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Abstract

The social model of disability—which is grounded in the lived realities of disabled people, as well as their 

activism, research, and theoretical work—has enabled a historic turn in the understanding of disability. This 

model also facilitates the transition to the rights-based approach that is at the core of the United Nations 

Convention on the Rights of Persons with Disabilities (CRPD). However, the social model of disability 

does not straightforwardly translate to the lives of people who end up being detained and forcibly treated 

in psychiatric facilities. This paper examines the implications of the lack of an equivalent theoretical 

framework to counteract the hegemony of the biomedical model of “mental illness” and to underpin and 

guide the implementation of the CRPD for people with psychiatric diagnoses. Critically engaging with some 

recent attempts to make the CRPD provisions integral to psychiatry, we expose fundamental contradictions 

inherent in such projects. Our discussion seeks to extend the task of implementation of the CRPD beyond 

reforming psychiatry, suggesting a much broader agenda for change. We argue for the indispensability of 

first-person knowledge in developing and owning this agenda and point to the dangers of merely remaking 

former treatment objects into objects of human rights.
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Introduction

The implementation of the United Nations Con-
vention on the Rights of Persons with Disabilities 
(CRPD) for “persons with psychosocial disabili-
ties” or people currently undergoing psychiatric 
treatment appears to be the most controversially 
discussed aspect of this international treaty. While 
the debates regarding the rights of people with 
physical and sensory impairments progress to-
ward improving laws, policies, and practices, the 
decision-making processes regarding persons with 
psychiatric diagnoses continue to regress and still 
remain very much in the pre-CRPD era: the very 
possibility of equal rights being achieved in the case 
of this particular group is being called into ques-
tion. We are well aware that the implementation 
process of the CRPD is generally slow and partially 
also retrograde, and it is certainly not our aim to 
compete with any other marginalized or oppressed 
group. But we would like to point out the levels of 
resistance and also sabotage of the recognition of 
fundamental rights and freedoms of people with 
psychosocial disabilities, including the explicit 
calls to revise the CRPD and exclude us from its 
provisions.1 This is the climate in which the efforts 
to implement the CRPD for people with psychiatric 
diagnoses is taking place. 

Even though significant progress has been 
achieved in some countries’ legislation (such as 
Peru’s abolition of guardianship on the basis of 
disability in 2018), and despite a few available alter-
natives to psychiatric treatment, so far no country 
in the world has effective measures in place that ful-
ly protect people deemed mad, mentally distressed, 
or psychiatrically disordered from detention and 
forced medical treatment.2 Moreover, the legitimacy 
and sense of such potential laws and policies is be-
ing questioned and often simply declared utopian. 
The argumentation employed to justify such views 
commonly mistakes detention and forced interven-
tions for care and the right to health. In our “Open 
Letter to WPA [World Psychiatric Association]”—
signed by several international organizations of 
mental health service users, psychiatric survivors, 
and people with psychosocial disabilities—we ex-
tensively engaged with those views.3 In this special 

section, we see the opportunity to leave that kind 
of debate behind and take the analysis forward, 
beyond the question of whether psychiatrically 
diagnosed people should have equal human rights 
just like anybody else. The adoption of the CRPD 
gives a clear and legally binding answer to that 
question. However, it opens up another, more ur-
gent and rather complex question of how this can be 
achieved. In this contribution, we critically exam-
ine some of the current clinician-led initiatives to 
adopt a human rights framework in psychiatry and 
more generally explore why the biomedical model 
of mental illness is incompatible with the human 
rights-based approach. Our analysis is informed 
by our respective experiences of being subjected 
to coercion and forced psychiatric treatment, by 
many years of activism in the Western European 
and international user/survivor movement, and by 
our research and theoretical work. Based on this 
background and spirited by the way in which the 
social model of disability arose, we advocate for the 
place of our distinctive, collective knowledge in the 
long-term project of making the CRPD provisions 
a reality for our people.

