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Deinstitutionalization and QRs
• Deinstitutionalization was a starting point for Human Rights, and even now it is a
necessary step, that means substituting community for hospital care and
voluntary for involuntary care wherever possible.
• This could break the traditional nexus between custodial psychiatry and denial of
human rights & social exclusion, or marginalization in institutional facilities and
generally in mental healthcare.
• To this end, the WHO has launched the "The Quality Rights Programme" which
aims to improve both quality and human rights conditions in inpatient and
outpatient mental health and social care facilities and empower organizations to
advocate for the rights of people with mental and psychosocial disabilities.
• The WHO QRs Programme specifically helps to promote human rights, recovery,
and independent living in the community; to support improvements on the
ground and at policy level; and to promote participation of people with mental
health conditions.

The WPA - Lancet Psychiatry Commission on the
Future of Psychiatry
• The role of psychiatry (-ist) in society, in the law domain, and generally in
the rights area. However, the recognition of the political role of
psychiatrists should also have been considered critically, eg. as “funzionari
del consenso” sociale (Basaglia) - “that is “officials of consent”.
• a clear, not ideological description of the main contradiction of psychiatrist
as authority between HRs and prevention of violence “that poses a
constant challenge”, especially after CRPD.
• Surprisingly and courageously it includes “a general task to stand up for the
rights, dignity and inclusion of people with mental disorders".
• Hence the political role to participate to the improvement of societal
factors, to advocate and lobby for that, as individual and through larger
organizations.
• Working with communities, for detection of unmet needs of care, but also
to enhance existing social networks, change the culture, affect stigma,
foster social development, and through the social media, is the - not
obvious - complement.

The impact of CRPD
on mental health

The significance of CRPD
• The CRPD is the first high level international legally-binding standard which
aims to promote, protect and ensure the full and equal enjoyment of all
human rights and fundamental freedoms by all persons with disabilities,
including those with mental health conditions, and to promote respect for
their inherent dignity.
• Among its specific articles, particular relevance to persons with
psychosocial disabilities are the right to liberty and security of the person;
the right to equal recognition before the law; the right to enjoy the highest
attainable standard of health; and the right to respect for physical and
mental integrity.
• This is an important balancing point between the right to adequate care
and the right to all fundamental human rights.

Art 9

Accessibility

To be able to access and participate in all areas of life as would a
person without disabilities.

Art 10

Right to life

To have the same chance as anyone else to live their lives.

Art 12

Art 23

Home & Family

To lead normal family & sexual lives, and personal
relationships.

Art 24

Education

To have the opportunity to go to mainstream schools and
have their learning and educational needs met in those
schools.

Art 25

Health

To access health services on an equal basis with everyone
else, and get the same standard of service as others, with
their informed consent to treatment.

Equal recognition To be treated equally by the law and to have equal access to legal
before the law
representation as well.
To make decisions and choices for themselves.
To identify people that they know and trust who can support them
to make decisions.

Art 14

Liberty
security
person

& To be free & safe, not be locked up just because their disability or
of prejudice about dangerousness.

Art 15

Freedom
from To be free from neglect and abuse eg. in institutions, as well as to
torture or cruel, restraint practices.
inhuman
or
degrading
treatment
or
punishment

Services must be close to where people live to make it easier
for them to access and make them more effective.

Art 26

Habilitation/reh
abilitation

To lead an independent and healthy a life as possible and to
receive services and supports in health, work, education and
social services to help that happen.
To have access to peer support services.

Art 16

Art 19

Art 21

Exploitation,
Violence & Abuse

To ensure people with disabilities are protected from violence and
abuse in the home and in the community.

Living
independently
and
being
included in the
community

To make the same decisions about where they live just like
everyone else & they should be part of their communities.

Freedom
Expression

To they must access the full range of supports and services to
enable them to lead independent lives in the community.

of To have the right to say what they want.
To have their voices listened to.

Art 27

Work
& To have the right to work on an equal basis as others.
Employment

Art 28

Standard
of To have an equal right to the same standard of living and
living and social social protection as everyone else, eg. to housing.
protection

Psycho-social disabilities
• “The word psychosocial refers to the interaction between psychological
and social/cultural components of our disability.
• The psychological component refers to ways of thinking and processing
our experiences and our perception of the world around us.
• The social/cultural component refers to societal and cultural limits for
behavior that interact with those psychological differences/madness as
well as the stigma that the society attaches to labeling us as disabled.
• However, in using the term psychosocial, we have no in intention of
associating ourselves with the psychosocial rehabilitation movement.”
(WNUSP 2008).

