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mental health and inequity: a human 
rights approach to inequality, 
discrimination, and mental disability 

Jonathan Kenneth Burns

abstract

Mental disability and mental health care have been neglected in the discourse around 
health, human rights, and equality. This is perplexing as mental disabilities are perva-
sive, affecting approximately 8% of  the world’s population. Furthermore, the experi-
ence of  persons with mental disability is one characterized by multiple interlinked 
levels of  inequality and discrimination within society. Efforts directed toward achieving 
formal equality should not stand alone without similar efforts to achieve substantive 
equality for persons with mental disabilities. Structural factors such as poverty, inequal-
ity, homelessness, and discrimination contribute to risk for mental disability and impact 
negatively on the course and outcome of  such disabilities. A human rights approach to 
mental disability means affirming the full personhood of  those with mental disabilities 
by respecting their inherent dignity, their individual autonomy and independence, and 
their freedom to make their own choices. A rights-based approach requires us to exam-
ine and transform the language, terminology, and models of  mental disability that have 
previously prevailed, especially within health discourse. Such an approach also requires 
us to examine the multiple ways in which inequality and discrimination characterize 
the lives of  persons with mental disabilities and to formulate a response based on a 
human rights framework. In this article, I examine issues of  terminology, models of  
understanding mental disability, and the implications of  international treaties such 
as the United Nations Convention on the Rights of  Persons with Disabilities for our 
response to the inequalities and discrimination that exist within society — both within 
and outside the health care system. Finally, while acknowledging that health care profes-
sionals have a role to play as advocates for equality, non-discrimination, and justice, I 
argue that it is persons with mental disabilities themselves who have the right to exercise 
agency in their own lives and who, consequently, should be at the center of  advocacy 
movements and the setting of  the advocacy agenda.

introduction

On October 3, 2008, The Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act was signed into law in the United 
States. This legislation introduced parity for mental health coverage for 
the first time in large group health insurance plans.1 Theoretically, this 
brought an end to a system in which it was legal for insurers to limit care 
for mental health and substance abuse conditions and to require patients 
to pay more out-of-pocket costs than are required for other medical con-
ditions.2 The Act has been hailed as a progressive step toward removing 
inequities in access to and affordability of  mental health care. At a politi-
cal and public level, this may reassure those who live with serious mental 
disabilities and those who campaign for equality. The reality, however, is 
that the significant array of  parity provisions at both the state and national 
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levels constitute a major barrier for service users and 
clinicians in realizing real equality as an outcome of  
this legislation. The Act allows health insurers to 
determine which mental health and substance use 
conditions they will cover, to define for what condi-
tions coverage is “medically necessary,” and to gain 
exemption from the law if  providing mental health 
and substance use coverage increases their costs by 
2% or more in the first year or by 1% or more in 
subsequent years. Furthermore, as Richard G. Frank, 
a health economist at Harvard Medical School, has 
observed, people with serious mental disabilities such 
as schizophrenia require many services, including 
psychosocial and occupational rehabilitation services, 
which are crucial to their recovery but are not pro-
vided for by the Act.3 

Thus, legislation may be enacted to reduce or eradi-
cate inequalities in health care, but statutes on their 
own often introduce only “formal equality” — that 
is, the law treats all individuals or health conditions 
alike. This is a superficial and deceptive form of  
equality, however, as there are many social, economic, 
and political factors at play that obstruct the trans-
lation of  a law into the real, individual experience 
of  equality. Formal equality alone gives an illusion 
that all are equal and that fairness exists, without 
addressing underlying inequalities in power, access, 
and socioeconomic and political circumstances.4 In 
this way, formal equality alone tends to perpetuate 
discrimination and inequality because it often fails 
to address real inequality in circumstances. Under a 
seemingly progressive veneer of  respectability, dis-
parities grow unchecked as public advocacy groups 
relax their activist efforts. Thus, far from bringing 
about progressive change, the introduction of  equal-
ity legislation can have reactionary effects, exacerbat-
ing existing disparities in health access and care. 