First, we analyze certain contradictions and 
structural obstacles to integrating CRPD provi-
sions into current psychiatric systems. Second, we 
discuss some less explored avenues of research, the-
ory, and practice as a means to secure and advance 
the rights and knowledge of people deemed mad or 
mentally disordered.

A note on language
Writing a note on language without elucidating the 
concepts behind the terms we use, their origins, 
and their implications is almost impossible. An ad-
ditional difficulty here relates to the very subject of 
this paper because the power to name (and conse-
quently treat) is central to psychiatrization. Taking 
that power back in a collective and liberating act of 
re-naming and self-identification has always been 
at the heart of the political organizing of (former) 
mental patients. But our movements are diverse, 
and the terms we choose need to be seen in their 
historical, political, and other contexts. Common 
in the Global North are the notions of “survivors of 
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psychiatry,” “mental health service users,” “clients,” 
and “consumers,” and we agree with Mary O’Ha-
gan’s observation that “[t]here isn’t even a word for 
patients that doesn’t put us in relationship to the 
system that dominates us.”4 This is not the case 
with the concept of psychosocial disability, which 
emerged later and which is strongly connected to 
the CRPD. While there is no unity about this con-
cept in the West and Global North, the notion of 
psychosocial disability is being embraced by move-
ments in the Global South that seek to move away 
from “mental health” toward social inclusion in 
much broader terms.5 This development in less psy-
chiatrized parts of the world opens up new avenues 
for both theory and action and is highly relevant 
for the implementation of the CRPD. However, 
in this paper we focus on the recent psychiatric 
co-optation of the human rights discourse that we 
are encountering in our region, Western Europe.

Given the variety of ways in which people 
choose (or refuse) to identify themselves, we know 
that the terms we are familiar with will not reso-
nate with everybody. Aspiring to a world in which 
madness and distress will be understood as part of 
humanity rather than attributed to certain groups 
of people only, we deliberately try to move away 
from defining and labeling. In our struggle to 
find the right words, we opt for descriptions, such 
as “people with psychiatric diagnoses,” “people 
with psychiatric experience,” and “people deemed 
mad or mentally disordered.” But with the term 
“our people,” we wish to express connection and 
solidarity with anyone who has undergone or is 
undergoing forced psychiatric treatment. We use 
these words while fully aware of our many differ-
ences and multiple layers of discrimination that 
psychiatric experience intersects with due to racist, 
capitalist, and other hegemonic structures in our 
lives. The expression is not intended to assimilate 
or neutralize our unequal exposure to these struc-
tures and this oppression.

Can there be such a thing as “human” 
psychiatry?

The CRPD embodies no less than a demand for a 

fundamental reconsideration of psychiatric treat-
ment as a conventional societal response to human 
crisis. At the heart of that demand is the recogni-
tion of the legal capacity of people whose right to 
make their own decisions has been traditionally 
denied on the grounds of psychiatric diagnoses. It 
is clear that such a fundamental revision cannot oc-
cur via legislation only and that changes envisioned 
by the CRPD require decisive and synchronized 
action on many levels. The implementation of the 
CRPD touches on the history of psychiatry as a 
discipline and challenges its designated social role. 
Part of the psychiatric establishment across the 
globe lobbies for the maintenance of that role and 
acts as a gatekeeper and opponent to the changes 
that the CRPD demands. At the same time, there 
is a growing number of calls and initiatives from 
less prominent professional representatives to re-
vise psychiatric practice and bring it into harmony 
with the provisions of the CRPD. Leaving aside the 
presumably good will of this new edition of “pro-
gressive” psychiatry and various services providing 
housing, sheltered work, or even guardianship for 
the “mentally ill,” we maintain that the task of im-
plementing the CRPD cannot be carried out solely 
by these professions. The CRPD does not demand a 
different psychiatry but rather an entirely different 
approach to madness and distress. The attempts 
we see being made by psychiatry to take a lead and 
appropriate the agenda for change run the risk of 
turning the whole long-term objective into just an-
other psychiatric reform. We have already witnessed 
the mainstreaming of recovery and “upscaling” of 
mutual support practiced in our communities via 
peer specialist workforces within psychiatric ser-
vices.6 These developments demonstrate what can 
happen to progressive and emancipatory concepts 
once they enter the psychiatric terrain—which is 
based on very different premises. Detached from 
their origins, depoliticized, and employed as mere 
techniques, these novelties have ultimately renewed 
and strengthened existing mental health systems 
rather than bringing any substantial changes to 
their coercive or potentially coercive nature. We 
therefore wish to highlight the dangers involved 
in psychiatry adopting a human rights agenda and 
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becoming the lead “implementer” of the CRPD. 
Such a scenario would fortify the role of psychiatry 
that the CRPD seeks to challenge. The belief that 
CRPD provisions can simply be “adopted” in clini-
cal practice lays the pathway to another déjà vu, as 
described by long-term survivor activist Matthias 
Seibt: “Everything has to improve. But nothing is 
allowed to change.”7

