPD clarifies that “the existence of a 
disability shall in no case justify a deprivation of 
liberty,” which the Committee on the Rights of Per-
sons with Disabilities and other bodies and experts 
have interpreted as an “absolute ban” to involuntary 
commitment to a mental health facility, including 
in crisis situations.24 Furthermore, as underscored 
by Catalina Devandas, article 25 of the convention 
reaffirms the right of all persons with disabilities to 
the enjoyment of the highest attainable standard of 
health without discrimination, including the right 
to free and informed consent.25 

In sum, under the CRPD framework, impair-
ments—whether actual or perceived, or temporary 
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or long standing—cannot be a legitimate ground 
for the denial or restriction of human rights, partic-
ularly in the context of crisis response, which often 
has been considered as exempted from those very 
safeguards. The support paradigm of the CRPD 
calls for non-coercive support responses within and 
outside the health sector.26 In doing so, the CRPD 
questions previous international and regional stan-
dards that allow for exceptional circumstances in 
which the rights of persons with psychosocial dis-
abilities could be restricted in the context of mental 
health provision.27 While some CRPD detractors 
claim that a ban on coercive practices may endan-
ger the right to health of persons with psychosocial 
disabilities, there is an increasing consensus that 
the CRPD represents an opportunity to realize a 
rights-based approach to mental health care.28

Key underlying principles 
The core set of human rights principles and values 
that underpin the critical elements spring from the 
need to mitigate the losses of rights described in the 
ICESCR and CRPD that can occur when individu-
als experiencing a mental health crisis interact with 
emergency services and other systems of care. To 
be diagnosed with a mental illness can be stigma-
tizing and can result in a loss of social capital for 
individuals within their communities. In many le-
gal contexts around the world, a diagnosis amounts 
to being labeled non compos mentis and means a 
loss of the enjoyment of a range of rights under 
international law. Once this occurs, substitute 
decision-making takes the place of self-determi-
nation. Emergency responders—police, medics, 
and others—are often empowered to apply force, 
to medicate without consent, to restrain, and to 
detain an individual for observation. In the worst 
such circumstances, individuals experiencing what 
appears to be a mental health crisis lose not only 
their rights but also their lives. Most survive the 
ordeal but, in many countries, they may be de-
tained indefinitely, ostensibly for the safety of the 
larger community and without the provision of ad-
equate care. In more progressive countries, where 
deinstitutionalization has advanced, substitute 

decision-making can remain in force for years, and 
legally mandated treatment with psychiatric medi-
cations as a condition for release from institutional 
detention or regaining other rights and freedoms is 
widespread and growing.29 

The key principles that guide the identifica-
tion of the critical elements for rights-based mental 
health care are selected here because they can 
eliminate substitute decision-making and promote 
self-determination for individuals within crisis 
response and systems of mental health support. 
Without these assurances, crisis situations, wheth-
er gradually or rapidly evolving, are likely to result 
in the immediate and sustained infringement of 
human rights. Crisis is defined but not limited to a 
broad range of experiences: sudden or frightening 
levels of agitation or turmoil; long-term withdraw-
al and isolation without attention to basic needs, 
physical health, or safety; suicidal intent; intense 
interpersonal animosity; expression of extreme 
fear or beliefs at odds with those of others; elevated 
mood or behavior; loss of awareness of surround-
ings; and struggling to plan and use foresight in 
their actions.

Participation and empowerment. Empowered 
participation has proved critical in improving care 
through preserving and bolstering the rights of 
persons with psychosocial disabilities in countries 
that have undergone deinstitutionalization, such 
as the United States, Italy, Portugal, and Brazil, 
to name some of the best-documented instances. 
In the United States, empowerment became the 
central organizing principle among the consum-
er/survivor/ex-patient movement that emerged 
from the era of deinstitutionalization and that 
has improved care for those with the most severe 
diagnoses, reducing inhumane practices and exces-
sive use of seclusion and restraint. Empowerment 
and inclusion are proposed by consumer/survivor 
groups as measures of mental well-being. In our 
view, empowerment establishes a virtuous cycle 
of increased freedoms and well-being for those 
who are diagnosed with mental illnesses. Ideally, 
all critical elements should either promote or not 
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restrict participation and empowerment. 

