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Abstract 

A human rights-based approach (HRBA) to health has long been seen as an important way in which to 

address public health needs in a manner that is equitable and conducive to social justice. Yet the actual 

content of an HRBA to health remains unspecific, and therefore implementation remains heterogeneous. 

This situation is even more challenging in the field of mental health, where human rights considerations 

are particularly complex and have emerged out of a history of myriad violations. Even when research 

has been conducted into mental health, it has focused predominantly on the Global North, raising 

questions of contextual and cultural relevance. Accordingly, this study examined the issue from the 

perspectives of stakeholders in Kenya who consider their work or the services they use to be rights based. 

It explored the key principles and interventions deemed to constitute an HRBA to mental health care 

and psychosocial support, the perceived benefits of such approaches, and the main barriers and supports 

relevant for implementation. The results produced seven key principles and corresponding interventions. 

Among other things, it highlighted the importance of economic well-being and self-efficacy, as well as 

the reduction of barriers to implementation, such as stigma and lack of adequate resourcing. Two key 

tensions were apparent—namely, the un/acceptability of coercion and the role of traditional and faith-

based modalities in an HRBA to mental health care and psychosocial support. 
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Introduction

For over 60 years, the health rights community has 
advanced the idea of an HRBA to attain health out-
comes. Article 12(1) of the International Covenant 
on Economic, Social and Cultural Rights, a treaty 
that has been ratified by 171 countries, asserts the 
right of all people to the highest attainable standard 
of physical and mental health.1 Scholars have subse-
quently noted that

the public health community has come to a 
largely shared perspective that a human rights 
lens on health helps shape understandings of who 
is disadvantaged and who is not; who is included 
and who is ignored; and whether a given disparity 
is merely a difference or an actual injustice.2

Despite this “largely shared perspective,” a com-
mon and universally accepted definition of what 
constitutes an HRBA has not been articulated. Gen-
eral Comment 14 by the Committee on Economic, 
Social and Cultural Rights provides interpretive 
guidance on the content of the right and establishes 
a now commonly utilized “AAAQ” framework, 
referring to standards of availability, accessibility, 
acceptability, and quality.3 Drawing on this and 
other instruments, the World Health Organization 
and the Office of the United Nations High Commis-
sioner for Human Rights have adopted an HRBA 
consisting of the following elements: availability, 
accessibility, acceptability, quality, nondiscrimina-
tion, participation, and accountability.4

While these principles provide some guid-
ance, it has been noted that such instruments 
adopt a “lowest common denominator approach, 
privileging consensus over specificity … [Their] 
general nature has made it difficult to operation-
alize.”5 Content and specificity are required to 
actualize HRBAs via a focus on interventions 
as well as principles. Moreover, while HRBAs to 
health services have been a central preoccupation 
of public health approaches, it has been suggested 
that an HRBA to health may extend beyond the 
health system to broader questions of inequity, pol-
icy, and social exclusion: 

Human rights-based approaches, by their nature, 
cut across sectors and draw from multiple strategies. 
They might require legal or policy reform to create 
“enabling” environments; the identification and 
capacity-building of “rights holders”; comprehensive 
programs for education, health, and human rights 
literacy, advocacy, and empowerment; or the 
elaboration of more participatory accountability 
and oversight mechanisms.6 

Efforts to address health concerns from a rights 
perspective, therefore, may approach these chal-
lenges through avenues that address inequality, 
promote inclusion, and foster accountability, at 
times outside the realm of the health system. Offi-
cials in health and other associated systems should 
also pay due to attention to the right to benefit 
from scientific endeavor on an equal basis.7 This is 
especially true in the present day, as the COVID-19 
pandemic lays bare the many ways in which health 
rights are affected by issues of equity, inclusion, 
and accountability, and as activists, advocates, and 
scholars grapple with the question of how to imag-
ine a more just world, including but not limited to 
the realm of health. 

Mental health and human rights 

Considerable human rights violations have been 
perpetrated within mental health systems.8 These 
have ranged from widespread neglect of people 
with lived experience of mental health challenges 
(also referred to as psychosocial disabilities) to in-
carceration and coercive treatments, often without 
any clinical validity.9 Problematic beliefs about 
mental health have been cited as some of the main 
drivers behind these erroneous and counterproduc-
tive ways of “caring” for people with psychosocial 
disabilities. These beliefs have ranged from super-
natural attributions responsible for mental health 
conditions (that is, the belief that an individual is 
possessed or has been a victim of witchcraft) to 
conceptions of such conditions as manifestations of 
“feeble-mindedness.”10 Our everyday mental health 
vernacular is largely derived from the Diagnostic 
and Statistical Manual of Mental Disorders, now 
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in its fifth edition (DSM-5). It classifies the range of 
“mental disorders” and is utilized widely as a basis 
for providing services and for justifying insurance 
coverage.11 These practices and tools have been 
criticized as overemphasizing the biomedical basis 
of mental health and offering little insight or sup-
port to address the psychological, social, cultural, 
spiritual, economic, and political determinants of 
mental health.12