Capacity
• The General Comment defines mental capacity as “the decision-making skills of
a person” and rejects prevailing medical conceptions of mental capacity, stating
that it is “highly controversial” and that mental capacity “is not, as is commonly
presented, an objective, scientific and naturally occurring phenomenon”.
• The Committee argues that mental capacity and legal capacity should not be
“conflated”, and that impaired decision-making skills should not be justification
for suspension of legal capacity according to the principle of informed consent
reaffirmed.
• Therefore it concludes that substituted decision-making, compulsory treatment,
involuntary admissions, and diversion from the criminal system process on the
grounds of mental disability are no longer acceptable.
• “Deciding whether to accept medical treatment or go into a hospital is an
exercise of legal capacity. If someone else, whether a doctor, court, or imposed
guardian, is authorized by law to substitute their will for your own, this deprives
you of the right to exercise legal capacity on an equal basis with others. Mental
health commitment laws violate Article 12.” (WNUSP)

Freeman et al. 2015
• “The Committee’s interpretation conflates the notions of disability, a longterm state, and mental capacity, which is based on a time-limited
assessment”.
• They argued it can be paradoxical in its implications for several
fundamental rights, such as the right to enjoyment of the highest
attainable standard of health, the access to justice (eg. to be jailed instead
of being diverted ti mental health treatment), the right to liberty, and even
the right to life, that might instead be violated and subject to unintended
consequences.
• This can eventually lead to an increase of persons with severe mental
illness untreated in the community, to the violation of human rights of
others, such as family members and members of the public, and to the
increase of stigma and discrimination.

Recent Guidelines on article 14 of the Convention (The right to liberty
and security of persons with disabilities)
• Involuntary commitment of persons with disabilities on health care
grounds contradicts the absolute ban on deprivation of liberty on the basis
of impairments. The Committee has expressed its concern about the
institutionalization of persons with disabilities and the lack of support
services in the community.
• The use of forced treatment, seclusion and various methods of restraint in
medical facilities, including physical, chemical and mechanical restraints are
not consistent with the prohibition of torture and other cruel, inhumane or
degrading treatment or punishment against persons with disabilities
(article 15).
• Deprivation of liberty on the basis of perceived dangerousness of persons
with disabilities, or the alleged need for care or treatment, is connected
with being diverted to a separate track of law, including mental health
laws, with a lower standard in terms of human rights protection,
particularly the right to due process and fair trial.

• About free and informed consent in emergency and crisis situations,
States have to ensure that persons with disabilities are not denied the
right to exercise their legal capacity on the basis of a third party’s
analysis of their “best interests”. It should be replaced by the
standard of “best interpretation of the will and preferences” of the
person.
• Individuals who are currently detained in a psychiatric hospital or
similar institution and/or subjected to forced treatment must be
informed about ways in which they can effectively and promptly
secure their release.
• This involves systemic measures such as requiring mental health
facilities to unlock their doors and inform persons of their right to
leave, and establishing a public authority to provide for access to
housing, means of subsistence and other forms of economic and
social support in order to facilitate de-institutionalization and the
right to live independently and be included in the community.

Special Rapporteur on the right of everyone to the enjoyment of the
highest attainable standard of physical and mental health
• “The crisis in mental health should be managed not as a crisis of individual conditions,
but as a crisis of social obstacles which hinders individual rights …The urgent need for a
shift in approach should prioritize policy innovation at the population level, targeting
social determinants and abandon the predominant medical model that seeks to cure
individuals by targeting “disorders”.
• “The international recognition of mental health as a global health imperative, including
within the 2030 Sustainable Development Agenda, is welcome progress”
• “The right to health framework offers guidance to States on how rights-based policies
and investments must be directed to secure dignity and well-being for all”.
• Therefore he has recommended to:
• “Develop a basic package of appropriate, acceptable (including culturally) and highquality psychosocial interventions as a core component of universal health coverage;
• Take targeted, concrete measures to radically reduce medical coercion and facilitate the
move towards an end to all forced psychiatric treatment and confinement.”

Involuntary treatment
• In order to avoid that “the need for treatment was considered to precede
human rights considerations” (FRA, 2012), freedom from coercion and
involuntary status care requires a systematization of strategies regarding:
• -supported & joint decision making
• -living wills
• -forming a therapeutic alliance
• -individual care recovery & wellness plans
• -application of supported and joint decision making methods and
software
• -alternatives to seclusion & restraint.

Countries’ reactions
• Parliamentary Assembly Recommendation of the Council of Europe (2016):
any legal instrument that maintains a link between involuntary measures
and disability will be discriminatory and thus violate the CRPD”, such as
the draft additional protocol to the Oviedo Convention (having a “mental
disorder” as the basis of the involuntary treatment and placement).
• Instead it recommends that the Committee of Ministers “instruct the
Committee on Bioethics to focus its work on promoting alternatives to
involuntary measures in psychiatry, including by devising measures to
increase the involvement of persons with psychosocial disabilities in
decisions affecting their health.”
• Afterwards the Committee of Ministers on one hand has declared that
“involuntary measures in psychiatry must continue to be provided for in
the laws of member States”, even ensuring they are “exceptional and used
as a last resort in the absence of alternatives”, either for a need of care of
for preventing harm.