Within the human rights framework, it is imperative 
that we strive to achieve “substantive equality,” defined 
here as equality of  opportunity, within the context of  
structural inequalities present in society. This means 
that circumstances that prevent the individual from 
achieving equality of  opportunity must be addressed 
and that barriers to access and empowerment must 
be removed. Within health care, substantive equality 
does not guarantee equality of  treatment outcomes, 
but it does guarantee equality of  opportunity in try-
ing to achieve those best outcomes.5 

Mental disability and mental health care are surpris-
ingly overlooked within the global discourse on health 
equality, and mental health has always appeared to be 
a side issue in both the public and academic health 
debate.6 There appears to be social distaste for issues 
pertaining to mental health and disability. 

A significant exception to this attitude was the adop-
tion of  the United Nations Convention on the Rights 
of  Persons with Disabilities on December 13, 2006.7 
The Convention was negotiated during eight sessions 
of  an Ad Hoc Committee of  the General Assembly 
from 2002 to 2006. To date, there have been 140 
signatories to the Convention (with 59 ratifications) 
and 83 signatories to the Optional Protocol (with 37 
ratifications). The Convention is intended as a human 
rights instrument with an explicit social development 
dimension: 

It marks a “paradigm shift” in attitudes 
and approaches . . . from viewing per-
sons with disabilities as “objects” of  
charity, medical treatment and social 
protection towards viewing [them] as 
“subjects” with rights, who are capable 
of  claiming those rights and making 
decisions for their lives based on their 
free and informed consent as well as 
being active members of  society.8 

The Convention is broadly inclusive in terms of  what 
is defined as disability, stating that “[p]ersons with 
disabilities include those who have long-term physi-
cal, mental, intellectual or sensory impairments which 
in interaction with various barriers may hinder their 
full and effective participation in society on an equal 
basis with others.”9 Thus, the Convention constitutes 
a significant global commitment to a human rights 
framework in which issues of  achieving substantive 
equality and the full and unfettered rights of  persons 
with disabilities are placed at center-stage. 

The importance of  this Convention (as well as that 
of  other recent regional declarations on mental dis-
ability) cannot be underestimated; mental disabilities 
are pervasive, common, and responsible for a sig-
nificant proportion of  disability, suffering, mortality, 
and lost productivity in human society. The social 
and economic “burden” borne by individuals, their 
families, their communities, and nations due to men-
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tal disability is enormous.10 Co-morbidity with physi-
cal illness and substance abuse is considerable.11 The 
relationship between mental disability and poverty, 
income inequality, social dislocation and alienation, 
and homelessness is well supported by growing evi-
dence.12 Mental disability impacts education, social 
behavior, economic productivity, and cultural norms. 
Moreover, in the treatment of  such conditions as 
HIV/AIDS and drug-resistant tuberculosis, mental 
disability is associated with high-risk behavior, poor 
treatment adherence, and inability to access care. In 
short, mental disability is a protean phenomenon 
whose often hidden tentacles extend into multiple 
areas of  human experience and functioning. And yet, 
in both high-income countries (HICs) and low- and 
middle-income countries (LMICs) throughout the 
world, mental health care is a low priority, receiv-
ing stunted budgets, inadequate resources, and little 
attention from government.13 Globally, the integra-
tion of  mental health into primary care is still in its 
infancy, while the skills, knowledge, and confidence 
of  generalist health practitioners in managing men-
tal disability are pitiful.14 In most countries, the level 
of  mental health and substance use education and 
knowledge within the general public is minimal, if  
not negligible. Inequalities in mental health service 
development, provision, and access exist at all levels 
and in different contexts.15

The care, treatment, rehabilitation, and full integra-
tion of  persons with mental disabilities is a complex 
challenge that cannot be met through the narrow 
confines of  a purely biomedical or even public health 
model. The social, economic, cultural, and political 
factors that interact with innate and acquired biologi-
cal processes in the genesis, course, and outcome of  
mental disabilities cannot be ignored in striving for 
equality. Efforts to improve global mental health will 
fail dismally if  they are limited to the development of  
new drugs and therapeutic interventions. Likewise, 
attaining full human rights for persons with mental 
disabilities will never be achieved through a reliance 
on public health system reform alone. 