Calls for a “human rights model” of mental 
health have become more vocal in recent years.13 
Against this backdrop, in 2006, the United Nations 
General Assembly adopted the Convention on the 
Rights of Persons with Disabilities (CRPD), the first 
comprehensive treaty on disability rights.14 One 
hundred eighty-one states have ratified the CRPD, 
reflecting near-universal adoption.15 In 2017, the 
United Nations Special Rapporteur on the rights 
of persons with disabilities reported that at least 
32 countries were undertaking reforms to their 
mental health laws and policies to incorporate the 
paradigm advanced by the CRPD.16 

Nevertheless, despite the emergence of rights-
based mental health laws, compliance with them 
remains poor, particularly in low-income coun-
tries.17 Hence “the paradigm shift to the human 
rights model has yet to be reflected in implemen-
tation.”18 A review of the literature on the applied 
practice of HRBAs to mental health care and psy-
chosocial support services (MHCPS) yielded just 
10 studies in 2016, demonstrating the lack of a sub-
stantial body of research.19 Strikingly, this paucity 
is even more glaring in low- and middle-income 
country contexts and contexts where sociocultural 
factors may be different from the Western developed 
world, with just two studies referring to HRBAs to 
mental health in these settings appearing in this 
review.20 Ensuring the cultural and contextual 
relevance of MHCPS services can also be an issue 
of health quality and health acceptability in terms 
of the AAAQ framework referred to above. For 
this reason, any attempt at articulating an HRBA 
requires contextual specificity and sensitivity to 
cultural and social norms. 

Bearing in mind the need for specificity of 
context and a clear focus on implementation, 

our study identified good practices in HRBAs to 
MHCPS services for people with psychosocial dis-
abilities in Kenya. Recognizing that the HRBA is 
itself an amorphous, contextually bound concept 
subject to interpretation, the study’s aim was to 
elicit from respondents their own understanding of 
what an HRBA means. Using key informant inter-
views, we aimed to identify what, in the opinion of 
key stakeholders—and, prominently, people with 
psychosocial disabilities as mental health service 
users themselves—constituted the key features of 
rights-based MHCPS services. Similarly, we sought 
to identify key interventions of such an approach, 
along with practical barriers to and supports for 
implementing these interventions in the Kenyan 
context, where the mental health system is under-
going a transition to CRPD-aligned legislation but 
where mental health services remain underfunded 
despite their inclusion in universal health coverage 
provisions.21 

Methodology

Study sites
We chose two organizations—the Kamili Mental 
Health Organization and the Home of Brains—as 
sites for this study based on their explicit orientation 
toward HRBAs to mental health in communi-
ty-based settings. Due to space constraints, it is not 
possible to elaborate on the work of these organi-
zations here, but more information is available on 
their respective websites and in the first author’s 
doctoral dissertation.22 

Interviews
We conducted 10 interviews as part of this study. 
These interviews emphasized the participation of 
mental health service users while also considering 
the experiences of other key stakeholders, including 
implementers, clinicians, and advocates. Our sam-
pling of key informants was purposive, utilizing 
the assistance of the organizations. Key informants 
were chosen based on three main criteria:

•	 Familiarity with the practices of the organization 
•	 Diversity among interviewees (in terms 
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of gender, educational attainment, and 
professional orientation or identity as a 
mental health service user or member of the 
organization’s executive leadership) 

•	 Balance between sites (five interviews at each site)

When we approached participants, we provided 
them with an introduction to our study, indicating 
that it was an interpretivist study concerned with 
stakeholder perceptions of what constitutes an 
HRBA to mental health. We sought their verbal 
consent prior to the interview. Eight interviewees 
were fluent in English, meaning that an interpret-
er was not necessary. For two interviews (one at 
each site), the aid of an interpreter was employed, 
including for the consent process. We developed 
a semi-structured interview schedule (available 
from the authors) to examine the nature of inter-
ventions and the values included in an HRBA and 
the perceived benefits of such an approach, and we 
used this as a guide for the interviews. Additional 
probing questions included those related to issues 
such as the barriers faced by implementers and the 
resource and capacity needs for implementation 
of an HRBA to MHCPS services. Interviews were 
between 30 and 60 minutes in length and were 
recorded and transcribed for analysis. We then 
undertook a process of interpretive data analysis 
following Robert Elliot and Ladislav Timulak’s 
five-step method.23 

The Harvard School of Public Health granted 
an Institutional Review Board exemption for this 
study (IRB18-0839).

Results

We organized the interview data into three main 
categories: stakeholder perspectives regarding 
key components of an HRBA to MHCPS (sub-
categorized into seven key principles and eight 
key interventions as outlined below); stakeholder 
opinions regarding the contribution and efficacy 
(that is, the impact) of an HRBA to MHCPS; and 
statements related to the barriers and supports to 
implementing such an approach (further subcate-
gorized into supports and barriers). 