Equality and non-discrimination. Article 5 of 
the CRPD upholds a complex substantive model 
of equality that addresses structural and indirect 
discrimination, values different layers of identity, 
and acknowledges intersectional discrimination.30 
Consistent with this strong definition of non-dis-
crimination, the critical elements of mental health 
programs and systems should “recognize that all 
persons are equal …, prohibit all discrimination on 
the basis of disability …, and take all appropriate 
steps to ensure that reasonable accommodation is 
provided.” Persons with psychosocial disabilities 
must be supported in exercising rights and should 
not be restricted in their exercise.

Quality and diversity of care. If the quality of 
mental health care is deficient, then the right to 
mental health care is effectively curtailed. Consis-
tent with the principles of non-discrimination and 
equality, the critical elements should require that 
programs and systems of mental health care and 
psychosocial support be of high quality, be at least 
on par with quality standards for general health 
care, and demonstrate a record of, or hold reason-
able promise of, promoting improved well-being 
and recovery. The effectiveness of supports should 
be measurable in ways that are meaningful to the 
individuals receiving care, and supports should be 
provided within an organized and accountable net-
work. Because there is no singular recognized cure 
for any mental health problem, and because both 
personal and cultural diversity have strong and 
largely unpredictable effects on mental well-being, 
a multiplicity of options for care and models of care 
is essential. 

Social inclusion. Social exclusion often lies at the 
heart of mental health problems and crises and 
limits the achievability of empowerment while 
interfering with the basic human need for social 
connectedness. Therefore, the critical elements must 
not inhibit and, when applicable, should actively 
promote social inclusion for and destigmatization 
of individuals with psychosocial disabilities. 

Autonomy and dignity. The principle of auton-
omy means that individuals can make their own 
decisions about their lives, with adequate support 
if required, avoiding substitute decision-making. 
Respect for autonomy bolsters individuals’ rights 
to choose the types and elements of the care and 
support they receive and to make decisions about 
their lives as independently as possible. It must be 
accounted for within the critical elements of crisis 
response. Each person should be respected as an 
individual with the right to autonomy and with the 
inherent dignity of a free person with equal rights 
to all others. People with psychosocial disabilities 
have the right to make decisions that others feel are 
unwise or with which they disagree.

Critical rights-based elements for crisis 
response 

The critical elements of rights-based services for in-
dividuals in psychiatric crisis should be underpinned 
by the five key principles described above. Each of 
the following nine rights-based critical elements 
for response to mental health crisis incorporates up 
to five of these principles (Table 1). While no single 
critical element encompasses all five principles, a hu-
man rights-based crisis response integrating more 
than one element would likely translate all five into 
concrete practices. 

1. Communication and dialogue 
The reality or the belief that it is impossible to be 
heard and understood is often central to an individ-
ual’s mental health crisis. Connection to a trusted 
professional, friend, or “person with experience” 
can help resolve the immediate situation and avoid 
coercive consequences. Supportive communication 
underlies programs ranging from the widely dissem-
inated Friendship Bench, developed in Zimbabwe, to 
free-standing peer-support techniques.31 Dialogical 
encounters, the communication paradigm under-
lying Open Dialogue and other programs, foster 
unexpected viewpoints, contradictions, and change. 
Both paradigms may broaden social capital by 
reinforcing already available relationships or build-
ing new networks around the crisis. The range of 
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dialogical communication can extend from simple 
one-on-one exchanges to complex engagements in 
group-formats (“network meetings”).

Communication and structured dialogue 
correspond to three key rights principles. Both 
facilitate empowerment, autonomy, and social in-
clusion through listening, gauging the distressed 
person’s tolerance for others present, and involving 
him or her in deconstructing the situation of crisis. 
Social inclusion is preserved through acceptance 
of coexisting differences and conflicts, which in 
turn avoids a collapse of interpersonal relation-
ships. Interventions based on immediate, frequent, 
and sustained dialogue with people experiencing 
psychosis have been shown to have better clinical 
outcomes than usual treatment and to circumvent 
coercion and overmedication.32 