Importantly, a human rights approach to mental dis-
ability requires a paradigm shift, as the Convention 
articulates, away from a public health approach in 
its conventional sense. A public health approach is 
inadequate, as it serves to reinforce paternalism and 
charity in identifying mental disability as a medical 

issue necessitating a medical “solution.” It views 
mental disability as a health issue only, requiring a 
health services response. In contrast, a rights-based 
approach to mental disability means acknowledging 
the social, economic, and political forces that result 
in the disability experienced by people with impair-
ments. It also means ensuring that the principle of  
participation, as well as leadership by persons with 
disability in advocacy for substantive equality, is key 
to any international or domestic efforts to redress 
the inequalities and discrimination that exist in soci-
ety. For health professionals involved in efforts to 
achieve real equality, a clinical role alone is ineffective. 
Instead, clinical expertise must be complemented by 
a commitment to an activist agenda in partnership 
with persons with mental disabilities — an agenda 
focused on bringing about change to the structural 
inequalities within social, economic, and political life 
that prejudice mental health, promote social exclu-
sion, and retard recovery from mental disability. 

terminology and models of mental 
disability

The institutionalized medical language of  mental dis-
ability is, at best, pejorative and situates mental con-
ditions squarely within an individual disease frame-
work. Terms such as “mental disease” and “mental 
disorder” construct psychological, emotional, and 
behavioral conditions as innate, biological, pathologi-
cal states independent of  socioeconomic, cultural, 
and political context. Likewise, the prevailing medical 
model of  mental disability — which defines disability 
as an individual’s “restriction in the ability to perform 
tasks” and handicap as “the social disadvantage that 
could be associated with either impairment and/
or disability” — serves to establish a direct causal 
relationship between individual impairment and dis-
ability.16 In contrast, the social model of  disability, 
theorized by disabled activist and scholar Michael 
Oliver, views disability as something imposed upon 
persons by an oppressive and discriminating social 
and institutional structure and that is over and above 
their impairment.17 

While the social model has characterized the disabil-
ity movement and has been adopted as a basis for a 
human rights approach to disability, it is not beyond 
critique. For example, the British medical sociolo-
gist, Michael Bury, adheres to what he calls a socio-
medical model of  disability in which he reaffirms the 
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experience, and outcome of  mental disabilities. The 
following discussion details how substantive inequality 
and discrimination characterize the manifestation and 
experience of  mental disability in society as well as the 
provision of  mental health care. While this analysis is 
intended to have global relevance, it contains an over-
representation of  data from the United States. This is 
not because that nation is alone in experiencing the 
inequalities cited, but rather, it is a reflection of  the 
fact that significant research has been conducted in 
this field within the US, while there is a relative paucity 
of  evidence available from other countries.

Unequal prevalence due to structural inequalities
In recent years it has become apparent that the 
prevalence of  a number of  mental disabilities varies 
in relation to social and economic disparities within 
societies. For example, systematic reviews show dif-
ferences in both the prevalence and incidence of  
schizophrenia in relation to variables including urban 
versus rural status, social class, migration, unemploy-
ment, homelessness, and income inequality.21 In the 
case of  schizophrenia, social and economic factors 
mediate expression of  the condition in biologically 
vulnerable individuals.22 Such is the extent to which 
these factors impact negatively upon both the onset 
and outcome of  schizophrenia that Brendan Kelly 
has invoked Paul Farmer’s concept of  “structural 
violence” in relation to this illness.23 Kelly argues that 
social, economic, and political factors such as poverty 
and income inequality “shape both the landscape of  
risk for developing [schizophrenia] and the context 
in which health-care is provided.”24 He maintains 
that these forces constitute a form of  “structural 
violence” that impacts the development and course 
of  schizophrenic illness. Common mental disabilities 
such as anxiety, depression, and substance abuse also 
show an increased prevalence in relation to social 
class, unemployment, low income, homelessness, 
poverty, and income inequality.25 This means that 
individuals, families, and communities that occupy 
lower social classes, that are experiencing high levels 
of  unemployment, and that are living in poverty also 
bear the burden of  increased risk for mental disability 
along with all of  its associated consequences. With 
respect to income inequality, it appears that health 
depends not just on personal income but also on the 
incomes of  others in the society.26 While individual 
rank within the income distribution is undoubtedly 
important, it is clear that a large rich–poor gap within 

reality of  impairment in contributing to disability.18 
In addressing the “causality” of  mental disability, I 
am inclined to agree with Bury. Research has largely 
discredited a strict social model view of  the causal-
ity of  serious mental disability associated with such 
conditions as schizophrenia and bipolar illness to 
instead support a significant role for genetic and 
other biological factors in conferring vulnerability to 
these conditions. Importantly, this integrated, or mul-
tifactorial, view of  the genesis of  mental disability 
does not support the traditional medical or individual 
model either. In other words, a critique of  the social 
model does not imply a return to the strict medical 
model that it superseded. Instead, what is consistent 
with current evidence from both the biological and 
sociological fields of  research is a model of  mental 
disability that integrates biological and social (as well 
as cultural and political) factors in establishing cause 
for these conditions. 

