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EDITORIAL 
by Marit Borg and Michalis Lavdas

 While finalizing this Bulletin the world is 
changing from day to day. There are extremely chal-
lenging situations related to the of Covid-19 crisis in 
many countries. Health professionals are overworked, 
and many are unprotected. There is a lack of resources 
and equipment. Cities are empty, people are in quar-
antine in their homes and many citizens are lonely, 
vulnerable and at risk. We also see that new virtual 
communities are created as well as teletherapy, online 
support and mental health apps. We also see multifac-
eted support for health professionals and other workers 
involved in the coronavirus fight. In India people come 
out on their balconies and rooftops to bang pots and 
pans in support. In Spain and Italy and other places 
people come out and clap. Opera singers sing arias 
from the rooftop and policemen play guitar and dance 
in the street. There are many encouraging and crea-
tive expressions of community and keeping hope alive. 
Solidarity is shown in very  concrete ways many places. 
We have read about workers in closed shoefactories 
make facemasks at home instead. Workers in closed 
restaurants make food for free for healthworkers. Tax-
idrivers bring healthworkers without cost to and from 
work.
 The World Association for Psychosocial Reha-
bilitation (WAPR) has a long history of sharing experi-
ences among people and countries and support each 
other. In these days there is a urgent need to use our 
common network to share ideas and ways of meeting 
the day to day challenges.
 With the current pandemic spreading world-
wide, it is comforting to see that WAPR is intensifying 
communications and expressing solidarity to all our 

members, professionals, service users, family members 
On February 2020, the Inter-Agency Standing Com-
mittee (IASC) summarized key mental health psycho-
social support guidelines for frontline workers which 
provide valuable input on how we can keep up caring 
for both the staff as well as the community in general. 
These guidelines recommend that multiple levels of 
interventions are integrated within outbreak response 
activities. These levels align with a spectrum of mental 
health and psychosocial needs and are represented in 
a pyramid of interventions (IASC, 2020) ranging from 
embedding social and cultural considerations in basic 
services, to providing specialized services for individu-
als with more severe conditions. Core principles in-
clude: do no harm, promote human rights and equal-
ity, use participatory approaches, build on existing 
resources and capacities, adopt multi-layered interven-
tions and work with integrated support systems. 
Whole countries are quarantined, and we are globally 
experiencing a “state of exception” as Giorgio Agam-
ben suggests. In these times, solidarity and empathy 
becomes the only humane reaction. Shekhar Saxena, 
ex. director for mental health and substance abuse at 
WHO, proposes that “social distancing” rather sends 
the wrong message to many people and proposes to 
talk about “physical distancing” further promoting our 
social ties and networks with all means possible. That 
can be a way to stay strong and together as we are 
trying to do through this issue of the WAPR Bulletin. 
Trying to bring together different experiences from dif-
ferent countries. 

FOTO: Roald Lund Fleiner/napha.no
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 A particular challenge in is the situation 
related to refugees in overcrowded camps around the 
world. There is a global crisis concerning both humani-
tarian and human rights aspects. In June 2019, the 
UN High Commissioner for Refugees, Filippo Grandi, 
labeled the world’s refugee problem a crisis primarily 
impacting developing countries, who are hosting most 
of the world’s 70 million displaced people. Amnesty 
International talks about a global solidarity crisis. The 
international community, and in particular wealthy 
nations, are failing to meaningfully share the respon-
sibility for protecting people who have fled their homes 
in search of safety. In other words, they are failing to 
agree on and support a fair and predictable system 
for protecting people forced to leave everything behind 
because of violence and persecution.
 Displaced populations are most vulnerable 
dealing with all kinds of adversity. The current pan-
demic that we are globally facing is putting our ways of 
treating refugees and asylum seekers to the test. Doc-
tors Without Borders (MSF) have been strongly advo-
cating for the evacuation of the camps in front of the 
outbreak of COVID-19 and the reasonable fear that 
thousands of people (more than 40.000 in Greece) are 
trapped in unhygienic conditions, in occasions sharing 
a space of 3 square meters per family of 5-6 members 
according to Apostolos Veizis, president of the MSF 
Greece. Such is the situation worldwide with UNHCR 
informing through a live blog the threat of the pandem-
ic for refugee population (https://www.unhcr.org/news/
stories/2020/3/5e79e2410/live-blog-refugees-covid-
19-crisis.html). 1.4 million refugees in Uganda, 80.000 
refugees in Jordan in Za’atari Refugee Camp alone, 
all trying to implement however they can prevention 
measures and this proves to be almost an impossible 
task for many cases. Social distancing implemented in 
daily food cues in Za’atari, hygienic products being de-
livered to people in much adverse conditions in Mara-
tane Refugee Camp in Mozambique, health tips and 
soap distributed to Rohingya refugees at Cox’s Bazar in 
Bangladesh etc. 
 Under the sociopolitical circumstances that 
have already been dire for further excluding and dis-
criminating against displaced populations, the current 
pandemic makes solidarity and adoption of a commu-
nity-based and more humane approach, the only path 

that is human-rights based.