2. Presence (“being with”)
Alongside communication, presence—the idea of 
simply “being with”—responds to the basic human 
need for authentic human companionship, especial-
ly in crisis situations. As a result, it reinforces three 
rights principles: participation, social inclusion, and 
the autonomy and dignity of the person in crisis. 
The art of spending time with a person, without a 
predetermined objective, has been a key element in 
pioneering programs for persons experiencing acute 
psychosis (“altered states”), such as Windhorse, So-
teria, Diabasis, and Emanon.33 Time spent together 
may occur in a scheduled manner, such as during 
three-hour “basic attendance” sessions (Windhorse, 
a crisis support program based on contemplative 

principles) or 24–78 hour shifts (Soteria) or more 
spontaneously. Autonomy is preserved through 
continual renegotiation of the degree of physical 
closeness and active engagement in a space that pro-
tects the safety of the person in crisis. The mere fact 
of sharing space with someone in extreme distress 
communicates trust and has been shown to have a 
sustained calming effect.34 

3. Flexible location 
Ideally, mental health workers should encounter 
someone in extreme distress in flexible locations, 
especially wherever that person happens to be or 
to feel most comfortable. Equality, non-discrimi-
nation, and social inclusion are preserved through 
flexibility as opposed to transporting the person to 
a “special” or stigmatizing place (such as a psychi-
atric service or institution). Autonomy and dignity 
are assured if the person in crisis invites the worker 
into his or her home or “personal territory” on the 
street, or if his or her personal space is safeguarded 
in shared living spaces.35  

Mobility, outreach and home visits recogniz-
ing flexible location are key components of many 
community mental health services, including crisis 
intervention.36 Ethnographic research has shown 
that respecting or being welcomed into the spaces 
occupied by homeless persons in crisis can be con-
ducive to a better understanding and resolution of 
the situation.37

4. Safe spaces of respite
Persons in distress may seek safe spaces of “respite” 

Participation and
empowerment

Equality and non-
discrimination

Quality and
diversity of care

Social
inclusion

Autonomy and 
dignity

Communication and dialogue u u u

Presence (“being with”) u u u

Flexible location u u u

Safe spaces of respite u u u u

Continuity u

Peer involvement u u u u u

Harm reduction u u

Judicious use of medications u u u

Response to basic needs u u

Table 1. Correlation of critical elements with key underlying principles
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from harmful or traumatizing environments, which 
may have provoked or could sustain the mental 
health crisis.38 Respite spaces can provide around-
the-clock support for individuals in crisis, through 
several-day to two-week stays.39 Such spaces meet 
key rights principles of empowerment, equality and 
non-discrimination, social inclusion, and autonomy 
and dignity, as long as decisions to use them are 
made by the person in crisis or collaboratively.

Respite services involve peer workers, make 
pantry and cooking facilities continuously accessi-
ble, organize group meetings, and allow residents to 
come and go and pursue outside activities. Overtly 
illegal acts are not tolerated and can lead to being 
asked to leave.40 Trained lay families or friends can 
also provide relief outside the home. Both types of 
respite have been shown to have better outcomes 
than hospitalization and to safeguard human 
rights.41 Such rights-based respite approaches must 
be differentiated from those affiliated with locked 
or otherwise coercive mental health services.42

5. Continuity
Continuity of care remains an elusive goal of mental 
health services, in spite of widespread consensus re-
garding its essential role.43 Continuity of personnel 
beyond the moment of crisis is almost nonexistent 
in current systems of care.44 Critical Time Inter-
vention, peer-bridgers, and Open Dialogue provide 
continuity by at least one person from the initial 
encounter through crisis resolution, but they are 
exceptions to this rule.45 Such ongoing connection 
empowers the person and assures quality and diver-
sity. In contrast, such typical practices during crisis 
assessments as “assessment and referral,” triage, 
and other means of handing the person over to an-
other service emphasize technical and managerial 
solutions rather than the development of emotional 
bonds. While some respond well to a one-time 
intervention, the offer of an ongoing relationship 
provides a powerful tool for persons in crisis to 
reconstitute their lives, even in the face of fractured 
connections. Continuity may be especially crucial 
when the person in crisis is suicidal. 

6. Meaningful peer involvement 
“Experts by experience,” also known as peer 
workers or peer specialists, are trained to use their 
personal mental health and psychosocial disability 
experiences to help persons in crisis. While the 
personal life experiences of anyone who seeks to 
help others can be used in powerful ways, interven-
tions based on the unique personal experience of 
extreme mental states and with various treatment 
responses have been widely embraced. Meaningful 
peer involvement in crisis situations, alone or with 
other mental health providers, ideally meets all five 
key rights principles in our framework. 