No restraint and locked doors
• Even if there are guidelines, protocols, recommendations, monitoring
systems in order to control forced treatments and restrictive practices, we
should move toward a no-restraint general framework, eg. an open door
policy at all levels of the system, recognizing dignity and rights of
individuals, not treated as an “object of the institution”, as Franco Basaglia
wrote in 1967.
• The contradictions of power end up being played out in confined places,
without any possibility of opening up towards the external world, in a
different frame of space and time and with a project that pertains to real
life.
• If I (as doctor, nurse, in any case guardian) have the key, or keys, I decide
for you without any possibility of negotiation.
• Instead, I have to convince you, persuade you to agree, I must enter into
dialogue with you in order to negotiate a solution.

Human rights are natural?
• For Jeanne Hersch (1990) their foundation is “the right to be a man” and it
is universal.
• They are “against nature”, contrasting natural tendencies and the evil that
exists. They are opposed to violence and force, they are the human
resistence to it.
• HRs are in the middle ground between Morality, Politics and Law.
• They are historical and cultural, but the need for freedom is their
foundation. The capacity of freedom is the essential property of human
beings and must be recognized by the others as “humanity”.
• To be free and responsible – that is equality (art 1 Universal Decl.).
• The political and civil rights / the social rights / the cultural rights.
• For Hannah Arendt the right to have rights is the foundation of HRs.

Freedom and liberty
• We explore particularly the issue of liberty and freedom in care processes,
as opposed to a vision of restraint and denial of subjectivity. We should
focus on:
• The possibility of using detention and compulsion – the legislation
• The presence of locked units
• The lack of a clear open-dor policy
• The lack of low-threshold, easy and friendly access to services
• The lack of rights e.g social rights
• The lack of a discourse based on negotiation within trusting
therapeutic relationships
• “Liberty is therapeutic” was in the 70s the motto in the Trieste experience,
which is still preserving that legacy.

Freedom is
therapeutic
UGO
GUARINO

Freedom first!
• ‘Freedom first’ (Muusse, Van Rojen), the new slogan of the international
movement for better care in a rights-based and person-centered approach,
emphasizes this is not is not the outcome but a pre-condition for care
which overturns control mechanisms and supercedes them with people
empowerment.
• So, which practices can promote freedom? Can be described an
operationalized?
• Which are related indicators?
• What connects key-words such as open door, open dialogue, free access,
community engagement, co-production with stakeholders, recovery (also
of the whole system)?

CommunityCommunity-based integrated healthcare interventions for empowerment
and social inclusion of vulnerable migrants
• 1) reception and hospitality of migrants (including individualized and targeted solution
to vulnerable groups such as children and adolescents without families, women);
• 2) access to services (including procedures and protocols for early assessment,
treatment and support, integrated health and social pathways of care, outreach services
for homeless, cultural mediation, services provided in emergency settings);
• 3) social integration of migrants (including home, work and social relationships, cultural
sensitive activities, training for mainstreaming migrants into social inclusion policies);
• 4) community engagement and development (including forms of mobilization of
activist groups and community agencies, migrant community enhancement, peer
support, rebuilding family and community structures and support systems);
• 5) a specific attention to the impact of migration on second generation migrants, who
seem to have some of most controversial issues related to social and community
integration (programs and centres aimed at providing social connectedness among
targeted groups as well as the provision of opportunities for mainstreaming their social
inclusion).

Cultural diversity is a gap or a resource?
• Universal approach: mainstreaming in rights-based
services is a key for the fulfillment of citizenship
• Thus the problem is just to facilitate access (see data)
• Proximity of care
• Not stigmatization (the risk of dual exclusion)
• Ackowledging diversity is another way? Cultural sensitivity
– what means ?
• Social capital of communities: but there is a risk of
exclusion from microcommunities.
• The story of Mohamed Gul N.
• Cultural anthropology (De Martino) shows that mh
problems are linked to a lack of presence as human being
– therefore to social exclusion and deprivation of power
(women in South Italy in 60’s).

Instruments of social change

Rights
Then:
• The right to care is a fundamental right (WHO, Stop Exclusion - Dare
to care, 2001)
• It is put in the context of general rights: to have a living space, an
active social role, recognition of differences.

Exchange
• The passage towards the satisfaction of more complex needs by
means of NEGOTIATION and agreement, and in which individuals
with different aims and goals achieve those aims by satisfying the
aims of others.
• It is particularly theorized by S. Enterprise.

Cooperation
• Sharing the goals of others
• “A reciprocal relation in which one helps the other, not for love or
friendship or compassion nor, instrumentally, through some
contractual form (like in exchange), but because the subjects involved
have a common interest in realizing a goal” (C. Castelfranchi).

Social capital and mental health
• a person’s social capital is often destroyed by illness in its dynamics
with the social context, in terms of discrimination and marginalization
• The concept of social capital refers to the relationship resources
possessed by individuals, which support them in their actions and
decisions (De Leonardis). It is composed of social networks and
interactions, civil participation and commitment and institutions
which enable cooperation among individuals.
• It is the network of personal and social relationships which an actor
(individual or group) possesses and is able to mobilise in order to
reach personal/group goals and improve one’s social position (P.
Bourdieu, 1980).