The concept of  “impairment” is not straightforward 
here. In terms of  mental disabilities, impairment can-
not be understood as a fixed structural or mechanical 
“abnormality” or “departure from human normal-
ity,” as Lorella Terzi expresses it.19 Innate or acquired 
genetic or biological factors associated with the ori-
gins of  serious mental disabilities are not fixed impair-
ments in the sense that blindness and spinal paralysis 
are. Rather, these factors exist as “vulnerability fac-
tors” — rendering the individual susceptible to psy-
chosocial and environmental factors within society. 
Structural environmental forces act in concert with 
innate or acquired vulnerability factors over time to 
give rise to illness and disability. Complex reciprocal 
gene-environment interactions throughout neurode-
velopment, involving both environmental mediation 
of  gene expression and genetic influence over indi-
vidual responses to environmental stressors, lie at the 
heart of  most mental disabilities.20 

multiple levels of inequality and 
discrimination

A rights-based approach to mental disability needs to 
be informed by a clear analysis of  the multiple levels 
of  inequality and discrimination that exist in relation 
to individuals with mental disabilities both within and 
outside the health system. In a sense then, a “situa-
tion analysis” is required to illustrate the clear links that 
exist among social, economic, political, and cultural 
aspects of  the environment and the origin, personal 
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are discriminated against in terms of  their access to 
mental health services and appropriate treatments.32 
Margarita Alegría and colleagues reported that of  
those who had depressive disorder in the previous 
year, more African Americans (59%), Latinos (64%), 
and Asians (69%) received no mental health treatment 
for depression compared with non-Latino whites 
(40%), while Daniel Rosen and colleagues found 
that nearly a quarter of  white women (23%) with a 
mental disability received treatment as opposed to 
only 9% of  African American women.33 In a sample 
of  patients with schizophrenia living in the com-
munity, Richard Van Dorn and colleagues reported 
that significantly fewer African American patients 
had received atypical antipsychotics (the preferred 
therapy) than their white counterparts.34 Disparities 
in access to mental health services also exist with 
regard to gender. Women of  low socioeconomic sta-
tus have been shown to be at particular disadvantage 
in accessing mental health care, and there are clear 
barriers to accessing alcohol and substance abuse ser-
vices for women compared with men.35 Furthermore, 
women diagnosed with borderline personality disor-
der encounter significant stigma and denial of  access 
to optimal mental health care in comparison with 
women with other psychiatric diagnoses.36 There is a 
significant body of  literature exploring the prejudices 
and discrimination that underlie the apparent gender 
bias in the diagnosis of  this stigmatized “disorder.”

Unequal service access due to a diagnosis of  mental 
disability 
In many contexts in both HICs and LMICs, the 
diagnosis of  mental disability itself  creates a barrier 
for individuals in terms of  future access to health 
care. Both real and perceived prejudice against the 
mentally disabled within the health sector is a potent 
barrier to accessing care. Graham Thornicroft argues 
that factors increasing the likelihood of  treatment 
avoidance or delay before presenting for care include 
lack of  knowledge about the features and treatability 
of  mental disabilities, ignorance about how to access 
services, prejudice against people who have mental 
disability, and expectations of  discrimination against 
people who have a diagnosis of  mental disability.37 
There is good evidence that real prejudices do exist 
within the health sector toward providing care for 
those with mental disabilities.38 Within some coun-
tries, the mentally disabled are still treated in abusive 
health care environments.39 There is also evidence 

a community is bad for everyone in that community 
regardless of  rank, not just for those at the bottom. 