As an example, by taking a closer look at 
the “Berlin Manifesto for a Human Psychiatry,” 
recently initiated by a critical psychiatrist, we can 
see how psychiatry cannot just be remade into a 
human rights-based enterprise.8 The first principle 
laid down in this document, signed by many orga-
nizations and individuals, including a number of 
service users, states:

A humane psychiatry in accordance with the UN-
CRPD guarantees the right of users/consumers/
survivors to decide for themselves which type of 
psychiatric and psychosocial support services they 
want to use and how to do so. In crisis situations, if 
and when it is more difficult to determine the person’s 
own preferences, intensive individual support must 
be offered. Supported decision-making also helps to 
avoid coercive measures.

Leaving aside the expectation that persons expe-
riencing a psychosocial crisis would know about 
and be able to avail of “types of support,” we first 
need to point out the extremely limited and clearly 
defined spectrum of available “choices” out there. 
These “choices” are almost all biomedically framed. 
The right to choose to refuse any or all of them is not 
mentioned. Moreover, the call for coercive measures 
to be “avoided” rather than abolished obviously 
takes coercion for granted. The manifesto further 
outlines principles of transparency, participation, 
economic security, and inclusion in individual 
social networks as if psychiatry were not operating 
as part of the system of social control with a clear 
assignment and role to fulfill within that system. 
These kinds of contradictions are inherent in any 
attempt to change psychiatry within its own realm.

From the establishment of psychiatric treat-
ment in the form of institutions in the 18th century 
to the present day, which is characterized by the 

introduction of community treatment orders, what 
remains unchanged is this discipline’s mandate 
to maintain social order. In distinction to other 
forms of incarceration such as prison, the target 
of psychiatric forced treatment is people who have 
not committed crimes but are seen as potentially 
dangerous to themselves and to others. So far, all 
initiatives to bring psychiatric practice into harmo-
ny with the CRPD operate on that same unchanged 
ground. So the obvious question is how psychiatry 
can safeguard the human rights of its targeted sub-
jects while its task remains precisely to control and 
preventively deprive them from exercising those 
rights.

Two other German psychiatrists engage spe-
cifically with these questions; they envision a future 
in which psychiatry no longer has the function of 
social control and offer a revised concept of mental 
health services that would then provide “support 
only.”9 We appreciate the efforts of these authors to 
explore the concrete implications of such a funda-
mental revision of psychiatry’s social contract for 
the day-to-day practice of services, and, most of all, 
we value their determination to work in non-coer-
cive ways.10 However, we need to problematize the 
rather naive view that the abilities and skills to pro-
vide pure “support” can spontaneously emerge in 
psychiatric services by virtue of abolishing forced 
treatment, as the authors suggest:

The task for health care professionals is to change to 
support only, based at the same time on the extent 
of the disability and on the will and the preferences 
of the person concerned.11