• It is thus a sum of relationships that an individual
or group can use to advance their own interests
and in this sense it can be considered ‘productive’.
It is thus situated within the structure of
relationships (J. Coleman, 1988).
• Social capital is measured by values such as trust,
reciprocity and civil participation, and many
studies have correlated it positively with
conditions of mental and physical health.
• Bonding, bridging and linking s.c.

Community networks
• Power and class structure
• building or strengthening of networks: creating
community, networking, new networks
• culture-sensitive and culture-bound programmes
and the struggle for universal access to
mainstream services, without any form of
discrimination, but instead making them more
flexible.
• Tension between specificity (ethnic origin, gender,
language) and universality, between diversity and
equality.

Co-production
• ‘Co-production’, a term coined in the USA by 2009 Nobel Prize for economy Elinor Ostrom
(Ostrom & Baugh, 1973; Parks et al.,1981), means:
• delivering public services in an equal and reciprocal relationship between professionals, people
using services, their families and their neighbours (where activities are co-produced in this way,
both services and neighbourhoods become far more effective agents of change” - Boyle and
Harris, 2009);
• recognising people as assets, promoting reciprocity, giving and receiving (trust between people
and mutual respect) and building social networks, because people’s physical and mental wellbeing;
• depends on enduring relationships (Boyle and Harris, 2009).

Social determinants of mental health
WHO and the Calouste Gulbenkian Foundation
Overview

• Good mental health is integral to human health and well being.
A person’s mental health and many common mental disorders
are shaped by various social, economic, and physical
environments operating at different stages of life.
• Risk factors for many common mental disorders are heavily
associated with social inequalities, whereby the greater the
inequality the higher the inequality in risk.
• It is of major importance that action is taken to improve the
conditions of everyday life, beginning before birth and
progressing into early childhood, older childhood and
adolescence, during family building and working ages, and
through to older age.
• Action throughout these life stages would provide
opportunities for both improving population mental health,
and for reducing risk of those mental disorders that are
associated with social inequalities.

Global monitoring of action on SDH (2016)
• The Social Determinants of Health (SDH) are the conditions in which
people are born, work, and grow old, and the power and resources
that shape these daily living conditions.
• The inequitable distribution of the underlying SDH is the root cause
of inequities in health.
• Action requires strong national governance, public participation in
policy-making, health sector orientation, and strong global
leadership, always maintaining the focus on improving health equity.

A new episteme
• Epistemiology should be based on a person-centred paradigm valuing
the personal and social experience of individuals as citizens, and not
on a paradigm of disease.
• The person in the social context - Whole life (in all domains), whole
systems, whole community
• Thus
• Deinstitutionalisation, social integration of individuals and integration
of services into a coherent network that is able to respond to citizens’
needs.

empowerment

User Empowerment in MH, WHO Euro
• The importance of empowerment in disease prevention and health
promotion is well recognized in the Declaration of Alma-Ata and the
Ottawa Charter on Health Promotion.
• WHO Euro: “people should be empowered to promote their own health,
interact effectively with health services and be active partners in managing
disease”.
• The Mental Health Declaration for Europe, the Mental Health Action Plan
for Europe and the European Pact for Mental Health and Well- being
• all identify the empowerment of people with mental health problems and
those who care for them as key priorities for the next decades.

Declaration on Empowerment WHO Euro, 2010
• Empowerment needs to take place simultaneously at
the population and the individual levels.
• Empowerment is a multidimensional social process
through which individuals and groups gain better
understanding and control over their lives.
• As a consequence, they are enabled to change their
social and political environment to improve their
health-related life circumstances.

the population level
• Being included in the society in which one lives is vital to the
material, psychosocial, and political empowerment that underpins
social well-being and equitable health.
• As health is a fundamental human right, empowerment of patients
and their families, friends or other informal carers is a societal task
that encourages all communities, employers, trade unions, schools
and colleges, voluntary organizations to respect health and wellbeing of individuals and populations and act in ways that empower
individuals and groups to respect their own and other people’s rights
to health and well-being.

the individual level
Empowerment is an important element of human development.
It is the process of taking control and responsibility for actions that
have the intent and potential to lead to fulfilment of capacity.
This incorporates four dimensions:
1. self-reliance
2. participation in decisions
3. dignity and respect
4. belonging and contributing to a wider community.

individual
• For the individual, the empowerment process means overcoming a
state of powerlessness and gaining control of one’s life.
• The process starts with individually defined needs and ambitions and
focuses on the development of capacities and resources that support
it.
• The empowerment of individuals is intended to help them adopt selfdetermination and autonomy, exert more influence on social and
political decision-making processes and gain increased self-esteem.

Community
• Communities can support individuals in this process by establishing social
networks and mobilizing social support;
• these promote cohesion between individuals and can support people
through difficult transitions and periods of vulnerability in life.
• In a mental health context, empowerment refers to the level of choice,
influence and control that users of mental health services can exercise over
events in their lives.
• The key to empowerment is the removal of formal or informal barriers and
the transformation of power relations between individuals, communities,
services and governments.