WAPR was started on a foundation of solidarity. Soli-
darity can be described as the kindness between people. 
Solidarity is also understood as the unity or agreement 
of feeling or action, especially among individuals with 
a common interest; like the mutual support within a 
group. It refers to the ties in a society that bind people 
together as one. Another foundation of solidarity is 
reciprocity: it represents more than just a voluntary 
gesture, as it is a commitment that will often imply 
personal sacrifices. Those of us who are well off in our 
situation need to share with those who have less.
 Solidarity is linked with social resilience. The 
chance to further build on our existing networks in 
local, national and international level. Due to the pan-
demic, most of our services for mental health are being 
reduced or cut down on while new means of provid-
ing mental health services come to the surface. New 
technology can be a powerful ally in extending our 
services to those in need; people facing normal distress 
due to the adverse situation they are in, people with 
disabilities and frontline healthcare staff should be able 
to keep receiving mental health services at the times of 
crisis. 
 Such is the message from our president Dr. 
Murali Thyloth who expresses the concern for the 
pandemic while he emphasizes on the activities that 
WAPR network has achieved over the past years. The 
current pandemic is also addressed through our presi-
dent’s message. 
 At this bulletin issue, we are also glad to host 
the article of Dr. Roberto Mezzina, ex-Director of the 
WHO Collaborating Center, DSM of Trieste which is 
titled: “Mental health services, individuals and the ‘so-
cial body’ at the time of the coronavirus”. We consider 
it’s of vital importance to emphasize on the “social 
body” especially in times of crisis such as this. Follow-
ing the article section you can find a dedicated column 
to all recent developments and useful links regarding 
Covid-19 and relevant information in mental health. 
WAPR has always been promoting good practices that 
relate to mental health and human rights. Natalie 
Drew and Michelle Funk on behalf of the World Health 
Organization are presenting the WHO QualityRights 
which aims at transforming services and promoting 
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rights of people with psychosocial, intellectual and 
cognitive disabilities. In a similar human-rights based 
approach, Tina Minkowitz presents a strong argu-
ment on such practices based on the Convention on the 
Rights of Persons with Disabilities (CRPD). Specifical-
ly, the prohibition of forced psychiatric interventions is 
explained in line with the CRPD and the implications 
in practice. An example of putting the evidence into 
practice is provided by Bernard Jacob who explains 
the Belgian Reform in Mental Health care through a 
10-year course with community-based solutions that 
were integrated in a country level. In such a reform, 
international organization networks as well as recov-
ery-oriented practices were key to the effectiveness of 
the process. The concept of recovery has been useful in 
reforms as well as for transforming services to more 
user-led care. Barbara D’ Avanzo presents an article on 
“meeting the services for alcohol and substance abuse” 
in Italy where both recovery as well as peer support 
have played a major role. An integral part of WAPR 
values is the active involvement of service users and 
family members and associations in mental health. We 
are honored to host the view of Christina Lingjærde, 
WAPR Family Member Representative and Chair of 
the board of directors for the Norwegian Association 
for Mental Health Families who puts the question 
“Goodbye solidarity?”. This article questions what 
has been going on with mental health care in differ-
ent levels, bringing the discussion to solidarity and the 
cornerstone that is to have mutual understanding of us 
sharing a fundamental principle; being human. 
Following the articles’ section Esther Ogundipe pre-
sents recent research on social recovery and citizenship. 
Three papers are presented in the abovementioned 
field keeping us up to date regarding such core concepts 
related to mental health and services. 
 Reporting for the national branches, a rich 
material has been submitted regarding major events 
and practices that take place globally. Our president 
Murali Thyloth along with Ravi Shankar Rao and 
Sharon Ruth, report on the International Conference 
on Psychosocial Rehabilitation which took place in 
December 2019 in India. Detailed information on the 
symposia and the key information of the conference 
are presented along with photographic material. Ravi 
Shankar Rao, Murali Thyloth and M Mahadevaswamy 

also present a very interesting good practice developed 
at Shantipura village in India, where Chittadhama, a 
home for the homeless mentally ill has been successful-
ly running.  Chellamuthu Ramasubramanian presents 
the rich activities in mental health and rehabilitation 
of MS Chellamuthu Trust and Research Foundation. 
The range of the activities of the WAPR India is quite 
wide including rehabilitation services, schooling inter-
ventions, conferences and educational sessions. Com-
munity is always in the center of the abovementioned 
activities and it is really helpful to learn about such 
innovative practices. 
Paola Carozza, then presents the activities of WAPR It-
aly regarding policies to implement psychosocial reha-
bilitation programs as well as user-centered interven-
tions which help overcome the fragmentation between 
Mental Health Services and Social Services. A special 
plan for Mental Health is then presented. Such infor-
mation is crucial even in light of the pandemic which 
has taken a grave toll in human suffering and human 
lives in Italy causing severe emotional distress through-
out the country as well as globally. Dr. Carozza has 
repeatedly stressed in her communications with WAPR 
the need to protect mental health care staff which will 
be crucial in tackling the impact of prolonged isolation 
and solitude. Recovering from crises and withstand-
ing through them is essential in our work. The Greek 
branch of WAPR supported by the branch of Norway 
as well as President elect Gabrielle Rocca hosted a 
large conference with workshops regarding recovery, 
peer support and the right to psychosocial rehabilita-
tion through many lenses. Lastly, we are glad to host 
a report from WAPR Kenya regarding community 
mental health delivered by Prof. David Ndetei and Dr. 
Victoria Mutiso.
 Bearing in mind that crises have a peak and 
finally are coming to an end, shifting the focus from 
emergency care to mental health care for all who went 
through the adversities, we hope that this bulletin will 
help you “connect” more with the wider network of 
WAPR and give you courage and hope for the immedi-
ate future.