Key principles
Mental health as a human right and the right 
to access mental health care. A common percep-
tion was that the experience of mental health and 
well-being is itself a fundamental human right (in 
other words, that no one, on any basis, should be 
faced with societal barriers to well-being). One 
participant noted:

The purpose is the guiding factor … we want to 
ensure that people are healthy and we want to meet 
public health goals, [but] we want also to fulfill the 
right to mental health itself.

An HRBA to mental health and well-being must 
begin from a position that mental health itself is 
a right and that barriers to this right (including 
discrimination, violence, poverty, and unemploy-
ment) must be seen as rights violations. Similarly, 
the factors that contribute to its realization or lack 

Site Participant’s identity Gender Level of education Age

Kamili Executive leadership F University 56
Mental health service user M Two years of secondary school 28
Mental health service user F Primary school 40
Mental health service user and peer educator F Completed secondary school 32
Psychiatric nurse M Nursing college 25

Home of Brains Executive leadership M Doctoral degree 39
Mental health service user and lay counselor M One year of university 21
Mental health service user F Completed secondary school 60
Psychiatrist M Completed medical training 36
Mental health service user and lay counselor F Completed secondary school 30

Table 1. Study participants
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thereof are key determinants not only of well-be-
ing but also of rights realization, reflecting the 
importance of the indivisibility of rights.24 One 
such factor mentioned several times was the cost of 
accessing mental health services in Kenya. 

A focus on dignity and autonomy. Participants 
conceived of dignity in several ways, ranging from 
the ability to participate freely in society to the way 
in which an individual is perceived by others. Sim-
ilarly, autonomy was a key theme in the interviews, 
with respondents highlighting the value of this 
principle for the realization of mental health and 
well-being and as an inalienable right. 

Despite the CRPD’s assertion of equal recogni-
tion before the law (amounting to a prohibition of 
coercion), tensions remain in the realm of autonomy 
and decision making.25 One respondent noted that 
she sometimes experiences difficulty in operational-
izing autonomy as part of the organization’s model:

Of course autonomy and decision making are 
important. We are here because too many people 
have been locked up, but sometimes we have to … 
when someone is going to get hurt … we have to.

This is illustrative of the fact that tensions 
continue to play themselves out in the realm of 
autonomy and decision making. Evidently, even 
when organizations are purporting to implement 
an HRBA, they may qualify or limit a right when 
they feel they “have to” because of the potential risk 
to the mental health service user or others, despite 
provisions in international human rights law that 
prohibit limitation of the right.26 

Access to information. Knowledge regarding 
human rights and mental health can significantly 
alter the way in which people with psychosocial 
disabilities are able to self-advocate or pursue their 
rights. This is in keeping with the principle of access 
to services and access to the benefits of scientific 
progress as part of the AAAQ framework.27 One 
participant noted:

It starts with information. An [HRBA] requires that 
people know enough about their own rights and 
about their condition. Otherwise, they will not be 

able to make informed choices.

Another participant echoed this point:

I cannot [access] my rights if I do not know about 
them, and I cannot understand my mental health 
if I don’t know about it … The truth is that people 
do not know enough, and I think this is a problem, 
especially in the hospitals.

A user-centered and -directed approach. “Us-
er-centricity” and “user-directedness” are closely 
linked with the ideas of dignity and autonomy, but 
they also appear to manifest as a more personalized 
and individualized idea. As one respondent noted:

Our model is about asking the person where they 
are … and then finding ways to meet them there.

Another highlighted the following:

I am not getting all the same [support] that my 
friend is getting, and she is not getting some of 
the [support] that I am getting, because we need 
different things.

This illustrates that there is an emphasis on in-
dividualized support among respondents, aiming 
to “meet” mental health service users where they 
are and to recognize and accommodate difference. 
In essence, this is in keeping with the principle of 
acceptability as part of the AAAQ framework.28

Right to family life and life in the community. 
Speakers believed community-oriented care and 
support to be especially important philosophical 
elements of an HRBA to MHCPS. For example, one 
individual remarked:

Why should we be separate? We are not animals [to 
be kept] in a zoo … I want to be with others [in the 
community] … and I can take my treatment [at the 
organization] and still live [among them].

Respondents also noted the key role that families 
play in promoting, preserving, and restoring men-
tal health. One individual noted that

the family is the first source of community. Without 
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my family knowing and understanding my 
condition, I would be in a much worse position.

Prevention and the need to focus on social, 
economic, cultural, spiritual, and political deter-
minants of well-being. According to participants, 
a focus on prevention is an important means 
through which to fulfill the right to mental health. 
When barriers to well-being are addressed, distress 
can be averted. One participant noted:

This is what makes a [HRBA] different … We aren’t 
only thinking about circumstances in treatment, 
we’re thinking about the right to be healthy so that 
treatment isn’t really necessitated.