When peer workers engage and judiciously 
disclose their personal experiences as they apply to 
the crisis situation at hand, they support and em-
power the person in crisis in a non-discriminating 
manner that preserves dignity and promotes social 
inclusion.46 To ensure the standard for quality that 
the right to health assumes, peers should be well 
trained in the subtle and often tacitly acquired skill 
(for example, Intentional Peer Support). Peer col-
laboration has been used by some non peer respites 
and Open Dialogue teams to generate innovative 
types of support.47

Peer-led services appear to contribute to 
reducing coercive interventions and the cost of 
services.48 In this regard, the extent to which crisis 
responses require professionalization or can be di-
rectly provided by lay or peer practitioners outside 
medicalized frameworks is an essential question 
that requires greater attention.49 To be successful, 
peer involvement must be meaningful and not be 
implemented in a tokenistic fashion. In too many 
instances, peer involvement is encumbered by pow-
er imbalances, where peer workers are involved in 
a superficial manner and have little or no control 
over crisis responses.50

7. Harm reduction
Harm reduction approaches prioritize access to care 
by reducing or eliminating behavioral thresholds 
linked to disturbing, taboo, or even illegal behav-
iors. This model was pioneered in the domain of 
substance use services but can be applied to mental 
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health, including for those without substance-relat-
ed problems. Within the harm reduction paradigm, 
people are supported in their efforts to eliminate, 
avoid, or lessen risks associated with mental 
health problems, such as cutting or other forms of 
self-harm, unsafe sex, radical isolation, and illicit 
drug use. In this way, harm reduction assures the 
principle of diversity in health care, through social 
inclusion that respects the dignity and autonomy of 
the person. One can assume that reconceptualizing 
risk assessment into harm reduction will increase 
the quality of care and its outcomes. 

Harm reduction focuses on providing care 
in a non-stigmatizing manner while tolerating 
the engagement in risky behavior. Such care is 
achieved by maintaining a collaborative stance 
with the person, who may be ashamed and fearful 
of losing rights due to such behavior, when seeking 
help. Importantly, harm reduction considerations 
are different from risk-benefit calculations, since 
no external assessment of risks or benefits con-
cerning the situation or behavior is involved.51 In 
other words, engaging with a broad range of risks 
in mental health supports is taken as a given, rather 
than a separate “administrative” layer of concern, 
which inherently interferes with a host of human 
rights principles.52

Responses to mental health crises that in-
corporate harm reduction principles may be more 
acceptable to distressed persons because they 
destigmatize harmful acts and reduce shame. For 
example, a person who engages in physical self-
harm can be supported by considering less harmful 
ways instead of provoking categorical interdiction. 
Still, some situations will require the ongoing pres-
ence of another alert human being who may step 
in to engage the person in a conversation, or even, 
with permission, to gently prevent them from self-
harm by physical contact (for example, through 
touch, not wrestling).53 

However, violence against another person 
should be considered not a psychiatric problem 
but a likely violation of criminal law. A person in 
crisis who engages in interpersonal violence may 
be warned; in addition, the threatened individuals 
may be protected, and non-discriminatory police 

intervention may be called on to avert potential 
harm. Judicial guarantees and safeguards protect-
ing the rights of those accused of a crime should 
apply in such cases, including the presumption of 
innocence, the right to a fair trial, and the provision 
of procedural accommodations.54 

8. Judicious use or avoidance of psychotropic 
medications
Because the distinctions among prescribed psy-
chiatric drugs, over-the-counter remedies, and 
licit (for example, alcohol) and illicit substances is 
relatively arbitrary, a harm-reduction approach is 
applicable to all of them. Meta-analyses suggest that 
less psychotropic medication is superior to more 
and that cautious gradual introduction is prefer-
able to an immediate and high-dose prescription. 
Intermittent use under the person’s control is likely 
less harmful over the short and long term than 
ongoing “maintenance” administration.55 However, 
intermittent use may also increase the risk of harm 
due to inconsistent effects on receptor sites, an issue 
beyond the scope of this paper.56

Judicious psychotropic use enhances the 
quality and diversity of health care and ensures the 
autonomy and dignity of the person in crisis. How 
the person in distress views medication can help 
determine the most beneficial alternative.57 Pro-
viding medication at the request of the person in 
crisis—for example, for quick relief of insomnia or 
intense anxiety—can be an important step in crisis 
resolution that also protects the person’s rights.58 On 
the contrary, the forced administration of psycho-
tropic drugs is considered by many to be equivalent 
to torture and physical abuse.59 Indiscriminate use 
of medication can undermine trust; it interferes 
with optimal, dignified care and frequently ignores 
the person’s preference. 