There is no doubt that the elimination of coer-
cion opens up new prospects for interpersonal 
interaction of every kind, but “respect for will and 
preferences” is much more a necessary precondition 
for any such interaction rather than its sole content. 
This principle marks the beginning and provides 
ground to any helping relationship but cannot by 
itself sufficiently define support. Furthermore, we 
have serious reservations that mental health ser-
vices based on a biomedical approach can simply 
switch to providing comprehensive and ample re-
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sponses to the range of human crises. Despite their 
struggle to use a different language, these authors 
remain faithful to psychiatric diagnoses as a frame-
work to understand psychosocial crises, which they 
basically approach as impairment:

Depending on the extent of the disability, this may 
be informal support and counselling in minor 
impairments or wide-ranging and intensive support 
in severe impairments.12

As previously mentioned, our analysis is not 
meant to underestimate or devalue the attempts of 
psychiatrists to rethink their practice and work ac-
cording to human rights standards. What we want 
to point out are the contradictions built into the 
aim of implementing the CRPD via its translation 
into clinical practice. In our view, the CRPD came 
about not as a demand to change psychiatry but 
rather as a clear call to change policies, practices, 
and mind sets that create psychiatry. As Theresia 
Degener, former chair of the CRPD Committee 
puts it, “Like any other human rights treaty, the 
CRPD is a visionary law designed to transform 
society into a more just society.”13 However, con-
trary to the social model of disability, there is no 
equivalent theoretical framework to underpin and 
guide such transformation of responses to madness 
and distress. When we say equivalent, we do not 
necessarily mean the content of the social model; 
above all, we refer to its knowledge base grounded 
in experiences of disabled people themselves. This 
does not mean that the social model of disability 
operates as a magic bullet able to make people with 
physical and sensory impairments be heard and 
taken seriously, let alone instantly secure their full 
human rights. But at least it exists as a powerful 
tool, as a commonly known, easy-to-understand 
reference point to be employed in that struggle. In 
her comprehensive analysis of multilayered effects 
of ableism, the UN Special Rapporteur on the rights 
of persons with disabilities observes how 

[t]he claims of persons with disabilities to have 
their rights recognized are often dismissed and the 
underlying power imbalance invalidates their lived 
experiences. Their narratives are considered to be 

subjective and ill-suited to informing objective 
decision-making and thus are not given the space 
to be genuinely weighed or to challenge ableism.14 

In the case of psychiatrized people, the situation is 
somewhat different, and that is not only because we 
are traditionally feared as irrational and dangerous. 
The fact that our collective first-person knowledge 
has not yet amounted to our own model or theory 
but remains subject to expert interpretations makes 
us continue to seek better explanations of our own 
lives and leaves us without a self-articulated frame-
work to understand and communicate our social 
realities beyond our individual stories. We will 
come back later to the far-reaching implications of 
this kind of blank space.

Before going further, we need to raise one 
more issue. At the time of writing this paper, the 
“Berlin Manifesto for a Human Psychiatry” tallied 
over 7,500 signatures.15 What concerns us is the pop-
ularity that such initiatives quickly gain and their 
ability to obscure the issues at stake and mobilize 
people toward investing in another, improved ver-
sion of the same. The distrust in a human version 
of psychiatry, shared by many survivors of forced 
treatment, is not just a matter of gaining back trust 
in services, as some psychiatrists suggest.16 The 
oxymoron that the very project of humanizing 
psychiatry constitutes is well articulated in Frank 
Blankenship’s comment on this manifesto:

If it weren’t for inhumane psychiatry there would 
be no need for humane psychiatry. Problem. 
When inhumane psychiatry has marginalized and 
disenfranchized, one might say, subhumanized and 
decitizenized, a segment of the population, humane 
psychiatry is going to bring it back into the fold 
again? Let me say that I have serious doubts about 
the matter. Once inhumane psychiatry targeted 
a population, humane psychiatry is still targeting 
them but in a different way.17 