Outcomes
At the individual level, users and carers need to take back control by:
• developing or strengthening ways of coping with their difficulties (e.g.
through personal recovery planning);
• having a real say in the treatment and care that they receive, and
planning for crises so that they can exert an influence even at times of
acute distress (e.g. through advance statements); and
• working towards their own ambitions and goals, which may well
include employment, education, enhanced family roles and
relationships.

Barriers:
can a service be empowering
• If it uses seclusion and compulsion as means to regulate behaviors?
• If it is reconfirming the gap in power that users had?
• If it is driven by a paternalistic attitude?
• If it does not provide access to opportunities and resources (‘clinical’
vs ‘comprehensive’ or ‘integrated’)?

Basic issues related to the system and the
practice
To what extent empowerment is conditioned or limited by:
• The possibility of using detention and compulsion – the legislation
• The presence of locked units
• The lack of a clear open-door policy
• The lack of low-threshold, easy and friendly access to services
• The lack of rights e.g social rights
• The lack of a discourse based on negotiation within trusting
therapeutic relationships

Deinstitutionalised culture
• Community care and those practices derived from
deinstitutionalization as alternatives to mental hospitals tend to
overcome the separation between the "illness" and the
comprehensive existence of the consumers inside the community.
• To this end they endeavored to deeply change the whole of the
scientific, legal, administrative apparatus which were based on such a
separation.
• As much triggered many different strategies to restore the rights to
the consumers and to integrate the latter into social exchanges again.
Therefore, a real emancipation process for clients has become
feasible, even though it is far from being fully achieved.

New alliances
• A peculiarity of these situations lies in the real interactions and in the new
possible alliances promoted by deinstitutionalization between services
and consumers.
• Most innovative community services during recent years aimed at
developing their very social life, work organization and contacts with the
community in a way to optimize exchanges and relationships:
• between mental health workers,
• between mental health workers and primary consumers,
• between the latter and other citizens - family members, neighbors, social
services, boards and associations, volunteers, etc.-).
• As much has led to the search for the access to a real participation: from
setting up of therapeutic programs to any significant activity of the service.

Trieste and human rights

Trieste
• The Mental Health Department of Trieste has for years been working on
improving the quality of care of people with mental health problems in
institutions with the aim of achieving civil rights and citizenship.
• Through the closure of the asylum and the simultaneous development of
community based services - a process that has favored in various countries
around the world, from the Balkans to Latin America, from Palestine to
Australia - has meant to act on quality of life through personalization of
care and the involvement of users, carers and the social context.
• This is not only to improve treatments and therapies, but also to realize
unique recovery pathways and liberate the person with mental health
issues from abuse and discrimination.

Today’s features of the Mental Health Department in Trieste (236,393) are:

Facilities:
• 4 Mental Health Centres (equipped with 6/8 beds each and open
around the clock) plus the University Clinic)
• A small Unit in the General Hospital with 6 emergency beds
• A Service for Rehabilitation and Residential Support (5 grouphomes with a total of 35 beds, provided by staff at different
levels and a Day Centre including training programs and
workshops);
Partners:
• 15 accredited Social Co-operatives.
• Families and users associations, clubs and recovery homes.
Staff: 214 people
23 psychiatrists, 7 psychologists, 111 nurses, 10 psychosocial
rehabilitation workers, 8 social workers, 27 support operators, 12
administrative staff.
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Overarching criteria / principles
of community practice in the MH Dept.
• Responsibility (accountability) for the mental health of the
community = single point of entry and reference, public
health perspective
• Active presence and mobility towards the demand = low
threshold accessibility, proactive and assertive care
• Therapeutic continuity = no transitions in care
• Responding to crisis in the community = no acute inpatient
care in hospital beds
• Comprehensiveness = social and clinical care, integrated
resources
• Team work = multidisciplinarity and creativity in a whole
team approach

Whole life approach = recovery and citizenship,
person at the centre

DSM Trieste - Data 2016
• 4.470 users in the year, mean age 55, 56% women.
• 2.439 users contacted outside the service locations, mostly in liivng environments
• 23 persons involuntary tretated (10/100.000 adult inhabitants), 1/3 treated in the 24 hr
CMHC
• Open doors, no restraint, no ECT in every place including the Hospital Unit
• No psychiatric users are homeless
• 316 users engaged in place-and-train (social co-operative societies and for-profit); out of
them 25 employed in the year.
• 151 users with Personal Health Budgets.
• 18 persons in the 6-months program of Recovery House.
• The suicide prevention programme lowered suicide ratio 40% in the last 20 years (average
measures).
XIV Riunione Scientifica SIEP - 18-19 maggio 2017 Bologna