Michalis and Marit
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 I am writing this piece at a time of great 
uncertainty around the world regarding the fu-
ture of this pandemic. We don’t know how many 
more days, weeks or months the current situation 
is going to persist. At this difficult time, the main 
concerns for WAPR are:
1)The physical health of persons with mental illness 
both in the hospital and in the community, especially 
under conditions where quarantine and isolation 
are not feasible.
2)The physical health of persons with mental illness 
who are homeless.
3)The mental health of health workers on the front-
lines of the pandemic.
4)The mental health of other first responders and es-
sential service providers.
5)The mental health of the general public.
 The social and economic conditions in 
each of our countries differ as do the ways or the 
extent of assistance each of us can offer. Persons 
with mental illness, especially the homeless, are 
particularly vulnerable. Awareness and education 
programs focusing on prevention of the spread 
of COVID-19 can be conducted in hospitals and 
other facilities housing mentally ill patients. In 
facilities where isolation is difficult, focus on 
hand-washing and regular sanitization of surfaces 
is paramount. If there are homeless persons with 

mental illness identified during this period it is 
important for community mental health teams to 
initiate treatment and rescue procedures. 
Mental health, our own as well as the community 
mental health, is of utmost importance during 
this period of emergency. We have concerns about 
our own health and the health of our loved ones, 
especially those in the vulnerable group. We have 
economic concerns – about our jobs, paying rent, 
the well-being of the poor in our countries. These 
can have negative repercussions on our mental 
well-being. Several resources on maintaining men-
tal well-being are shared in this bulletin which can 
be accessed. 
 Our board members and members of the 
WAPR can initiate psychosocial support group in 
their respective regions with the use of telecommu-
nication systems. My suggestion to all our board 
and national members is that we to provide psy-
chosocial supports as well as train others includ-
ing non-mental health personal for Psychological 
First Aid (PFA). We can participate in advocacy 
and influence policy in our respective regions and 
countries.
 I have to make a mention here that our 
colleagues around the world are already engaged 
in many activities related to this tragedy. I have 
a caution at this stage that mental health provid-
ers should guard against exhaustion or burnt-out 
because of the magnitude of the problem. 
This tragedy has brought the world closer together 
as we fight a common enemy. Members in the 
WAPR network can reach out to each other and 
learn from each other on measures implemented to 
fight the virus. 
 I wish all of you and your loved ones good 
mental and physical health through this difficult 
period. I am sure that we shall together overcome 
this tragedy.

Maintaining  mental health in times of uncertainty 
President’s Message. Murali Thyloth, President of WAPR

Murali Thyloth
President of WAPR
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ARTICLES
Mental health services, individuals and the ‘social 
body’ at the time of the coronavirus
Roberto Mezzina, ex-Director of the WHO Collabo-
rating Center, DSM of Trieste.

The coronavirus emergency has necessarily put 
everything else in the background, conditioning and 
changing our lives. If healthcare in Italy is subjected 
to a great deal of distress, to an unprecedented chal-
lenge, mental healthcare, daughter of a minor god, 
suffers in silence. The impoverishment of services, 
their reduction and merger, the shortage of staff, 
already reported for many years so far, adds to the 
fact of being placed today at the bottom of the list 
of health priorities. The level of the threat, as in war, 
appears higher, and the expression “protection of 
mental health” sounds almost pleonastic in many 
health contexts. Yet, in the era in which nobody can 
question the lawfulness of a “biopolitics” dictated 
by medicine, there has never been a need for mental 
health policies as now, precisely because the whole 
Italian population, and sooner or later of the globe, 
suffers from a formidable discomfort, which touches 
and will touch everyone, and not only those who 
already have diagnosed psychiatric disorders, upset-
ting the world as we have known it.
There is a risk of the final, legitimized and even 
understandable, catastrophe of the Italian mental 
health system. It is news of these days of some Diag-
nosis and Treatment Services in Lombardy that are 
being converted back to Covid departments, with 
all the staff (although absolutely and obviously not 
prepared for the new tasks assigned). Many other 
services are closed, or severely limited, and limited 
basic care - such as all “specialist” outpatient care - is 
strictly necessary and by appointment; which is ex-
actly the opposite of flexible service for a distressed 
population. What is a priority is difficult to identify. 