This paper gives us the opportunity to explain why 
survivor advocates like ourselves cannot join alli-
ances with critical psychiatrists, nor subscribe to 
this type of shared agenda for change. Our further 
concern is the nature of such alliances and their 
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impact on our movement, as described by UK sur-
vivor-activist Peter Campbell: 

One aspect of the problem is that we have lost 
control of agendas through working with other 
groups who are more powerful than us, are more 
organised and have more urgent agendas than ours. 
There are underlying difficulties in being involved in 
work that is wrapped up in the seductive notions of 
common concerns or partnerships when we are the 
conspicuously less powerful partner, when others 
are always issuing the invitations and we are always 
the new arrivals at the party.18

Campbell’s analysis from almost 20 years ago 
regarding user/survivor action on biomedical psy-
chiatry is still very current:

There are dangers in gathering around a flag that 
someone else has planted, just because it flies quite 
proudly and has colours similar to ours. But if we 
have doubts, the answer is not to stand colour-less 
but to raise our own flag with our own true colours 
and fight on alongside. The current initiative on 
biomedical psychiatry deserves a survivor-response 
and in the course of it, perhaps a second flag.19 

In the remainder of this paper, we explore what 
stands in the way of raising this second flag and 
also suggest some colors for it.

Who creates and owns the agenda for 
change? 

There are no easily implementable answers to the 
CRPD’s demand for a radically different way of 
treating madness and distress in our societies. At 
the same time, many small-scale answers can be 
found in the variety of ways people treat one an-
other and one another’s crises outside of organized 
“mental health care” systems. Sustainable and 
self-organized, community-based practices are 
especially present in places where colonial Western 
psychiatry has not (yet) achieved its profitable mis-
sion of filling “treatment gaps.”20 Many of us who 
have been through madness and extreme states of 
mind have found ways to understand and integrate 
these experiences and live free of psychiatry and 
pharmacological interventions to our full poten-

tials. The problem with collective knowledge gained 
through those first-hand experiences is that it is 
not recognized and explored in its own terms, as a 
distinctive rather than just an auxiliary epistemic 
source. Australian scholar Fleur Beaupert terms 
this phenomenon a “medico-legal incapacitation of 
expressions, opinions and epistemologies of users 
and survivors” and highlights the connections be-
tween mental health legislation and the suppression 
of knowledge of people deemed mad or psychiatri-
cally disordered.21 So when addressing our general 
absence from places where decisions about our lives 
are being made, it is important not to just focus on 
the symbolic violence of our epistemic exclusion 
but to also consider how its roots lie in the material 
violence legalized by mental health acts around the 
world. Those acts not only constrain our think-
ing abilities by virtue of forced drugging but also 
physically limit our freedom of movement and 
communication through forced detention. This 
means that we are continuously and systematically 
being denied the very possibilities of joining forces 
and constituting ourselves as a stakeholder capable 
of developing positions and having a say in policies 
that directly affect us. Beaupert argues that 

[t]he medico-legal discourse of mental health laws, 
by consecrating this symbolic violence, operates to 
manipulate and nullify individual ways of knowing 
and being, and to radically diminish opportunities 
for the epistemologies of users and survivors to 
exert influence on societal systems and structures. 
Constructions of people with psychosocial disability 
as lacking capacity and “insight” are central to these 
processes of dehumanisation.22

This situation creates a chronically vacant space, 
leads to token representation, and makes it easy 
for other stakeholders to speak for us and often 
also to make our cause their own. Our capacity to 
think and act for ourselves is being recognized at 
the most on an individual level, but it always proves 
extremely hard to constitute and especially to pre-
serve our autonomous grassroots organizations and 
pursue our own priorities for action. Paradoxically, 
with the CRPD now legally corroborating the long-
standing claims of our movement and making the 
human rights of psychiatrically treated people part 
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of official agendas, it seems to have become even 
more difficult to justify the need for us to organize 
ourselves separately to defend our rights and artic-
ulate our own interests. It almost seems as if our 
goals were apparently achieved with the adoption 
of the CRPD and the task of implementation is now 
back in the hands of more “competent” and more 
powerful players. In their analysis of how struc-
tures of “social responsibility” are being created, 
survivor-authors Anne Wilson and Peter Beresford 
point to the mechanisms of exclusion inherent in 
the making of those structures:

By speaking for or acting on behalf of those deemed 
mentally ill, they (“the socially responsible”) 
also contribute to, and perpetuate notions of the 
“dependency,” “passivity” and “incompetence” of 
people with a mental illness diagnosis; irrespective 
of whether or not this is their intention.23

Even when distant and apparently opposed to each 
other, what both psychiatric and human rights 
discourse have in common is the clear dominance 
of expert knowledge. However different from each 
other, both approaches rest on an assumption of 
“an active ‘we’ who are the solution and a passive 
‘them’ who are the problem.”24 Beresford describes 
this deep-rooted, unquestioned division as com-
mon to lay approaches as well:

People still frequently talk and write about “the 
mentally ill” as though they were a distant separate 
group of people very different from the rest of “us.” 
Discussion is still often framed in terms of what can 
“we” do about “them.”25

The substantial involvement of people with disabili-
ties themselves, including people with psychosocial 
disabilities and survivor-activists, in the making 
and monitoring of the CRPD has clearly disrupted 
the traditional making of policy and legislation and 
demonstrated how things can be done differently. 
Implementing the CRPD cannot be owned narrow-
ly and requires doing away with these deeply seated 
divisions. We understand the implementation pro-
cess as a widely shared undertaking that is about 
what we can all do for us all. The task of turning the 
CRPD into reality for people deemed mad brings 

us to no less than a profound a question as how to 
approach madness in a radically different way. Cen-
tral to that different way is the shift from treating 
madness and distress toward treating circumstanc-
es and conditions that create madness and distress. 
In the next section, we share some thoughts on 
what is needed in order to enable this shift.

From treating madness toward intervening 
in a mad world

As mentioned earlier, one crucial distinction be-
tween the implementation of the CRPD for people 
with physical and sensory impairments, on one 
side, and people with psychiatric diagnoses, on the 
other, is the fact that the latter lacks an equivalent to 
the social model of disability. This model, grounded 
in political activism, research, and theory work by 
disabled people themselves marked a historic turn 
in understanding disability.26 The CRPD exempli-
fies one of its far-reaching impacts. We do agree 
with Degener’s view that unlike the social model, 
the human rights model is “a tool to implement 
the CRPD.”27 But when she states that “most states 
parties to the CRPD are far from comprehending 
this new model of disability and are still stuck 
with the medical model of disability,” it should be 
added that in the case of understanding madness 
and distress, there is no established model at all to 
counter the biomedical model of “mental illness” 
and facilitate a move toward a human rights mod-
el.28 This is where the divergence from the situation 
of people with physical and sensory impairments 
becomes the most visible: while the social model of 
disability has enabled a shift from the medical fo-
cus toward an understanding of societal conditions 
that create disablement, there is no comparable 
model or theory to overpower the individualizing 
and pathologizing biomedical concept of “mental 
illness.” 

Despite its indisputable achievements, the 
social model of disability is subject to ongoing crit-
icism, including from the Mad movement in the 
Global North.29 We do agree that this model is not 
easily applicable to experiences of psychiatrization 
because of the contested nature of the underly-