An emphasis on the economic determinants of 
health in supportive interventions has, according 
to some respondents, a direct relationship with 
autonomy, as the following quotation suggests: 

I am better because I have a way to feed myself and 
my family. I don’t have that stress anymore, it has 
made me feel like the person I used to be.

Similarly, another important component of an 
HRBA to MHCSP is the way in which societies 
respond to mental health conditions, with the 
problems of stigma and discrimination being a sig-
nificant source of distress and a significant human 
rights violation. 

Accountability. Respondents highlighted that 
over and above a need to ensure that laws and 
policies accurately reflect an HRBA, they must be 
implemented and invested in by officials, and the 
commitments made by these duty bearers must be 
fulfilled. Referring to impediments to accessing 
services because of failures in laws and policies, one 
participant stated:

How can we be well if there is no one that cares 
enough about this? [The government] doesn’t care.

In a similar vein, respondents noted that the health 
system, too, has a duty to be accountable to mental 
health service users, catering to their needs in ways 

that are respectful and transparent. One individual 
stated:

I am the beneficiary, but sometimes [doctors and 
nurses] don’t think they have any [duty] to me.

This is indicative of the apparent lack of account-
ability in traditional mental health systems, 
countered to some extent by more transparent 
approaches, expanded on as follows:

Our aim is to build the model and the care as a 
collective … We try to do this periodically through 
participatory means … It’s still a work in progress, 
but our aim is to be accountable and responsive.

Interventions embodying the rights-based 
approach to MHCSP
Quality, affordable MHCPS. In a context where 
financial resources are limited and the ability to 
access care and support is determined by economic 
factors, the right to health is significantly compro-
mised. As one individual noted:

How can I pay ten thousand [Kenyan shillings] each 
time I come for counseling? I would not have money 
for food. Without [the organization], I would not be 
able to see a counselor.

Fundamentally, and in keeping with the principle 
of quality in the AAAQ framework, respondents 
noted that an HRBA means that service quality 
is not sacrificed for the sake of affordability, as 
demonstrated by this statement:

We appreciate the fact that we need to work within 
our resources, so we try to be creative and actively 
look for ways to be more efficient … but to change 
the level of attention a beneficiary receives or to 
deny them the same level of care that a [wealthier] 
person would get … that would be discrimination.

The act of being “creative” with resources in this 
instance means finding ways to use the facilities 
of the government or other agencies or to promote 
peer support activities that emphasize the partici-
pation and efficacy of mental health service users 
themselves as a viable and possibly even preferable 
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alternative to over-reliance on specialist staff. Peer 
support activities can take multiple forms and 
reflect different models, but they share the same 
common factor of providing support from the per-
spective of someone with similar lived experience.29 
In terms of gauging the quality of services provid-
ed, one respondent stated the following:

We promote quality care in a number of ways, using 
our networks to continuously train staff, providing 
beneficiaries with the opportunity to change their 
treatment plans if they feel they are not effective.

A key part of the work is therefore continuous 
refinement of the HRBA to ensure quality ser-
vice provision and democratic decision making 
concerning treatment and support options. This 
sentiment comports with the right to benefit from 
scientific endeavor, as noted above.30

Community, peer, and family supports. Com-
munity-based mental health models eschew the 
possibility that people with psychosocial disabilities 
might be institutionalized or otherwise removed 
from their communities. This, according to one 
respondent, is a direct manifestation of an HRBA:

We aren’t taking people away from [their 
communities]. We are coming to them because they 
have a right to live with their people.

Community-based interventions, however, are 
also about actually reaching the wider community, 
providing education that can help combat stigma, 
mobilizing resources to ensure service delivery, and 
addressing living conditions that might contribute 
to distress. Similarly, respondents spoke about the 
role of family supports, because often the family 
is the most direct determinant of an individual’s 
well-being, a sentiment that is also reflected in the 
literature.31 As one participant said:

The family have a right to mental health too, and 
they can benefit from therapies or education. This 
has direct benefit to our beneficiary too. It’s a sort 
of virtuous cycle.

Peer support was also mentioned as a key inter-

vention, because people living with psychosocial 
disabilities might utilize these activities to devel-
op self-efficacy or might find that there are less 
paternalistic forms of support than traditional 
approaches. Peer support initiatives include group 
counseling, the formation of sports teams, and a 
collective to build autonomy and foster self-advo-
cacy through the development of a user-led radio 
show produced and hosted by mental health service 
users. Additionally, a storytelling collaborative 
in the community was mentioned as one means 
through which mental health service users can 
build community. Peer supporters are volunteers in 
both organizations where the study was conducted. 

Medical treatment as a support to psychosocial 
care. HRBAs, in the organizations visited, did not 
emphasize psychotropic medication as a preference 
over psychosocial supports. Instead, the organiza-
tions viewed medical treatment as one of several 
interrelated components of care and as a support-
ive mechanism for conducting other interventions. 
One participant noted:

We know that medicine can be an important thing 
… but we also know that it doesn’t really [achieve 
the objectives] of helping a person live a whole, 
happy, healthy life … For those things, there’s a lot 
more that needs to happen.