Therefore, in these hours, guidelines and reccomen-
dations  are being developed to guide healthcare 
companies, departments and operators on what to 
do.
It appears evident that the “social body”, to which 
Basaglia constantly referred , seems to withdraw. 
That at COVID 19 seems at the outset a war made 
of isolated individuals, of loneliness. But it is also 
of families; or small local communities, such as 
the condominium, the neighborhood; and virtual 
networks, small and open, or global. But inevita-
bly it touches the whole “social body”. Inside, the 
mental health worker is one of many. He does not 
have to cure Covid syndrome, but nevertheless he 
must continue to work, because there is a need for 
many levels of support, including psychological and 
psychiatric. And there is no real distinction between 
who cares and who is cared for, paradoxically the 
operator can transmit the disease, also because 
adequate precautions are not possible. It is useless 
to underline the well-known situation in which 
elementary medical-surgical devices, masks and 
disinfectants are almost totally missing.
So on the one hand the uselessness and even the 
harmfulness of an outpatient setting such as that 
which was held so far in the services, often with 
crowded waiting rooms, and of the same hospi-
talizations, if not strictly necessary, are clear: all 
imply a potential risk of the “organic body” of each. 
However, the “different” services, those born from 
the 1978 reform law, suffer the most. It was said to 
abolish the distance with the patient, not to “keep us 
at a distance”. The relationship, the main instrument 
of therapy and also of assistance in mental health, 
cannot be used freely and directly. The group, the 
collective, are necessarily constrained and finally 
abolished; even touching the body, which is the me-
dium, individual and social at the same time, where 
anguish is released, is inhibited: the “organic body” 
is now a potential source of danger.
The services of personal support, home and educa-
tional assistance, offered above all by social coopera-
tives and no profit sector, slow down or stop in the 
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absence of adequate prevention tools.
The social, therapeutic and rehabilitative values of 
attending a Mental Health Center or a Day Center 
are in crisis and largely fail. Everywhere there is a 
restrained, guarded sociality.
Here is revealed all the fragility of a mental health 
made of “places”. Paradoxically, it is precisely the 
extra-hospital environments, those of normality, 
of the community, of common life, that suffer the 
most because they can be transformed into places of 
infection by being places of meeting and exchange. 
This range includes all the communities where 
temporary or longer-term forms of coexistence take 
place, especially with a 24-hour residence, where 
epidemic outbreaks involving operators and guests 
have already occurred, as in rest homes.
In spite of everything, never as now is it necessary to 
gather around services such as anchors for the pro-
tection of mental health. Services should be urgently 
saved, while rethinking mental health in the corona-
virus era. That will last at least for a while, we know, 
and in any case it is already transforming individual 
and collective behaviors and habits.
If the sociality, in a logic of “restitution to the social 
body”, was the utopia of Basaglia and of the reform, 
what to do now that the social networks shrink to 
the essential, while all the communication media 
expand, and especially the social media? You live 
connected through the internet, or on the phone, or 
attached to the TV. While you need to be informed, 
too much exposure, and especially exposure to unre-
liable sources, can increase stress.
Studies on individual behaviors don’t give much 
help, they don’t make much sense. They mainly use 
and emphasize this notion of stress and the conse-
quent post-traumatic-stress-disorder (the famous 
PTSD). The timely publication in Lancet Psychiatry 
of a review on the psychological effects of the quar-
antine, based on other epidemics, from SARS on-
wards, is these days. But here it is not about quaran-
tining individuals affected, or positive for infection, 
as potential sources of contagion. The “lockdown”, 
being locked in the house, which Italy and now 
other countries are experiencing and living, is a huge 
collective experiment, a new “Norm”: a generalized 
condition that affects everyone, especially those who 