Unequal service access due to structural inequalities
Social and economic factors may serve as barriers 
to accessing mental health services in high-income 
countries as well as low- and middle-income coun-
tries. A community survey in the US (a high-income 
country), for example, reported that low-income 
individuals cited financial barriers to accessing care. 
However, this was not the case in the Netherlands or 
in Canada, both HICs, where economic disparities and 
income inequality are lower.27 Also in the US, a house-
hold survey of  adolescents found that those of  low-
income status reported far more structural barriers to 
accessing mental health services than did their middle- 
and high-income counterparts.28 In LMICs, the impact 
of  socioeconomic factors is likely to be greater. 

The “treatment gap” (that is, the absolute difference 
between prevalence and percentage treated) for men-
tal disabilities is significant worldwide and is due to 
a number of  factors, including lack of  knowledge 
about mental disabilities, stigma, lack of  service avail-
ability, and socioeconomic barriers to accessing avail-
able services.29 An earlier study in Belize, for example, 
reported that 63% of  individuals with schizophrenia, 
89% of  individuals with affective conditions, and 
99% of  individuals with anxiety conditions were 
untreated.30 The World Health Organization Mental 
Health Survey conducted in 14 countries found that 
76–85% of  individuals with serious mental disabili-
ties in LMICs received no treatment, while 35–50% 
of  those in HICs received treatment.31 Clearly, lack 
of  treatment cannot be attributed solely to socioeco-
nomic barriers to access — other likely reasons have 
already been mentioned. However, within LMICs 
like South Africa, it is patently obvious that poverty, 
disempowerment, and inadequate health education 
impede access to care. In such countries with high 
poverty and unemployment rates, those in need often 
cannot afford medical fees, the medicines prescribed, 
or the transport to convey them to clinics and hos-
pitals. In such contexts, it is glaringly apparent how 
social and economic inequities lead to inequalities in 
access to care.     

Unequal service access due to race, ethnicity, and gender
Racial and ethnic minorities in the United States 
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productive employment and social reintegration.

Unequal funding, resource provision, and protection 
from abuse across nations     
Low- and middle-income countries, which arguably 
support the bulk of  the burden of  mental disabil-
ity, tend to spend less on mental health services than 
HICs. For example, of  the 19 African countries for 
which data are available, 15 spend less than 1% of  
their health budgets on mental health.42 An additional 
inequality is the fact that it is very often the poorest 
people in the poorest countries who are required to 
make out-of-pocket payments for mental health care 
as their governments have made little or no provision 
for public funding of  mental health services.43 Table 
1 presents a comparison of  the proportion of  health 
budgets spent as well as the main method of  funding 
for mental health among high-, upper middle-, lower 
middle-, and low-income countries. With respect 
to human resources, LMICs experience far greater 
shortages of  mental health professionals than HICs. 
The average number of  psychiatrists in HICs, for 
example, is 10.5 per 100,000 population, as opposed 
to low-income countries (LICs), where the average 
number is 0.05 per 100,000.44 The vast majority of  
HICs have established community mental health 
services, but only half  of  LMICs have this critical 
resource for mental health care.45 Furthermore, 20% 
of  countries (all in the “developing world”) do not 
have basic antidepressant and antipsychotic medi-
cations available within their public health services, 
while the majority of  LICs do not provide basic 
psychological therapeutic services for their citizens. 
Finally, whereas almost all high- and upper middle-
income countries have legislated against abuse of  the 
mentally disabled (both within and outside health 
care facilities), there are a significant number of  

that the mentally disabled receive unequal treatment 
for co-morbid physical disorders in comparison to 
their mentally well counterparts — meaning that a 
diagnosis of  mental disability increases an individu-
al’s risk of  a poor outcome for co-morbid physical 
illness.40 Real and perceived discrimination contrib-
ute significantly to non-treatment, delays in accessing 
treatment, treatment non-adherence, and, ultimately, 
poorer outcomes. 