MHD Costs in 2016
Item
Staff

Value

%

€ 9.935.000

59%

€ 381.000

2%

€ 2.420.000

14%

€ 743.000

4%

Personal Health Budgets

€ 3.381.000

20%

MHD Budget

€ 16.861.000

100%

Medications
General expenditures
Social expenditures
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Savings?
1971:
• Psychiatric Hospital
• 5 billions of Lire (today: 28 million €)
2014:
• Mental Health Department Network
• 16,9 millions €
• 73 € pro capita
• 94% of expenditures in community services, 6% in
hospital acute beds
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”the Trieste approach to therapy”.
1. Etical / rights based
Empowerment - no restraint to recognize the individual
and his/her subjectivity, recovery, autonomy,
emancipation, QoL.
2. Dialogical.
Open dialogue: buiding up a relationship on the basis
of negotiation, reciprocity and responsibility.
Therapeutic alliance achieved through the pairity of
those who speak; communicative acting (Habermas,
Apel, Weick). Anti-pedagogical thinking. “Don't blame
the victim”. Habilitating aid / support

The approach
3. Meaningful
• Acting the meaning: participatory decodification of
meaning between the therapeutic group and the system,
including the interpretation of the service.
• Life-story, relevance, organized listening.
4. Ecological and systemic
• Involving the social network - Let's social system work.
Factor of adherence. Mediation and therapeutic alliance,
strategic interaction. Service as a network – nexus
between organizational and therapeutic work.
• Social Habitat as construction of soace of experience and
interaction / integration.

The approach
5. Wholistic.
• Whole person whole life whole system. Perspective of a
living being : Biological amd complexity / identity (Morin).
Tactical use of medication and self-administration as a
value. Plastic modification of the brain?
In conclusion:
• From D.I. to social inclusion and recovery. Open door open dialogue - open access;
• recovery and human rights.
• Passage from a medical model, based on specialization
and invariance, as an application to the living being of
the scientific method, based on specialization and
invariance, to an holistic approach based on the person.

Microareas and migrants
• The Micro-areas programme, begun in 2004 in Trieste Health
Agency.
• The program aims to verify the state of health of residents
within a specific and limited area and the practices of all the
healthcare operators in that area, beginning with GPs; to
guarantee the right of access to services and the right to health;
to evaluate the appropriateness of responses and identifying
waste; to evaluate the risk of abandonment and medicalization.
• This has to be done starting from the grassroots level with the
participation of local citizens, Micro-areas seeks to enhance
social wellbeing, providing the local population with all of the
resources, skills and opportunities of the healthcare system and
working towards a fuller integration of the healthcare and social
welfare systems.
• The main referent is the Healthcare District, its interconnected
services and all the other services of the Local Healthcare
Agency: the Mental Health Department, Substance Dependency
and Prevention departments.

MA

• Each Healthcare District has up to 4 micro-areas, with
1200-2500 people in each area, resulting in a full crosssection of the population of the city in terms of
economics, age, ethnic origin and so on.
• The program is developing also in other areas of the
Region.
• In some Micro-areas new approaches for community
integration of migrants have been implemented with the
involvement of local agencies including NGOs.
• Whereas it is not specifically focused on migrants, the
daily evidence indicates that migrants are more and more
attending these services.
• All Micro-areas, thus, may be potentiated and used as a
place for promoting and improving integrated care to
migrants, enhancing the inner values they are inspired by,
especially a values-based, person-centered approach
rooted in the local community.

No Restraint General Framework
• Open Door Choice at all levels of the system
• Liberating care relationships
• Recognizing dignity and rights of subject
• Treating subject as a body, not an object

What is a 24hrs CMH Centre?
An open door on the street
A multidisciplinary team in a normalised therapeutic environment
(domestic) for day care and respite, socialisation and social inclusion
A multifunctional service: outpatient care, day care, night care for
the guests, social care & work, team base for home treatment and
network interventions, group & family meetings / therapies, team
meetings, mutual support, relatives and other lay people visits,
inputs and burden relief.
Social cooperative home management
Leisure and daily life support (self care; brekfast, lunch and dinner)
And many other ordinary and straordinary things …

CSM DOMIO

CSM BARCOLA

Hospitalisation / hospitality
Institutional rules
Institutionalised Time
Institutionalised (ritualised)
relations:
among workers / and with users
Time of crisis disconnected from
ordinary life
Stay inside
A stronger patients' role
Minimum network’s inputs

Agreed / flexible rules
Mediated time according to user’s
needs
Relations tend to break rituals
Continuity of care
before/during/after the crisis
Inside only for shelter /respite
Maximum co-presence of SN

Hospitalisation / hospitality
Difficult to avoid:
Locked doors
• Isolation rooms
• Restraint
• Violence
Illness /symptoms /bodybrain

• Open Door System

• Crisis / life events /
experience / problems

Personal healthcare budgets: coproduction
• In the last few years Trieste has built up the possibility of
investing large sums of money to help particularly difficult
patients using personalised healthcare budgets, by setting
up special projects with the support of NGOs.
• 160 clients per year receive a personal budget in order to
fulfil the aims of a joint and shared plan of recovery in the
areas of housing, work and social relationships.
• This allowed the process of reducing group homes and
developing independent living
• This represented about 17% of the overall budget of the
DMH in 2011, while about 4% is devoted to economic aid,
training grants, leisure and projects with NGOs (s.c. extraclinical activities).