The assertion that “there’s a lot more that needs to 
happen” is also borne out in the following quote:

When you go to the clinic, they give you your tablets 
and they send you away. How is that going to help 
me [realize] my rights? I need [the medication] but 
I also need to be able to work.

Education. Initiatives to operationalize the right 
to access to information include educating people 
with psychosocial disabilities as well as educating 
communities. One participant described the nature 
and purpose of these interventions as follows:

Our organization sees the provision of education 
around mental health and the rights of service users 
as an avenue to foster dignity … We do this through 
publications, through radio shows and through 
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direct engagement, sometimes even door-to-door 
engagement.

The use of peer educators is also a useful model 
because it ensures that people with psychosocial 
disabilities become self-advocates and agents of 
change in their communities. One peer educator 
stated:

As a peer educator, I can offer something that 
others can’t. I can speak about the experience from 
a perspective that a doctor can’t. The doctors don’t 
know how alone you feel.

Another key aspect is the incorporation of these 
models into formal mental health training. Sup-
porting mental health training in universities and 
medical colleges can ensure that a human rights 
orientation is embedded in clinical practice. 

Advocating for legal and policy change. Because 
Kenya’s mental health system is in the process of 
transition, there is significant interest among the 
organizations in question to mobilize beneficiaries 
to claim their rights and to develop advocacy strat-
egies to support reforms. One respondent stated:

Our [HRBA] is a bit of a mishmash because we 
think that being involved in the political space is as 
important as being involved in service provision. 
Our goal is to support our clients to become involved 
in these processes themselves.

This suggests that mental health organizations 
providing care and support also naturally advocate 
for the incorporation of HRBAs into broader sys-
tems through, for example, advocacy to promote 
improved resourcing for mental health or to pro-
mote community-based services in the new mental 
health legislation in Kenya.

Building livelihoods and meeting basic needs. 
Respondents were unanimous that supporting 
mental health requires an emphasis on economic 
well-being. One individual noted:

You can’t claim that you care about rights and then 
not pay attention to people’s right to work, or their 

right to learn and become self-sufficient, or their 
right to food. How can anyone be mentally well if 
they have no source of income to feed themselves 
and their families?

Efforts to provide support for receiving an edu-
cation, to provide work opportunities or other 
sources of income, and to promote food security 
can all be important and useful ways in which to 
promote well-being. Another speaker, applauding 
the cultivation of a community vegetable garden 
tended by mental health service users, noted:

The thing that I used to worry about the most, and 
that made me sick was how am I going to feed my 
children? 

Access to justice and fostering accountability. 
Interventions to assist people denied access to 
their property and subjected to exploitation to seek 
redress are seen as part of an HRBA to MHCPS 
in the eyes of some of the interviewees. These in-
terventions are closely aligned with objectives to 
educate people with psychosocial disabilities about 
their rights and to educate judicial officers and 
other officials about the rights of this population. 
In this sense, there is both a service provision and 
an advocacy component to an HRBA to MHCPS. A 
respondent noted:

Our mobilization is about participatory approaches 
to holding government to account … We use various 
means to do so … but our primary goal is to work 
with beneficiaries to claim their own rights.

Internally, efforts to foster accountability are equal-
ly relevant and require critical engagement with 
mental health service users and communities. As 
one respondent noted:

We actively seek out feedback and we use methods like 
informal and anonymous complaints-handling … it 
can be a challenge to implement because people aren’t 
really accustomed to participating in these kinds of 
mechanisms … we are trying to plant the seeds.

Providing care and support that is sensitive and 
receptive to diversity and accommodating of 
difference.
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The provision of gender-, culture-, and lan-
guage-appropriate services is an important way in 
which MHCPS can be rights-based. Participants 
highlighted the specific needs of particular popula-
tions and the potential benefit that a more sensitive 
or diversity-inclusive approach can have. As one 
individual stated:

In the clinic, no one cares whether you are male or 
female, or whether you are Masai or Kikuyu. What 
if I need something [specific] because I am a woman 
or because I am Kikuyu? [The service provider] has 
to be [sensitive] to this.

The way in which organizations go about encour-
aging or implementing diversity-sensitive practices 
is multifaceted, focusing on training of staff to offer 
appropriate supports and to respond to varying 
needs, on building capacity in the organization 
that is diverse itself (including recruiting people 
with psychosocial disabilities), on ensuring access 
to interpreters, and on emphasizing the user-cen-
tered perspective as a means of individualizing the 
supports provided. 

Some participants acknowledged the impor-
tance of culturally appropriate care and support 
but viewed traditional approaches to mental health 
with suspicion, arguing that these interventions 
may actually violate human rights. The following 
quote exemplifies this stance:

Sure, there are traditional services but they are 
problematic to be honest. You hear about people 
being chained and beaten or about their bodies 
being mutilated by these so-called healers.