Unequal funding and resource provision for mental 
versus physical disabilities
Globally, government funding for mental health ser-
vices is disproportionately low compared with the 
burden of  mental disability. Despite the fact that 
mental and substance use disabilities account for 
12% of  the global “burden” of  disease, more than 
two-thirds of  the world’s population lives in countries 
that spend less than 1% of  their total public sector 
health budget on mental health services.41 Similarly, 
in many regions of  the world, human resources for 
mental health care are severely limited in compari-
son with human resources for physical health care. 
Many countries, in both high-income and low- and 
middle-income contexts, report serious shortages of  
psychiatrists, psychologists, psychiatric nurses, and 
other mental health care professionals. This inequal-
ity in funding and service provision, in the face of  the 
major burden of  mental disability, represents global 
discrimination against mental disability and its care at 
the level of  policy makers, health planners, and gov-
ernments. Discriminating against those with mental 
disabilities by failing to pay for and provide care is 
particularly shortsighted as there are many effective 
and cheap interventions available that can be highly 
cost-effective in preventing co-morbidity, reducing 
disability, and returning mentally ill individuals to 

Income Group Mean percentage of  the 
health budget spent on 
mental health (%)

Primary method of  financing mental health care
(% countries)
Tax-based/Social
Insurance

Out-of-pocket/
Private Insurance

High Income 7.0 96 4
Upper Middle Income 3.8 100 0
Lower Middle Income 2.4 78 22
Low Income 2.1 48 52
Table 1. A comparison of  the proportion of  health budgets spent on mental health as well as the main 
method of  funding for mental health between high-, upper middle-, lower middle-, and low-income 
countries. Calculated from data in World Health Organization, Atlas: Country profiles on mental health resources 
(Geneva: WHO, 2005).  Available at http://www.who.int/mental_health/evidence/atlas/.
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The right to movement, mobility, independent •	
living, and full inclusion within the community 
including full access to and participation in cul-
tural life, recreation, leisure, and sport;  
Freedom of  expression and opinion, access to •	
information, and full participation in political 
and public life;
Respect for privacy, for the home and the family, •	
including the freedom to make decisions related 
to marriage and parenthood;
The right to equal education, work, and employ-•	
ment including the full accommodation of  indi-
vidual requirements;
The right to health, habilitation, and rehabilita-•	
tion;
The right to an adequate standard of  living, suit-•	
able accommodation, and social protection.49 

With respect to mental disability, how does this 
framework inform our response to the inequities and 
discrimination present at multiple levels of  society 
and mental health care? Specifically, if  we take these 
principles and rights and apply them to the global 
“situation analysis” presented in the previous section, 
what actions are required to transform our societies 
so that persons with mental disabilities experience 
full equality, an end to discrimination, and full rec-
ognition of  their personhood? I would propose that 
such an action plan at national as well as local levels 
include the following components:

The development of  a strong advocacy movement, led 1.	
by persons with mental disabilities. Repeatedly it has 
been shown that “user-led” advocacy around 
issues of  legal reform, services development, 
and societal transformation has been most effec-
tive in ending discrimination and stigmatization 
and achieving human rights for specific minority 
communities.50

Legislative reform to abolish discrimination, to outlaw 2.	
abuse and exploitation, and to protect personal freedom, 
dignity, and autonomy. Civil commitment laws that 
deprive individuals of  their freedom “must pro-
vide for minimum substantive and procedural 
protections that protect mentally ill individuals’ 
fundamental agency.”51 In addition, such laws 
should guarantee the rights to counsel, appeal, 
and review in relation to involuntary commit-
ment as well as redress for violations. As men-
tally disabled persons may not be in a position 
to safeguard their personal rights while unwell, 

lower middle- and low-income countries in which 
no such legislation has been passed. While it is con-
ceded that legislation does not necessarily equate to 
an absence of  abuse of  the mentally disabled, it is 
nevertheless likely that a complete absence of  legal 
protection is associated with more frequent occur-
rences of  abuse. Certainly this has been the case in 
a number of  LMICs without adequate mental health 
care legislation.46 

a human rights approach to inequality 
and discrimination in relation to 
mental disability

The UN Convention sets out a framework for a 
rights-based approach to disability and in doing so 
“calls for changes that go beyond quality of  care 
to include both legal and services reforms” and 
“demands that we develop policies and take actions 
to end discrimination in the overall society that has 
a direct effect on the health and well-being of  the 
[mentally] disabled.”47 The Convention sets out a 
number of  guiding principles:

Respect for inherent dignity, individual auton-•	
omy including the freedom to make one’s own 
choices, and independence of  persons;
Non-discrimination;•	
Full and effective participation and inclusion in •	
society; 
Respect for differences and acceptance of  per-•	
sons with disabilities as part of  human diversity 
and humanity;
Equality of  opportunity;•	
Accessibility;•	
Equality between men and women; •	
Respect for the evolving capacities of  children •	
with disabilities and respect for the right of  chil-
dren with disabilities to preserve their identities.48