Results
1) Social activities who take place in the (recovered) personal SN,
outside the service and the service component of the social
network (e.g. professionals), and that have been agreed with
the user according to his preferences
2) seem to be more effective on social relationships (SN
improvement) than
3) the more sophisticated and complex psychosocial
interventions including self-help, day care, SST etc
4) for people with schizophrenia who are in a process of recovery
and are going to show a clinical improvement.
5) inversely, this doesn't show these interventions are effective
per se on the overall condition (no snowball effect), like many
reviews show for family psychoeducation and for IPS (Bustillo,
Taylor etc) - only on their specific outcome.

The coops: activities
cleaning
and
building
maintenance (diverse agencies)
Canteens and catering, incl.
Home service for elderly people
Porterage and transport
Laundry
tailoring
Informatic archives for councils,
etc
furniture and design
cafeteria and restaurant services
Hotel
Front-office amd call-center of
public agencies

Museums’staff
agricultural production and
gardening handicraft
carpentry
photo, video and radio
production
computer service, publishing
trade, CD-Rom
serigraphics
theatre
administrative services
Group-homes (type A)
Parking

Service networking with
• Beyond the acknowledgment of the value of the single individuals
and the families, the need for the valorization of families and
consumers as collective subjects gradually becomes imperative as far
as they present themselves to the attention of the service.
• Thus at a some stage in this process, a need for working out new
strategies to open to more collective levels of participation startes
emerging.

Peer support workers
• Peer support different from self-help
• 14 Peers trained for the CMH team and the intake
• Coops in (from) the CMHCs – social inclusion workers for the diffused
day care
• Associations of citizens – they also represent stakeholders
• Running clubs, cafes, music etc

Development of coproduction of services
• PH Budgets for co-planning and also delivery (social coops B). Coops
in the co-production.
• Recovery services: the prospect of recovery changed a lot – a
framework and a direction for involvement, also recovery of carers
• 12 point Recovery charter developed by users and in the real services
• Recovery houses and crisis homes
• Recovery families
• Sponsor families
• Open Dialogue

What we would like to develop
• - Coproduction (more) with families and peers, and also with
community agencies
• - Final closure of all residential facilities in favour of supported
accomodation in people’s homes (also shared solutions) - ACHIEVED
• - Overcoming the acute unit (SPDC) with a crisis team for the whole
department.
• - Diffusion of “freedom first” idea: a wholistic (person-centered),
ecological, rights-based approach.
• - More integrated youth mh services including drug addiction.

Transformative practice
• Through an open process – no standardized procedures - no topdown – but by coproduction.

Ethical based approach
• An (any) approach based that is rights- and ethics-based can be effective
and generate evidences?
• And if so, to what extent and why? An hypothesis could be that the
combination of the 3 “e’s” (ethics, evidence and experience) is key.
• But, again, why? (Human, basic) rights refer to a whole person so on shared
basic values of humanity.
• To be a whole system is also important. If we share a world who is readable
as a product of an inter-subjectivity, exchange etc alienation is reduced and
there is no room for the parallel world that psychiatry constructed around
the illness.
• The therapy of reality that Rotelli expressed years ago.

Alternatives to coercion
• 1) VALUES
• a) the person
• How are u? or who are u? People would like to be seen as a person. Buiding a
trustee relationship on the basis of a common understanding and meaning
• From security to safety of the person and then of care
• Not protocols but subjectivity, your skills and competence, capabilities (“follow
the person”)
• b) Freedom
• Freedom first: it is a precondition of care, a clear choice
• Maximizing freedom is recognizing people as assets of care system
• Pedagogy of freedom

Alternatives to coercion: strategies
•
•
•
•
•
•
•
•
•
•

1) RECOGNIZE POWER AND RESPONSIBILITY
(UNDERLYING MESSAGE: YOU ARE LIKE ME – RECIPROCITY)
a) Power: Unbalance in power recognized
b) Responsibility
Responsibility shared and accountability
Responsible acting and the consequences
Sense of agency, you connect with yourself
Principle of reciprocity, not a passive recipient of care
Normalization
Issue of dependence

Alternatives to coercion
•
•
•
•
•
•
•
•
•

2) NEGOTIATION
Relation between the open door and the negotiation (equalizing power)
Not treatment but living, alongside the illness and the treatment.
Dialogical principle: Habermas’ communicative acting
(INFORMED) CONSENT
The 180 law obliges to achieve consent
Responsibility for health is a task of the service – represent it in a clear way.
CT is an obligation? Explain what does it mean and implies.
Involve a friend, come with a friend – the underlying message: I am here
not to disrupt you life.
• Crisis plans and advance directives in care