j. russo and s. wooley / mental health and human rights, 151-161

158
J U N E  2 0 2 0    V O L U M E  2 2    N U M B E R  1   Health and Human Rights Journal

ing “impairment” in “mental illness” and, even 
more importantly, because people deemed mad 
experience not only discrimination but also “crim-
inalization by civil commitment.”30 However, we do 
not perceive the lack of attention to these issues as 
weaknesses of the social model of disability. That 
model never claimed to be an “all-encompassing 
framework” to capture all our diverse experienc-
es.31 Rather than engaging in criticism that treats 
this model as a field for academic battle and intel-
lectual exercise, we approach it as unique example 
of theory building that is grounded in collective 
first-person knowledge and also developed from 
“within.” The lack of such a model of madness has 
tangible implications and cannot go unnoticed. In 
our view, this absence is one of the main obstacles 
to realizing the provisions of the CRPD for our peo-
ple. Even though the overall approach, the language 
of the CRPD, and the related documents issued 
by the Committee on the Rights of Persons with 
Disabilities pose significant challenges and disrupt 
the biomedical model, this legal treaty itself cannot 
substitute for the obvious lack of an alternative 
model to guide the implementation process and 
replace current practices. The biomedical model 
that depoliticizes, silences, and ultimately controls 
rather than listens and helpfully responds to the 
madness and distress of our lives cannot straight-
forwardly transform itself into an approach based 
on human rights. Nothing less than the whole new 
paradigm to understanding psychosocial crisis 
would be missing this way. 

There are surely many different paths to safe-
guard the human rights of people deemed mad, 
and it is not our intention to discourage any of 
them. However, we need to make it clear that the 
biomedical model overshadows and powerfully 
inhibits these much-needed changes. Even though 
this framework has not been able to offer any sound 
explanation for the “impairment” that it purports 
to treat, it remains the ruling explanatory model 
that is allowed to continue despite an entire body 
of evidence that contests not only its effectiveness 
but also its very premises. With the rise of global 
initiatives in psychiatry and the conquering of new 
markets for psychiatric drug treatment, the medical 

model is even being coated in a human rights-based 
approach: in places where people deemed mad or 
possessed by evil spirits are being exposed to high 
degrees of physical violence both in their commu-
nities and in traditional healing centers, psychiatric 
treatment presents itself as a more humane alterna-
tive.32 What effectively upholds this model is neither 
its scientific nor ethical value, but the whole ma-
chinery behind it, made up of the pharmaceutical 
industry and other interests involved. These are 
forces that stand in the way of implementing the 
CRPD for people with psychiatric diagnoses. We 
have as yet no answer as to how we could confront 
those forces beyond the act of at least naming them. 
Exposing the powerful corporate interests behind 
the medical model is something that still happens 
too rarely in the debates on the implementation 
of the CRPD. Such an unequal division of power 
makes any reasoned argument with the proponents 
of the biomedical model an endless endeavor end-
ing with the same outcome and forces us to seek 
alternative modes of action, as wisely suggested by 
Buckminster Fuller: “You never change things by 
fighting the existing reality. To change something, 
build a new model that makes the existing model 
obsolete.”33

In our view, the creation of such a model of 
madness and distress, grounded in our own ex-
periences and knowledge gained through those 
experiences, is a central task for user/survivor 
communities and movements of people with psy-
chosocial disabilities in the post-CRPD era. This 
does not mean that we are unaware of alternative 
approaches and theories developed by different 
authors and schools. Many of those come close to 
our lives and offer viable explanations of human 
crises. But in all these third-person approaches, 
we remain the objects of interest, the ones to be 
explained and ultimately othered through the very 
process of knowledge production, with its clearly 
assigned roles. People going through madness and 
distress have been extensively studied. What we 
need are no new spectacular discoveries about our 
lives but rather a complete epistemic shift in knowl-
edge making: the time has come for us to pose the 
questions and invert the microscope.34
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In his extensive work with first-person nar-
ratives of physical illnesses, Canadian sociologist 
Arthur Frank argues for a shift “from needing more 
knowledge to needing values that allow us to take 
a stand with respect to what we know.”35 But even 
though the CRPD offers a clear value framework 
and demands that we take a stand, the post-CRPD 
era is characterized by a bloom of inquiries into the 
personal impact of coercive measures as if there 
were new discoveries to make on this topic.36 The 
explanations of the incidence of coercive measures 
focus primarily on insufficient staffing levels in 
psychiatric services.37 This new wave of investiga-
tions, predominantly conducted within the fields 
of mental health and psychiatric research, is usu-
ally directed toward minimizing the occurrence 
of certain coercive practices such as restraint and 
seclusion. These practices are certainly the most 
tangible expressions of psychiatric violence, but 
they are in fact all being employed in order to 
provide standard “health care,” which equals the 
administration of psychiatric drugs. That (forced) 
medicalization of social realities remains a main 
feature of current mental “health” provision is 
rarely being problematized. Broadening the defini-
tion of what constitutes human crises and figuring 
out ways to de-medicalize our lives and mobilize 
largely unexplored community potential to provide 
different responses do not seem to be urgent topics 
of interest. Organizing true and sustainable sup-
port systems for people undergoing psychosocial 
crises could greatly benefit from practices that are 
already in place but continue to be marginalized 
and ignored. Many survivor groups and com-
munities of people with psychosocial disabilities 
have their own knowledge-making traditions that 
approach a breakdown as a potential breakthrough 
and know how to “carry each other” in times of 
crises.38 Activists in the Global South are devel-
oping new knowledge through their community 
inclusion programs. 39 They are using the CRPD 
as a framework to build a new paradigm through 
their practical work on the ground. People deemed 
mad have also been documenting their knowledge 
for centuries, but we are not collectively owning 