9. Response to basic needs
Many, if not most, crises manifested in emotional 
distress originate in interpersonal problems or 
environmental stressors (such as poor nutrition; 
lack of clothing, funds, or access to transportation; 
housing conditions; and legal problems). Such ad-
versities can push someone from a state of adequate 
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functioning to severe distress.60 Empowerment of 
the person in distress and quality and diversity of 
health care are promoted when basic needs are ad-
dressed immediately. This may involve mobilizing 
a person’s natural support system, collaborating 
with him or her on problem-solving, and even pro-
viding material resources, such as food, clothing, or 
money, which will yield desired results quickly. Bu-
reaucratic obstacles also often trigger crises, and a 
competent guide through such mazes (for example, 
concerning health coverage, financial benefits, or 
access to essential services) can go a long way. The 
worldwide Housing First movement advocates for 
housing without requiring that the person in crisis 
be in a stable condition.61 

Practical application of critical rights-
based elements

Peer-run organizations such as the Western Massa-
chusetts Learning and Recovery Center and Bapu 
Trust in India incorporate all nine critical ele-
ments.62 Although current mental health systems 
would be unlikely to accomplish this, it is possible 
to demonstrate how crisis response can engage the 
nine critical elements as safeguards of the five key 
rights principles. 

The following example from our work il-
lustrates this possibility in real life. It involves a 
woman in her forties who was first encountered 
in the streets when she appeared to be wandering 
into traffic without paying much attention. When 
an outreach team pair (peer specialist and social 
worker) approached her, she seemed intoxicated 
from alcohol and spoke about scary people who 
were following her. By listening, without encroach-
ing on her space, the team was able to conclude that 
the women’s fears were outside consensual reality 
but that she recognized the need to be more careful 
with street traffic (communication and dialogue, 
presence, flexible location, and meaningful peer 
involvement).

The same team re-contacted the woman 
several times on the street and brought her food 
and warm bedding, which she had requested. She 
eventually accepted going to a respite space instead 

of being taken to a psychiatric emergency room 
(continuity, respite, and basic needs).

At the respite center, her drinking bothered 
residents who were trying to stay sober. The respite 
workers successfully sought a “wet house,” which 
allowed her to drink and supported her in limit-
ing the amount and frequency (harm reduction). 
The outreach team pair continued to spend time 
with her and support her with nutrition, person-
al hygiene, and forward planning (presence and 
continuity). When the woman complained about 
medications she had taken in the past, a consultant 
psychiatrist involved her in a collaborative plan to 
use medication only as needed which was the least 
adversely interactive with alcohol (judicious use 
of medication). The team pair helped her apply for 
long-term supported housing and reconnect with 
her children.

Accountability

Accountability, one of the most powerful aspects of 
a rights-based approach, should tie all nine critical 
elements to a rights-based culture. Accountability 
is necessary for ensuring that the rights of individ-
uals within a system of care are upheld and that 
quality of care is preserved. 

It is also an essential aspect of how rights-based 
critical elements can be “rightly” implemented. As 
such, it requires a system or organization that can 
embed what is to be accounted for, to assure not 
only that rights are respected but also that a full 
range of critical elements, perhaps even beyond 
those mentioned above, are validly and reliably put 
into practice as proposed.63

In order to succeed in creating a rights-based 
alternative to coercive standard care, a robust ac-
countability framework should take into account 
the above critical elements and local law. It should 
provide means of pressuring existing mental health 
systems and programs to operationalize alterna-
tives through a plurality of appropriate choices. The 
adoption of such measures, as well as an effective 
but not overly onerous approach to ensuring quality 
of care, must be acceptable to relevant stakeholders, 
particularly users of mental health services and 
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supports. One example of a tool that can monitor 
such a process is the World Health Organization’s 
Quality Rights Initiative.64 Evaluation of crisis re-
sponse is a crucial component of this accountability 
framework, and the promotion and upholding of 
the CRPD standards should be incorporated as 
outcome measures. Finally, the meaningful and 
routine inclusion of service users within teams 
that evaluate, monitor, and report on service im-
plementation and outcomes is an important part of 
ensuring accountability. 