In addition to these principles, the Convention high-
lights the importance of  a number of  related rights. 
These include the following: 

Equal recognition before the law, access to jus-•	
tice, and legislative reform to abolish discrimina-
tion in society; 
Awareness-raising to educate society, combat •	
prejudices, and promote awareness of  the capa-
bilities of  persons with disabilities;
The right to life, liberty, and security of  person •	
including freedom from degrading treatment, 
abuse, exploitation, and violence;
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based on ethnicity, race, gender, and age within 
health services. Finally, education campaigns and 
programs on mental disability and the rights of  
mentally disabled persons should be conducted 
on an ongoing basis within all health services. 

Removal of  barriers to accessing social, family-related, 7.	
accommodation, educational, occupational, and recre-
ational opportunities and to full participation for persons 
with mental disabilities. Legislative reforms, as well 
as public and institutional education campaigns 
and programs, should be implemented at nation-
al and local levels to remove these barriers to 
access, to eradicate stigma, and to ensure the full 
participation of  persons with mental disabilities. 
Suitable accommodation is a fundamental right 
as enshrined in the Convention, and domestic 
policies, planning, and legal reform need to be 
informed by an acknowledgement of  this right. 

Service systems reform to move away from institutional 8.	
care toward providing treatment, care, rehabilitation, 
and reintegration within the community. As Alicia Ely 
Yamin and Eric Rosenthal state, “From a human 
rights perspective, people are entitled to live in 
and receive care in the community not because 
it is more efficient, but because all human beings 
develop their identities within social contexts, and 
have rights to work and study, as well as be with 
family and friends.”56 Furthermore, planning and 
decision-making power related to care in the com-
munity needs to be transferred to “the individuals 
and communities that the health system is sup-
posed to serve.”57 This means the integration of  
“users” and family members into both national 
and local decision-making structures.

conclusion

Mental disability and mental health care have been 
neglected in the global debate on health, human 
rights, and equality. Within the mental health field 
itself, much of  the debate has been at a theoretical 
level, with a focus on stigma concepts and attitudes 
rather than on acts of  discrimination and on strate-
gies to change behavior.58 Graham Thornicroft and 
Aliya Kassam argue that stigma research in this field 
is, to some extent, “beside the point” as it tends to 
have focused on “hypothetical rather than real situa-
tions, shorn of  emotions and feelings, divorced from 
context, indirectly rather than directly experienced, 
and without clear implications for how to intervene 

there should be a mechanism for active moni-
toring and enforcement of  such rights. In South 
Africa, for example, the Mental Health Care Act 
(2002) legislated for the establishment of  inde-
pendent regional “review boards” that are tasked 
with Ombuds office functions.52      

Legislative reform to enforce equality of  opportunity, 3.	
access, and participation in all aspects of  life. While 
health-related legislative reform is important, 
this must be accompanied by legal measures 
aimed at rectifying inequalities and discrimina-
tion that exist with respect to the mentally dis-
abled in social, economic, and political facets of  
society. Substantive equality requires attention to 
the social context that contributes to the origin 
of  mental disabilities as well as to the use of  
mental health services by individuals.

Inclusion of  mental disability on the agenda of  devel-4.	
opment programs and targets such as the Millennium 
Development Goals. At international, national, 
and regional levels, mental disability rights and 
“needs” must be included in programs aimed 
at achieving development targets and alleviat-
ing poverty and inequality — especially within 
LMICs.

Mental health and social services reform with equi-5.	
table funding for resources, infrastructure, and program 
development. Governments should be pressured 
to heed growing calls for the scaling up of  
health and social services relevant to mental 
disability as well as increased budget alloca-
tions for mental health.53 Signatories to the UN 
Convention and its Optional Protocol must be 
held accountable in terms of  their domestic 
planning. The establishment of  the Committee 
on the Rights of  Persons with Disabilities as 
a monitoring organ means that citizens of  
States party to the Convention have a means 
of  reporting local violations of  the Convention 
and obtaining redress.54 

Removal of  barriers to health services access encountered 6.	
by persons with mental disabilities. Legal reforms 
such as The Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act 
are required within most nations to remove finan-
cial barriers to accessing services for those with 
mental disabilities.55 Legislation is also required 
to enforce equality and outlaw discrimination 
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the historical background of  this legislation, see C. 
L. Barry, “The political evolution of  mental health 
parity,” Harvard Review of  Psychiatry 14 (2006), pp. 
185–194.