are really at home and do not go to your workplace, 
health care facilities, industrial production or essen-
tial services every day.
Starting from the Lancet review, the American 
Psychiatric Association through the University of 
Bethesda, and now the Canadian, have made recom-
mendations. Mental Health Europe has released a 
simple list of tips. WHO has made a poster on the 
different forms of help between people, with atten-
tion to children, even an invitation to alternative 
forms of greeting to avoid handshakes or hugs. The 
IASC has updated its guidelines for humanitarian 
emergency intervention in the population exposed 
to Covid, but it is already old because it does not 
contemplate the total closure of a country, or of 
several countries. Many recommendations concern 
the same health workers and among them those of 
mental health, who must take care of their patients 
but also that of their mental well-being during the 
quarantine periods, and at work, which must contin-
ue. They must be able to eat, drink and sleep regu-
larly, take breaks, communicate with colleagues and 
loved ones also through the media, and ensure that 
both their family and organization are safe and have 
established a plan in case of contagion.
We must think quickly about how and what to com-
municate, do and say in Italy, to help citizens’ mental 
health, from the weakest to the most guaranteed. 
Studies confirm - but how could this not be the case 
- that in situations similar to that of the “lockdown” 
increase boredom, frustration, and even the level 
of anxiety, which dilates the fear of infection up to 
panic, and cenestopathies, but not too much. We 
all equip ourselves in the face of a danger, which is 
strong and present, although invisible. Few imple-
ment denial and escape from reality, with obstinacy 
in maintaining their lifestyle “despite everything”. 
But above all with isolation you can experience a 
condition of generalized trauma, with potential 
short and long-term post-traumatic effects.
Meanwhile, the ancient social reception of the 
disease as guilt, individual and collective, some-
thing that psychiatry has known in history and still 
today permeates popular culture, above all where 
the medical model has not replaced the old beliefs 
and covered every objection. We have already seen 
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unjustified forms of prejudice and stigma triggered 
against individuals (ex-sick) or entire populations or 
ethnic groups.
It is therefore urgent to give and find meaning in the 
quarantine, beyond the right rules of hygiene that 
impose it. Many documents contain simple advice 
for those who are in various forms of quarantine, 
such as those now generalized to all and which even 
spontaneously everyone tries to implement. In addi-
tion to maintaining a restful sleep and eating regular 
meals, exercise (at home!); limit the use of alcohol, 
tobacco and other drugs; talk to loved ones, even 
about worries and fears; practice any relaxation strat-
egies, engage in hobbies and pleasant activities. There 
are tips for those with children, or older people, and 
for families as such.
It’s not that easy. Social detachment also hangs over 
those who cannot, or do not know (and sometimes 
do not want to) defend themselves. If, on the one 
hand, people with more serious mental problems, as 
it is recognized, prove capable of coping and also of 
helping in emergency conditions - as happens, for 
example, in wars - on the other, the social isolation 
of those who have psychotic problems is now ironi-
cally allowed and “normalized” as behavior imposed 
on everyone. But many have disappeared from the 
services, holed up in the house again. Families, where 
there are, keep or recover the sick: ties are strength-
ened in times of danger. But both the alienation de-
termined by the absence of social ties of the former, 
and the conflicts in the latter, can sharpen suddenly 
and lead to moments of crisis that must be absolutely 
prevented.
In the general population, in an approved situation in 
which moving, exercising together, eating or drink-
ing in a group, conviviality, even singing or playing 
together are inhibited, it is necessary to stay side by 
side in the everyday life, in an intimacy or forced 
promiscuity, which is that of the family (for those 
who have it). Others are forced to choose whether to 
be alone or to live together if they have a relationship. 
Who has a garden, a second home, a place of retreat 
and escape, is lucky.
In this predominantly domestic scene, can services 
appear with caution? A series of people then, the 
most fragile - and here not only in the medical or 

psychiatric sense, but socially - must be reached at 
home, either by telephone (having a landline or a 
mobile phone is now recognized as a necessity also 
for health, i.e. electronics stores are allowed to stay 
open) which, where physically necessary, to offer 
support in person as well as drugs. This with due 
caution, and in a very consensual situation, and of 
conscious, bilateral, maximum containment of risk. 
The outpatient model does not foresee it, that is al-
ready a first challenge. We need to prioritize services, 
identify who needs them most. It’s called selective 
prevention. Higher-risk psychopathological profiles 
are suggested (patients with delusions, obsessive-
compulsive thoughts and behaviors, somatic symp-
toms, or previously exposed to severe trauma) for 
whom more frequent contacts can help respond to 
emerging concerns, which can help avoid serious ex-
acerbations or hospitalizations. But most of all, indi-
vidual stories and situations need to be kept in mind. 
It is also necessary to invent forms of teleworking, 
telemedicine or telepsychiatry, and which are not 
cold but affective, a sort of remote “tele-heart”.
The social gradient of mental health is confirmed 
in all its relevance and drama: the discomfort of the 
poorest, of those who are alone, or even amassed, in 
tight holes. Many may not have food and may not ac-
cess social canteens or meals provided in the services 
themselves. Remember to ensure basic needs, even 
with meal deliveries. The homeless, then, are lost in 
a social nothingness, without alms, not even because 
there are no people on the streets, without hot food if 
not with praiseworthy efforts of part of the volunteer 
sector. Here the services must “outreach”, reach those 
who do not access them, even on the street, and 
powerfully support those who guarantee survival, 
mobilizing all the possible resources of communities, 
neighborhoods, associations, churches.
More information and reassurance should be pro-
vided; but above all it is necessary to give meaning 
to isolation. This applies to all of us, to all of society 
and is an extraordinary element of universal preven-
tion, that is addressed to the whole population. Here 
emerges the need to get out of individualistic visions 
and opt without delay for sharing and solidarity, civil 
and social. Now it is necessary to raise the sense of 
being part of a community, and services can and 
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must act as bridges.
It will then be necessary to valorise and study in-
dividual and collective resilience factors, and cop-
ing strategies for a “recovery” that will never be an 
interpersonal and social fact as ever. We already talk 
about the “Whole of Society approach”, a global col-
lective approach (IASC).
The new forms of social connection that are devel-
oping in this collective long-endurance effort will 
have to be enhanced. As well as a rediscovery of the 
self, and a training that is not just physical – e.g. fit-
ness, the healthy lifestyle that is also in fashion - but 
a Foucaultian “self-care”. What do we really need? 
What is essential? While we are thrown back into 
ourselves, in something unheard of for all of us, 
listening to ourselves and focusing on our body, even 
on our breath, is opposed to it and perhaps the sense 
of a community, of a common struggle prevails. The 
sense of a collective heroism, where the fragmented 
and mediated social body reconnects ideally, or per-
haps even concretely, in multiple forms of help and 
survival. And this is the mental health of an entire 
society. So we defend the services, which interpret 
and mediate this “social body”, while defending our-
selves.
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WHO QualityRights -Transforming services and 
promoting rights of people with psychosocial, 
intellectual and cognitive disabilities.