Risks and limitations

The greatest limitations to establishing supports 
that uphold human rights for individuals in mental 
health crisis lie with the vested interests that hold 
most power within existing mental health systems.65 
The two most prominent are the pharmaceutical in-
dustry and the mainstream medical establishment, 
which is still largely centered around hospital-based 
services.66 Half a century ago, antipsychotic medi-
cations were heralded by policy makers as miracle 
cures that would enable those deemed in need of 
being separated from society to leave psychiatric 
institutions. The ensuing deinstitutionalization 
failed largely from lack of adequate communi-
ty-based alternatives. In the meantime, the efficacy 
of psychotropic medications has been shown to be 
equivocal, adverse, even lethal, outcomes (such as 
dependency, metabolic disease, and suicidality) are 
not uncommon. Despite this, the pharmaceutical 
industry and its lobbyists have shaped public policy 
for decades.67 Psychiatrists and other mental health 
professionals are key players in this status quo, and 
their incentives are skewed toward a focus on short-
term evidence of medication effectiveness and away 
from long-term well-being, recovery, and human 
rights.68 

Mainstream critics largely dismiss psycho-
social interventions on the grounds that they lack 
an adequate evidence base. They also argue that 
implementing such alternatives would put people 
in crisis and the community around them at risk. 
Psychosocial interventions, which we argue can 
preserve rights and improve well-being, are much 

more complex and difficult to study. Yet their study 
receives vastly less funding than medication-relat-
ed research. Researchers should advocate for more 
funding and develop the evidence base for such 
alternatives, and civil rights advocates should join 
forces with them in this effort. 

As we have noted, several international de-
velopments and reports uniformly decry present 
conditions and call for a complete revamping of 
the current mental health system. However, coun-
tries, guilds, and mental health systems have yet to 
take these challenges seriously. Exceptional local 
efforts to redesign mental health services remain 
insular and rely on limited funding and practical 
experience, while broadcasting excellent values and 
beliefs.

Another important tool that has not been 
addressed in this paper is the availability and pro-
motion of psychiatric advance directives that can 
be used by persons with psychosocial disabilities in 
an attempt to influence crisis response in the fu-
ture.69 While important to the advocacy movement 
and to many persons with psychosocial disabilities, 
of advance directives’ the widespread impact on 
system transformation is still doubtful.70

Where do we go from here?

The trajectory within international law clearly 
bends toward greater freedom and autonomy for 
people with psychosocial disabilities, although sig-
nificant barriers to upholding those freedoms and 
autonomy remain, particularly at a point of crisis 
when state authorities may intervene. However, 
since the 1960s, when the era of deinstitutional-
ization began, a range of alternatives to coercive 
treatment, especially for those in crisis, have been 
developed that can show the way toward the reali-
zation of rights-based crisis mental health care. 

In countries where health systems are less 
funded and medical professions less powerful than 
in the Global North, the status quo may resemble 
the pre-deinstitutionalization era and may be rep-
licating some of the least promising practices in 
post-colonial settings.71 Global South nations must 
rely on cheaper and hence older generic medica-
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tions, which have high-risk profiles, especially in 
the short term. As a result, seclusion and restraint, 
including the chaining of individuals, are frequent-
ly used.72 Implementing the nine critical elements 
that preserve human rights, for example as part of a 
comprehensive Open Dialogue approach, requires 
considerable human interaction by paid staff, and 
certainly costs more than medication-centered 
practices.73 In resource-poor environments, provid-
ing training to non-professional lay providers from 
the community and mental health peers that allows 
them to assist in preventing coercion and restraint 
and in implementing basic interventions may help 
overcome cost barriers. 

Based on the characteristics of some of the 
more promising and prominent alternative models 
in the literature, we have distilled nine critical ele-
ments that incorporate key principles of the right to 
health. These can provide valuable guideposts for 
those who are either reforming or developing com-
munity mental health supports in an effort to adopt 
international humanitarian standards of care.
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