2.	 With respect to mental health, substance abuse 
conditions include a spectrum ranging from prob-
lematic abuse of  alcohol and drugs to addiction to 
so-called “dual diagnosis” conditions (co-incidental 
substance abuse and mental disability where each 
compounds the negative impact of  the other.) 

3.	 Harvard Medical School (see note 1).

4.	 See S. Day and G. Brodsky, “Women’s equal-
ity: The normative commitment,” in S. Day and G. 
Brodsky (eds), Women and the equality deficit: The impact 
of  restructuring Canada’s social programs (Ottawa: Status 
of  Women Canada, 1998), pp.43–78. Available at 
http://dsp-psd.pwgsc.gc.ca/Collection/SW21-32-
1998E-1.pdf.

5.	 See Factum of  the intervenor, Canadian Council of  
Disabilities, Part III (Point 6.) Available at http://www.
ccdonline.ca/en/humanrights/promoting/andrews.

6.	 For example, mental health is notably absent 
from the Millennium Development Goals (MDGs). 
For a critique, see J. J. Miranda and V. Patel, 
“Achieving the millennium development goals: 
Does mental health play a role?” PLoS Medicine 2/10 
(2005), pp. 962–965. Miranda and Patel have pointed 
out that even though mental disability impacts, both 
directly and indirectly, many areas of  social and eco-
nomic life, mental health is completely absent from 
the MDGs. They provide evidence linking mental 
health directly to three of  the MDGs — the eradica-
tion of  extreme poverty and hunger, the reduction 
of  child mortality, and the improvement of  maternal 
health. However, if  one considers the numerous 
effects of  mental disability on social and economic 
development at the individual and community levels, 
then it is apparent that combating mental disabilities 
and reducing the morbidity associated with mental 
disabilities must contribute to the realization of  
almost all of  the MDGs. The omission of  mental 
health from the MDG agenda is a good example of  
the inequality and discrimination that exists within 
the health and development discourse itself.

7.	 The UN Enable website was established to 
report all aspects of  the treaty and contains infor-
mation on the guiding principles, entry into force, 
signatories, and monitoring of  the Convention, as 

to reduce social rejection.”59 They call for a shift of  
focus from stigma to discrimination as this would 
place the mentally disabled in a position of  parity 
with respect to anti-discrimination legislation and the 
human rights agenda. 

The development of  mental health policy and leg-
islation within countries that have not established 
formal equality for mental disability is indeed a pri-
ority, and there are a number of  global institutions 
actively engaged in this task.60 While highly necessary 
and laudable, these efforts to achieve formal equal-
ity should not stand alone, without similar advocacy 
focused on the achievement of  substantive equality 
for persons with mental disabilities. Real life factors 
such as poverty; illiteracy; income inequality; home-
lessness; war and displacement; discrimination based 
on ethnicity, race, and gender; social exclusion; stig-
ma; and abuse all impact the mentally ill individual’s 
ability to access services and realize full personhood 
within their communities. These factors also play a 
role in enhancing individual risk for mental disabili-
ties, and so, too, they act to hinder recovery and rein-
tegration into social and occupational life. 

A rights-based approach to mental disability means 
domesticating treaties such as the United Nations 
Convention on the Rights of  Persons with Disabilities. 
Using the framework of  this convention and others 
like it, it is possible to formulate an active plan of  
response to the multiple inequalities and discrimina-
tion that exist in relation to mental disability within 
our communities. While health care professionals 
arguably have a role to play as advocates for equal-
ity, non-discrimination, and justice, it is persons with 
mental disabilities themselves who have the right to 
exercise agency in their own lives and who, conse-
quently, should be at the center of  advocacy move-
ments and the setting of  the advocacy agenda. In 
support of  this agenda, health care professionals 
need to become activists for the social and economic 
transformation of  society into an environment in 
which those with mental disabilities can experience 
substantive equality.61  
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