Natalie Drew (Technical Officer) and Michelle Funk 
(Coordinator), Mental Health Policy and Service 
Development, Department of Mental Health and 
Substance Abuse, World Health Organization, Ge-
neva
 Recent reports from countries, the United 
Nations, NGOs and the media all highlight exten-
sive and wide ranging violations and discrimination 
experienced by people with psychosocial disabilities 
in countries everywhere.  In the health care context 
people experience violence, abuse and neglect.  In 
the wider community they are actively discriminated 
against in education, in employment, in housing and 
social services.  Furthermore mental health and sub-
stitute decision making laws in countries around the 
world deprive people of their right to legal capac-
ity and prevent them from making decisions on all 
aspects of their lives.
 The WHO QualityRights Initiative, launched 
in 2012, is the World Health Organization’s response 
to this situation.  The Initiative works to promote the 
rights of people with psychosocial disabilities and to 
transform the way mental health and related services 
are provided, in line with the UN Convention on the 
Rights of Persons with Disabilities (CRPD).
 The main objectives of the QualityRights 
initiative are to:
•Build capacity to combat stigma and discrimination 
and promote human rights and recovery
•Create community based services and supports that 
respect and promote human rights
•Support civil society movements in countries, in par-
ticular organizations of persons with lived experience, 

to conduct advocacy and influence policy making
•Support national policy and law reform in line with 
the CRPD and other international human rights 
standards. 
 
 A number of key resources and tools have 
been developed in order to operationalize these 
QualityRights objectives, including the WHO 
QualityRights Assessment Toolkit, as well as a set of 
fourteen QualityRights training and guidance mod-
ules on mental health, disability, human rights and 
recovery. The modules build knowledge and skills to 
end coercive practices including involuntary admis-
sion and treatment, seclusion and restraint, and to 
put in place strategies that support legal capacity, 
informed consent, community inclusion and the 
right to liberty and security of person in line with 
the requirements of the CRPD.  The QualityRights e-
training on Mental Health, Disability, Human Rights 
and Recovery has also been developed to maximize 
reach in and across countries.
 As part of the initiative WHO is also in the 
process of developing good practice guidance on 
community based mental health services and sup-
ports that operate without coercion, that are respon-
sive to people’s needs, support recovery, promote 
autonomy and inclusion.  In addition, guidance and 
checklists are being developed as part of the initia-
tive in order to support national policy and legisla-
tive reform efforts in line with the CRPD.
 Through the implementation of these tools 
and resources, and through the active engage-
ment and collaboration of diverse stakeholders, in 
particular people with lived experience and their 
organizations, WHO QualityRights aims to trans-
late the rights outlined in the CRPD into policy and 
practice.  

Access to the WHO QualityRights Toolkit here:
https://www.who.int/mental_health/publications/
QualityRights_toolkit/en/ 

https://www.who.int/mental_health/publications/QualityRights_toolkit/en/ 
https://www.who.int/mental_health/publications/QualityRights_toolkit/en/ 
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The Convention on the Rights of Persons with 
Disabilities 

Tina Minkowitz, Human Rights Lawyer, President 
and Founder of The Center for the Human Rights of 
Users and Survivors of Psychiatry
tminkowitz@earthlink.net

The Convention on the Rights of Persons with Dis-
abilities (CRPD) prohibits forced psychiatric inter-
ventions.  This requires countries throughout the 
world who have ratified this treaty to radically shift 
their laws and policies in order to uphold the human 
rights of people with psychosocial disabilities – who 
may identify with being mad, experiencing a mental 
health condition, or having been labeled as such by 
others and abused on that basis.  

CRPD accomplishes this milestone in international 
human rights law through several provisions in its 
text.  Article 12, on equal recognition before the law, 
requires states to recognize that persons with dis-
abilities enjoy legal capacity on an equal basis with 
others, in all aspects of life.  Legal capacity has two 
components, standing (the capacity to have rights 
and duties) and agency (the capacity to exercise 
rights and duties for oneself).  Making decisions 
about health care is an exercise of legal capacity that 
is protected under Article 12 and also under Article 
25 on the right to health, which requires states to 
provide health care to persons with disabilities based 
on free and informed consent.  Taken together, Arti-
cles 12 and 25 mean that only the person concerned 
can give consent to treatment – not a guardian, 
family member or other third party – and that no 
treatment can be imposed against the person’s will.  
The Committee on the Rights of Persons with Dis-

abilities considers forced mental health treatment to 
be among the regimes of substitute decision-making 
that must be eliminated to comply with Article 12.  