Faith-based mental health interventions were the 
subject of some disagreement among respondents. 
One participant said:

It’s really difficult to say. I think that churches and 
mosques are essential sources of community, so we 
want to connect with them as much as possible, but 
some of the things you hear that come out of them 
about mental health are really chilling.

The fact that “churches and mosques are essential 
sources of community” is clearly an important 

point and an indication of the ways in which re-
ligious institutions might be partnered with when 
seeking to ensure a holistic approach to MHCPS 
provision. However, the “chilling” occurrences 
in some of these settings lead to the adoption of 
a cautious stance and, at times, to avoidance of 
faith-based models of MHCPS despite the need for 
sensitivity to diversity. This therefore represents a 
considerable dilemma for the implementation of 
HRBAs to MHCPS. 

Stakeholder opinions regarding the contribution 
and efficacy of a rights-based approach to 
mental health
Dignity and self-esteem. Participants highlighted 
the effect of an HRBA on dignity and self-esteem. 
For example, one stated:

The primary purpose and idea behind an [HRBA] 
is this idea of dignity. I know it’s difficult to 
operationalize or quantify, but you see it in the way 
that people live their lives, going back to work or 
advocating in civic spaces or becoming part of the 
organization as peer educators or lay counselors. I 
think you have to apply a bit of a subjective lens and 
say “I know it when I see it.” 

Another participant stated:

When I was just going to the clinic, I would get sent 
home with medication and left alone for another 
month. I don’t think they understand that I want 
to [participate in society]. They think that I can’t or 
maybe they think that I don’t want to.

Importantly, this individual is one of the partic-
ipants who has since become a lay counselor and 
who views this as a testament to the validity of an 
HRBA.

The importance of a focus on social and economic 
determinants. Reducing stigma through commu-
nity awareness-raising and education has been 
shown to contribute to improved mental health 
outcomes.32 This is borne out by the statements of 
participants. One participant stated:

It used to be so depressing hearing people call 
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me mad … I think that [itself] used to make me 
unhappy and then I used to isolate myself more, 
and that used to make me more depressed. Now 
[with the public education campaign], I don’t hear 
those names and I don’t feel so isolated.

Addressing social circumstances can therefore 
contribute substantially to well-being. The same 
is true, according to numerous interviewees, of 
initiatives to address the economic determinants of 
mental health and well-being. In the words of one 
respondent:

I can honestly say that it has changed everything … 
When we started doing these livelihoods programs, 
we found that people participated more and that 
they were becoming well faster and staying well 
longer … it makes sense, because it is actually a core 
[component] of social justice.

Preventive benefits and the benefits (and possible 
limits) of autonomy. Participants also raised the 
contribution of an HRBA as a preventive measure, 
stating that it has the capacity to produce better 
mental health outcomes. This is exemplified by the 
following quote:

I don’t use these five medications anymore. I don’t 
get sick all the time the way I used to. When I 
was going to the hospital, I would get sick all the 
time…Now, I know when I am getting sick, and 
I can [take the necessary steps] to stop it [from 
getting worse].

The effect of the HRBA in this case has therefore, 
been relapse prevention, but it was also highlighted 
that the provision of appropriate information and 
the practice of care in the community may have 
equally beneficial implications. 

Participants noted the substantial benefit to 
users of an autonomous model, based on infor-
mation sharing and self-monitored care, although 
a key unresolved question relates to the subject of 
coercion, as demonstrated by the following quote:

Sometimes you need it, unfortunately…sometimes it 
can’t be avoided…for people who are dangerous or 
who need protection, surely they have a right to be 
protected, and their health is better served that way.

The health effects of coercion are the subject of con-
tinuous debate, not unlike the situation described 
by researchers.33 Even so, as the following quote 
suggests, the benefits of an HRBA can be realized 
even when these contentious questions remain 
without an axiomatic answer:

It’s absurd to say that a rights-based approach 
isn’t being operated because of some very real 
unanswered questions. We do what we know for 
sure, and the things we don’t know, we try to engage 
with.

This also reflects a need for further documentation 
and elaboration of the clinical effectiveness of HR-
BAs and for further engagement with some of the 
complexities of applying this approach in prevail-
ing systems. 

The benefits to mental health service users and 
their families of peer and family supports. HR-
BAs to MHCPS incorporating a peer and family 
support component can aid in the development of 
self-efficacy among participants. This is highlight-
ed as follows:

Now I am healthy myself but I also can help others 
… I wouldn’t know how to help them if it were not 
for [the organization] … I would still be going to 
the hospital and getting told what to do like I am 
a child.

Peer education can be a meaningful way in which to 
foster self-esteem, while contributing to the mental 
health and well-being of others, as illustrated by the 
following quote:

[The peer groups] help me to share my feelings and 
make me think in a way that the clinic never did. 
I think that because of this my mind is more clear 
and I feel more supported.

