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This paper is a summary of my viewsbased on my western perspective and my experience in the ‘mad’ movement. 

What has gone wrong?
In high income countries and increasingly in developing economies:
· Mental distress is viewed as a medical condition, despite evidence that it is often a response to bad things happening to people. Medical professionals and big pharma dominate ‘mental illness’ discourse, funding and models of service.
· Most of the resources go into services that that are often experienced as unhelpful or harmful by people who use them – hospitals, clinics and medication.
· Few resources go into helpful community based services and supports to restore personal power and people’s place in the world - such as peer support, talking therapies and support in work, housing, social networks and day-to-day living.
· Mental health services have a dual purpose – to heal and control people. In an environment where the community expects mental health services to magically prevent all tragedies – control wins hands down through the threat or use of compulsory hospitalisation or treatment.
· In many countries people with mental distress have appalling and preventable health, employment and social outcomes.

Why does this situation continue?
Despite the attempts by many to create more humane and effective responses:
· Stigma and discrimination skew the way services respond to people with mental distress towards control and limit the opportunities of people with mental distress to recover and participate in society.
· Mental health services have been dominated by Euro-centric professionals with a narrow deficits-based approach focused on hospitals, diagnosis and medication which focus on imminent risk but often worsen long-term outcomes.
· There is little sense of urgency to change social and service responses – due to vested interests, tolerance for personal harm, lack of accountability for long-term outcomes, and cumbersome systems that reward the status quo and suppress innovation.

What would humane responses look like?
In a humane society, there is zero tolerance of discrimination. Mental distress is viewed primarily through the eyes of the people who experience it – as a legitimate though challenging experience that value and meaning can be derived from – with multiple determinants and consequences that require multiple responses.
The purpose of services is for people with mental distress to lead their own recovery in a milieu that is underpinned by hope, self-determination, a broad choice of services and social inclusion. People with mental distress are encouraged to be active agents in their own recovery. Those working in services walk alongside people and have hope for them; many have openly acknowledgedexperience of distress and come from diverse cultures and backgrounds. Families are educated to support recovery. Communities, opinion leaders and politicians speak favourably of people with mental distress and expect them to be treated fairly.
The culture of services is egalitarian and community facing. The services value subjectivity and the language of experience. Services are situated in 'natural' community settings. Those in crisis are supported at home or in community houses where people,rather than locks and keys, keep them safe. People who receive services are collectively resourcedto advocate for their rights and take a lead in service evaluation and improvements.There is no special mental health legislation that takes away a person’s right to consent but generic supported decision making legislation applied on an equal basis to all citizens. 
There is a much broader range of core services, available to everyone who needs them. Most of these responses are not medical - peer support; recovery education; advocacy; personal assistance in crisis, personal assistance in education, work, housing and day-to-day living; talking therapies; and culturally based servicesare as available as medications to all people who experience mental distress.Medications are used sparingly for short periods to relieve extreme distress.
Most services and supports for people with mental distress are not located in the health sector but in social development, economic development and justice. The workforces, agencies and sectors that deliver services work together, for example, through joint planning and pooled funding, through moving workforces between teams, services and sectors, through information sharing, or shared use of communications technologies for online service provision. 
There is anoverarching systemic framework to support its equitable treatment of people with mental distress.Governments develop social and economic policy to optimise well-being for all citizens and to minimise social determinants of mental distress such as childhood neglect, trauma and inequality. Legislation that affects people with mental distress cannot be passed if it does not meet stringent equality criteria. Policy and funding are pooledacross sectors and people with experience of mental distress govern the allocation of resources and the configuration of services. The development of research and the workforce gives equal weight to knowledge and approaches based on lived experience and cultural diversity as it does to professional perspectives. At the localand national levels,there are well established and well-resourced service monitoring networks led by citizens with mental distress, their families and their communities. 

How do we get there?
There are seven key pathways to creating more humane responses to people with mental distress:
1. Build the leadership of people with mental distress in their own recovery and in the development, delivery, management, governance and evaluation of services.
2. Remove the ‘control’ purpose of services by repealing mental health legislation and ensuring any treatment without consent is decided on an equal basis with other citizens.  
3. Replace all or most hospital services with a broad range of community and home based services.
4. Reduce the dominance of biological treatments and develop integrated core services that restore personal power, cultural connection, equal participation and economic security.
5. Acknowledge the harm done by psychiatry, heal the trauma in individuals and in the system, and move workforces towards recovery-based values and competencies.
6. Run ongoing recovery and human rights based social inclusion programmes, led by people with mental distress.
7. [bookmark: _GoBack]Develop whole of government approaches to increasing population wellbeing, and reducing the social and economic determinants of mental distress.
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