Also under Article 12, states must provide access to 
support in exercising legal capacity, and ensure that 
such support respects the person’s will and prefer-
ences and otherwise complies with standards to 
prevent abuse.  This means that a person should be 
able to arrange for someone to help her understand 
information, arrive at a decision or communicate 
her decision, and this supporter must follow her lead 
and not try to influence her decision one way or the 
other.  This is relevant both because some people 
may want a supporter to help them decide about 
mental health treatment or to help them commu-
nicate to practitioners, and also because decision-
making support can respond directly to personal 
and social crisis (often referred to as ‘mental health 
crisis’ or ‘emergencies’) without the involvement 
of the mental health system.  They may also want 
support to maintain their living situation, safety and 
well-being during a crisis, which can be claimed 
under Article 19 on living independently and being 
included in the community, as support needed to 
live in the community and prevent isolation.

Article 14, on liberty and security of the person, 
prohibits states from justifying any deprivation of 
liberty based on the existence of a disability.  This 
means that all laws and practices that allow for 
detention based on a psychiatric diagnosis, whether 
alone or in combination with other factors, are 
discriminatory and amount to a regime of arbitrary 
detention that must be abolished.  Factors such as 
‘danger to self or others’ or ‘need for care and treat-
ment’, when linked to a person’s actual or perceived 
mental health condition, cannot justify detention in 
mental health settings or forced treatment.  States 
need to instead address threats of violence by or to-
wards people with psychosocial disabilities through 
police and justice systems, on an equal basis with 
others, and to respect their choices about care and 
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treatment and about prevention of harm to them-
selves, as an exercise of their legal capacity.

The UN Human Rights Council, Working Group 
on Arbitrary Detention, Special Rapporteur on 
the Rights of Persons with Disabilities, and the 
World Health Organization, have all taken posi-
tions upholding the abolition of forced psychiatric 
interventions.  The World Health Organization has 
developed training modules promoting the CRPD 
and the recovery approach to mental health and is 
compiling non-coercive good practices.  The Euro-
pean Parliamentary Assembly has just issued a reso-
lution calling for the development of non-coercive 
practices and radical reduction of coercion, as a first 
step towards abolition.  Nevertheless, the radical 
transformation of laws and practices has been slow 
to reach states.  Several countries in Latin America 
are instituting legal capacity reforms that eliminate 
guardianship and restriction of legal capacity based 
on disability (of these Peru’s, which reforms the 
Civil Code, is the most far-reaching); however, these 
reforms fall short of abolishing detention and forced 
treatment in mental health settings due to specific 
legislation that has not yet been repealed.  We need 
to insist on complete abolition of all substitute 
decision-making regimes and arbitrary detention 
regimes, for full compliance with the CRPD that 
doesn’t leave people with psychosocial disabilities 
behind.

CRPD was developed with the active participation 
and leadership of people with psychosocial dis-
abilities, primarily through the World Network of 
Users and Survivors of Psychiatry.  Today, our global 
movement also promotes CRPD through regional 
organizations including (in order of their creation) 
the European Network of (ex-)Users and Survivors 
of Psychiatry, the Pan-African Network of People 
with Psychosocial Disabilities, Transforming Com-
munities for Inclusion Asia-Pacific, and the Latin 
American Network of Psychosocial Diversity.  I 
founded the Center for the Human Rights of Users 

and Survivors of Psychiatry to continue develop-
ing standards after the adoption of the Convention, 
which also houses the Absolute Prohibition Cam-
paign to bring together activists with psychosocial 
disabilities and allies throughout the world working 
for the abolition of forced psychiatry.  

Organizations of people with psychosocial disabili-
ties, activists, lawyers, clinical practitioners, all have 
roles to play in changing laws and practices.  For all 
of us, our actions need to take as a starting point the 
irrevocability of the CRPD norm of absolute prohi-
bition of forced psychiatric interventions, to work 
for comprehensive human rights of people with 
psychosocial disabilities and the complete shift from 
coercion to support in law, policy and practices.  
We need both confrontational strategies like litiga-
tion, engaging with UN human rights mechanisms, 
and marches for our human rights, and cooperative 
strategies like law reform and development of posi-
tive responses to crisis.  To learn more about how 
to participate in reviews of your country’s human 
rights compliance by UN mechanisms, and how to 
communicate with them about individual human 
rights violations, please see http://www.chrusp.org/
file/339476/UsingHRMechanisms.docx. 

http://www.chrusp.org/file/339476/UsingHRMechanisms.docx. 
http://www.chrusp.org/file/339476/UsingHRMechanisms.docx. 
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The Belgian Reform in Mental Health Care: where 
are we now?
A short overview and state of progress

Bernard Jacob, Coordinateur fédéral des réformes 
des soins en santé mentale

Mental health problems are as common in Belgium 
as in any other European country. Approximately 
25% of the Belgians are experiencing some sort of 
psychological distress. The lifetime prevalence of at 
least one mental disorder even reaches higher up to 
30% of the population. Furthermore, like in most 
other countries, there is a significant treatment gap 
that both encompasses people not getting treated or 
people receiving treatment far too late. Stigmatisa-
tion, financial barriers, lack of collaboration between 
primary care and specialized care, poor accessibility 
and waiting lists are only some of the factors named 
to account for this situation.    