Similarly, family support systems and services can 
have a direct impact on mental health service users 
while also contributing to more harmonized and 
supportive family systems. This can be a vital way 
to cater to family needs, using interventions such as 
family education, counseling, and caregiver training.
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Empowering mental health service users to be 
self-advocates and to participate in society, in-
cluding civic spaces. Respondents highlighted the 
fact that the ability to participate in society can be 
an indication of agency, which in turn contributes 
to well-being. The following quote illustrates this 
point:

It makes me feel better that I can use my own 
voice rather than asking the doctor or the nurse 
[to speak for me]. 

Beyond this direct benefit to users, speakers 
also highlighted that policies and laws benefit 
significantly from the input of the people most di-
rectly affected by them, in keeping with the right 
to participation in instruments such as the CRPD.34 
Therefore, the benefit of an HRBA is also its con-
tribution to better lawmaking, in the process 
strengthening mental health systems. 

Factors that impede the implementation of 
HRBAs to mental health care and support 
services
Stigma on the basis of psychosocial disability. 
Stigma on the basis of psychosocial disability con-
tinues to be a pervasive challenge, and it has the 
effect of causing mental health to be a neglected 
issue. One participant stated the following:

I don’t think [the government] cares about [mental 
health]. I don’t think it means anything to them 
because it’s seen as a condition of the feeble-minded 
or the bewitched. Even among government officials, 
you hear these beliefs being repeated.

This indicates that stigma contributes significantly 
to the under-prioritization of mental health. With 
respect to HRBAs specifically, these appear even 
more marginalized because there remain segments 
of society who do not believe people with mental 
health conditions should possess the same rights as 
others. This is exemplified by the following quote:

You are talking about human rights and the 
[HRBA], but what happens if my neighbor does not 
think of me as a human being? What happens if my 
doctor does not think of me as a human being?

Lack of resources. Mental health is clearly a neglect-
ed priority, suffering from low levels of investment 
and social and political barriers that can at times 
render it difficult to meet the needs of people with 
psychosocial disabilities. Participants highlighted 
this as a major impediment to the advancement of 
HRBAs to mental health, noting, for example, that

we are talking about decades, perhaps centuries of 
neglect, and about needs that go well beyond the 
rollout of drugs. I don’t think governments and 
funders are willing to admit that.

This speaker suggested that the biomedical ap-
proach was seen as a more cost-effective way to 
address mental health needs because it requires a 
more finite allocation of resources. An HRBA is, in 
the opinion of some, a more substantial ask because 
of the social supports that characterize it. This, 
however, was not a view shared by all participants, 
with one interviewee stating:

Actually I think these community-oriented models 
are actually cheaper to implement. They don’t 
require new investment in hospitals or a lot of 
salaries for highly specialized staff and they aren’t 
asking people to travel for miles and miles to access 
services.

It seems that further clarification is needed to 
consider what the actual resource allocation needs 
are for HRBAs to MHCPS, and whether allocating 
resources in this way is in fact more efficient than 
allocating for large-scale biomedical interventions 
that rely heavily on clinicians trained in models 
developed in the Global North, who may have a 
contribution to make but need not be the only hu-
man resource for health. This speaker also stated:

Even if they are more expensive, that is not the point 
… The point is what is the right thing to do? What 
will create more cohesive and healthier societies in 
the long term? 

Lack of research to support HRBAs. Research to 
establish standards in HRBAs and to build an evi-
dence base to support the implementation of these 
approaches is sorely needed. This is a considerable 
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impediment to the rollout of HRBAs. As one inter-
viewee noted, this problem is particularly acute in 
low- and middle-income countries:

There is very little [documented evidence] to show 
that HRBAs work in settings like Kenya … Even if 
you can show that [HRBAs] are effective, people 
will say it’s because they have all these resources in 
Sweden and Canada that we don’t have here.

Further research to support the implementation of 
HRBAs to MHCPS in the Global South is needed. 
On the subject of monitoring and evaluation specif-
ically, another individual stated:

We want to monitor effectiveness, and we want also 
to improve delivery, but this is costly and technical 
… It’s something we know we need to work on.

Organizational challenges. A number of inter-
related challenges within organizations can have 
the effect of making it difficult to implement and 
further develop HRBAs to MHCPS. These include 
lack of technical capacity and the short lifespans 
of some of these organizations due to funding 
constraints. Additionally, resistance within organi-
zations to certain aspects of an HRBA might be an 
impediment, as illustrated by the following quote:

One of things we are talking about is supporting 
people with these so-called alternative lifestyles … 
transgender people and sex workers and so on … 
ideally we want to ensure that anyone who needs 
a service can get it … but we have to be aware that 
we are [operating] in a society that is conservative.