Alternatives to coercion
•
•
•
•
•
•
•
•
•
•
•
•

3) DEPATHOLOGIZE AND FIND A MEANING
Meaning – finding a shared meaning
Look beyond a diagnosis or a health condition, but at a human behavior
5) WORK OUT THE SOCIAL MANDATE OF CONTROL (BEHAVIOR AND CONFLICT)
The contradiction between control and care
Unpredictable behavior is the focus in forensic care
Safety different than police perspective.
“Dirt your hands in favor of the person”
Deal with police issues, co-training, recognizing different points of view
The value of conflict sometimes not evitable and useful
Principle of contradiction as an engine for change
Taking risks in positive way, trusting the person, investing on the person and sharing
responsibility, also with his/ her Social Network

Alternatives to coercion
• RESPITE: THE CMHC AND MORE
• You need detachment places (respite not asylum)
• Using the centre as a resort for respite, detaching from the tensions
of the environment
• Social Habitat, promoting human relationship
• The value of staff meetings as “sharing” (meanings, values, conflicts)
• Having other care offers and supports than only treatment
• Not to create a separate, parallel world as a ward.

Present and future - Conclusions

Whole life as a right
• The right to have a life means all of this. It requires opportunities and
the prospect of a whole life. A person with a mental health problem
has the same basic human needs as all of us.
• The Whole Life approach, as experimented in various countries and
continents by IMHCN (www.IMHCN.org), promotes this by applying a
Whole Systems methodology in the design, planning and
implementation of a comprehensive integrated mental health system.

CRPD: how to implement it in the real world
• Many in psychiatry believe that CRPD is too idealistic and radical to be
practically applied to present–day psychiatry.
• This is setting the direction not necessarily for today but it is the
horizon.
• The new frontier is about not only fighting against asylums on one
hand, and on the other hand advocating rights, but a convergence of
both strategies. But how this can be translated into actual effective
strategies?

Advocacy
• Substantive rights are imperative, non-negotiable, and they represent
mainly an individual freedom to do or to be without others’ consent, but
they can remain abstract. Proclaiming equality can leave inequality based
on power untouched.
• The advocacy of rights is connected to the condition of citizenship (and
recovery is connected to it) that is a contractual nature in the relationship
with the State, and related duties and responsibilities of individuals who is
entitled of rights.
• It is framed into a welfare state, and linked to participation to a society,
hence to democracy and social justice and equality.
• Certainly the most relevant level is the (whole) system change (without
large closed institutions) and not just a single isolate program; but small
programs and projects, even when they are certainly not mainstreaming in
a whole system, can be exemplary, true seeds of change.

Examples of innovative practices for HRs and Recovery: toward a CRPD compliant
service
• Supported decision-making
• -Personal Ombudspersons in Skåne, Sweden
• -Traditional models of healing, Western
Maharashatra, India
• -Non-coercive alternatives to crisis by shared risk
and responsibility and pre-crisis planning, UK
• -Peer advocacy (relates also to Article 13 on Access
to Justice)
• -Advanced Directives
• Reasonable accommodations
• -Reasonable Accommodation in the Criminal
Justice System
• -Custody matters
• -Reasonable accommodations for employment
• Stakeholders involvement in care
• -Peer support workers
• -RACT in Norway and Sweden

• Coproduction
• -Personal Budgets for co-planning and delivery
(Trieste, Italy, National Disability Insurance
Scheme, Australia)
• -Recovery services, incl. recovery of carers,
recovery houses and crisis respite homes, sponsor
or host families
• Dialogical approaches
• -Open Dialogue (Finland)
• -Trialogue (Germany, Austria)
• -The assembly model (Italy) - Have a say, a voice
• -Whole life Action Learning sets – starting from the
personal experience and then working together to
define aims (International Mental Health
Collaborating Network)
• Advocacy
• -Associations of citizens and stakeholders: social
action and advocacy against stigma and human
rights violations (Italy, Spain)

Political aspects
• Achieving equity of human rights also entails challenging social
exclusion and inequality, by acting on social determinants of health
to achieve greater equity of quality and stability of home, work,
income, supports, relationships, and social participation.
• Political, legal and social action has to be combined with our own
emancipation as clinical professionals from institutional thinking
and practices in mental health and social care, to vastly improve the
prospects of a whole life and full citizenship and rights for persons
with psychosocial disabilities.

Conclusions
• Thus we must speak about entitlements: we need a social and human development that
could converge, not conflict, with substantive, individual rights.
• A possibility seems to be a focus on exclusion in society, therefore a focus on social
determinants like home, work, supports, relationships, participation and many other
aspects. A political and social action must be combined with a change of institutional
practice and thinking in mental health and social care.
• We must point out that the main outcome is the vital and living presence of people,
subjects returned to a life, beyond and above of changes in institutions. We also need a
different discourse on meaning, based on the person in his/her own World.
• We don’t want to hear anymore: “They saved my life but took away my will to live.”
• All of this impressive legacy, the Basaglia’s anticipations, is the property of the same
people who have a direct experience of discomfort, their family members, the
community itself, because they have been involved and changed and they have changed
us, helping us improve our services and give a meaning to our lives.
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