and advancing that knowledge. Learning from us, 
from our sources, and from our movements cannot 
occur if we are approached as “one-dimensional 
objects of a knowing gaze.”40 

The social model of disability as a model 
grounded in the lived realities of disabled people 
has demonstrated an enormous emancipatory 
potential. An equivalent achievement by psychi-
atrized people could finally relocate madness and 
distress from their conventional placement within 
our bodies and minds and back into the structures 
in our lives where these phenomena emerge from. 
And most importantly, such change of focus would 
enable us to jointly start targeting and improving 
those structures instead of letting ourselves be 
targeted and intervened on. Such a comprehensive 
shift is quite different from the simple recogni-
tion of the social determinants of mental health. 
Beresford, who has done considerable research and 
theoretical work toward developing a social model 
of madness and distress, reminds us of this import-
ant distinction:

There is no question that there has been an awareness 
of social issues in some mental health disciplines 
and professions for some time. But this has tended 
to focus on social issues as factors in the creation of 
mental health problems. It has tended still to take 
mental illness or disorder as a given—to accept the 
idea—rather than attempting to reconceptualise 
mental health within a social framework.41 

 
If our societies aim to one day achieve a funda-
mentally different understanding of madness and 
distress and above all fully transform conventional 
approaches that seek to isolate and medicate these 
human experiences, first-person knowledge can-
not just be inserted as an additional or optional 
resource, as is now the case. The time has come 
for collective and diverse survivor knowledge to 
become a central resource, and this hour is long 
overdue. If treated with due respect and with very 
different methodologies than the present ones, our 
own accumulated knowledge holds the key eman-
cipatory potential to facilitate the paradigm shift 
that is urgently needed to implement the CRPD. As 
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envisioned by Canadian survivor Irit Shimrat, this 
could lead us to “a society brave and moral enough 
to eschew the whole paradigm of mental health and 
illness, replacing it with a creation of real commu-
nity, and real help.”42

Concluding remarks

It was a year ago that we drafted an “Open Letter to 
WPA” in reaction to the debate on the CRPD pub-
lished in its official journal.43 We ended that letter 
with an explicit call for psychiatrists willing to take 
a new departure to speak up. The year that followed 
has seen a few initiatives that are far from the 
impression that the WPA establishment left in its 
journal. However, taking a closer look at those ini-
tiatives has made us understand that it takes much 
more than a decision and a will to “break from the 
old, controlling paradigm.”44 With due respect for 
all the efforts to move in this direction, we hope 
to have demonstrated why the implementation of 
the CRPD is not just a matter of another reform 
of psychiatry. We also hope to spur many more 
opportunities for extensive and diverse first-person 
knowledge to take the lead on the way to CRPD 
provisions becoming a reality for people currently 
undergoing psychiatric treatment.
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