Factors that support the implementation of 
HRBAs to mental health care and support 
services
Coalition-building. Participants noted that they 
were able to make significant progress in build-
ing a community of practice to engage in HRBAs 
through building coalitions with like-minded or-
ganizations. For example:

There are some other organizations also working in 
this field, and this has had the effect of helping to 
create a coalition … It makes advocacy easier.

In this way, organizations that share an interest in 
HRBAs to mental health can act as partners. Even 
so, interviewees acknowledged that this was not 
always the case, particularly when competition for 
resources is acute. 

Self-advocacy by mental health service users. 
Respondents noted that a significant supportive 
factor in developing and advocating for HRBAs to 
MHCPS services is the fact that these services are 
preferred and argued for by mental health service 
users themselves, as highlighted by the following 
quote:

I think there is no more powerful tool to advocate 
for HRBAs to mental health than having someone 
who has used such a service state unequivocally 
that it is the best way.

Ultimately, it seems that this enthusiasm for self-ad-
vocacy may also be somewhat tempered by doubts 
about the receptiveness of policy makers. Another 
participant stated:

When I share my story, I think sometimes they are 
surprised … It makes them notice, but I wonder 
what happens after they have noticed.

Discussion

This research project identified key principles of 
HRBAs to MHCPS based on the perspective of 
stakeholders themselves. These guiding principles 
form the basis for an ethos that underpins HRBAs. 
The results have also demonstrated that while the 
guiding principles of numerous definitions of an 
HRBA are indeed useful as overarching themes, 
there is a need to add particularized context to 
those principles and to engage with the actual 
interventions that might be said to operationalize 
them. In keeping with criticism of many definitions 
of HRBAs “privileging consensus over specificity” 
and their general nature that makes them “difficult 
to operationalize,” the results show that it is in the 
interventions described and the actual program-
ming contemplated that HRBAs become more 
implementable, making standardization for good 
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practice possible.35 
This study also focused on the key contribu-

tions that an HRBA to MHCPS can make, including 
a clear orientation toward dignity and autonomy, 
toward prevention, and toward the self-efficacy of 
mental health service users. Impediments to imple-
mentation—such as the need for further research, 
stigmatization among policy makers, and the lack 
of sustainable financing—were also highlighted by 
participants. At the same time, there were some en-
couraging signs related to the strengthening of user 
voices, opportunities for coalition-building, and 
a sense that while it is not clear whether HRBAs 
might be considered more or less cost-effective, 
they are unequivocally the “right thing to do.”

The findings of this study offer useful insight 
into the potential challenges and opportunities in 
low-resource settings, but the small sample size 
and geographical limitation to Kenya mean that the 
transferability of these findings might be limited. 
Circumstances such as cultural norms, provisions 
in law and policy, and social attitudes toward 
mental health might be substantially different in 
other settings, despite their low-resource status. 

For this reason, multiple studies across contexts are 
needed. Tensions related to the role of coercion and 
the place of traditional and faith-based modalities 
in HRBAs have also been highlighted here, sug-
gesting that further research would be warranted 
to capture nuances that were not possible in our 
study. A longitudinal study that seeks to establish 
the impact of HRBAs over time would also be an 
essential addition. Alongside an examination of the 
practice of HRBAs to MHCPS, there is arguably a 
need for an interrogation of the perception of these 
approaches among policy makers and funders to 
consider ways in which buy-in for them might be 
fostered. 

What is made clear by our study is that an 
HRBA to MHCPS requires more than merely the 
elucidation of principles—it requires a clear sense 
of interventions to operationalize those principles 
and a strong understanding of local context. As 
more information is gathered and more practices 
are documented, the content of HRBAs to MHCPS 
will likely become more clear, and their contribu-
tion will be foregrounded. A necessary step will 
then also be the development of sound indicators, 

INTERVENTIONS
KEY
PRINCIPLES

Q
uality, affordable m

ental health 
care and psychosocial support

Education

M
edical treatm

ent as a support to 
psychosocial care

Providing care and support that is 
sensitive and receptive to diversity 
and accom

m
odating of difference

C
om

m
unity, peer, and fam

ily 
supports

Building livelihoods and m
eeting 

basic needs

A
dvocating for legal and policy 

change

A
ccess to justice and fostering 

accountability

Mental health as a human right and the right to 
access mental health care
A focus on dignity and autonomy
Access to information
A user-centered and directed approach
Right to family life and life in the community
Prevention and the need to focus on the 
social, economic, cultural, spiritual, and legal 
determinants of well-being
Accountability

 
Table 2. Key principles of a rights-based approach to mental health care and the interventions that can operationalize them
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appropriate impact assessment, and refinement 
to ensure that mental health service users benefit 
from monitoring and evaluation.36 As a field where 
human rights concerns have been so pervasive, 
this should be welcomed and supported. This is 
true now more than ever, as policy makers and 
practitioners around the world grapple with the 
ramifications of the COVID-19 pandemic and seek 
out ways to imagine healthier, more equitable, and, 
ultimately, more just societies.
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