Until 2010, the Belgian mental health care strongly 
remained a hospital-based system. With more than 
150 beds per 100.000 inhabitants, Belgium ranked 
itself in the global top 3. Although the late eighties 
and nineties nationwide gave rise to new housing 
initiatives, such as sheltered living and psychiatric 
nursing homes, this was only considered to be a first 
step in a further evolution towards a community-
based approach. A transformation of a supply-
driven residential mental health care towards a more 
differentiated demand-driven care was needed. 
The Joint Declaration of all ministers responsible for 
public health in 2002 on the future mental health 
policy was an important next step. It stated that 
future acute and chronic care had to be organised 
through collaborating networks and circuits for 3 
target groups (children and adolescents, adults and 
the elderly), bringing mental health care as close as 
possible to the needs and demands of people with 
mental health problems.     

In May 2010, the Public Health authorities launched 
the ‘Guide towards a better mental health care’, 
thereby setting in motion the reform for adults. The 
Guide described a program and an organisational 
network model, to be implemented in catchment 
areas up to 200.000 inhabitants. A network coordi-
nator was financed for each pilot project to facilitate 
the creation of the intersectoral networks, that had 
to establish 5 predefined functions:
-Function 1: prevention and promotion of mental 
health care, early detection, screening and diagnostic 
activities.
-Function 2: ambulatory teams offering intensive 
treatment for both acute and chronic mental health 
problems.
-Function 3: rehabilitation team focusing on recovery 
and social inclusion.
-Function 4: residential intensive treatment for both 
acute and chronic mental health problems.
-Function 5: specific housing facilities.      
Given the high number of psychiatric hospital beds, 
the program implicated a bed reduction, to accom-
plish by a reallocation of the bed-bound financial 
means to new mobile treatment teams (function 2) 
or hospital intensification. 

In 2019, Belgium has 20 operational networks, 
covering almost all the nation. Approximately 55 
newly created mobile teams (‘function 2’) are active. 
Several additional ambulatory rehabilitation and 
recovery centres, focusing on housing and employ-
ment, were founded. The important attitude change 
in the sector, combined with the new facilities in the 
community, have been associated with a significant 
reduction in the duration of hospital admissions. 
Furthermore, the accessibility of specialized care 
strongly benefitted from the inter-sectoral collabora-
tion (e.g. primary care, GP’s, housing corporations).     
 
Nevertheless, important challenges remain for the 
near future. It seems that the networks have estab-
lished all functions, but an even more integrated 
approach is needed to further improve the accessi-
bility and continuity of care. This requires a formali-
sation and rethinking of the governance structure 
of the networks. Furthermore, generalization of the 
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reform model is needed over the areas that are not 
yet served, while the other regions are deepening the 
changes and reinforcing the resources in the com-
munity.     
In conclusion, the Belgian mental health care has, in 
a short period of time, undergone profound changes 
in an ongoing transformation process towards a 
community-based mental health care. Inter-organ-
isational networks and a recovery-oriented practice 
can be considered as key aspects therein.      Starting 
with the adult group, the aim is now to broaden and 
deepen the reform over the next years, for all re-
gions and target groups. The reform for children and 
adolescents took a launch in May 2015 and a new 
Guide has been published and was communicated to 
the sector. Since inter-sectoral networks remain a key 
concept also in this reform, network coordinators 
have been selected in the past months. The next step 
for them is now to prepare and facilitate the regional 
strategic development in close collaboration with the 
key partners. 

Key concepts in the reform process
•A community-focused vision on help and care.
•A transformation of a part of the residential offer 
(psychiatric beds) into a community offer, by the crea-
tion of crisis and long-stay mobile teams and, at the 

same time, an improvement 
of the hospital provision for a 
quality offer in crisis. 
•A reform model based on a 
global and integrated ap-
proach that includes the 
different competence levels in 
health (vertical approach), 
but also actors in housing, 
justice, culture (horizontal 
approach).
•The vision is one of recovery.
•The reforms implicate differ-
ent target audiences (chil-
dren and adolescents, adults, 
seniors (in progress) and a 
particular attention is payed 
to transitional age periods 
(e.g. 16 -> 23 year).
•Prevention, detection and 
early intervention programs 
are a considerable part (com-

petences of regions and communities).
•The link with the non-specialised primary care (GP, 
care at home) is reinforced by the reimbursement of 
primary care clinical psychologists (quickly and finan-
cially accessible). 
•A global training plan is financed by the federal 
authorities to accompany the change (in culture), this 
program is intended for all actors, users and family 
included. The users and families are promoters of the 
training modules.
•Complementary funding is provided for double diag-
nosis (disability and mental health).
•For the new children and adolescents policy, the 
financial resources are granted by the authorities to 
develop mobile teams for crisis and long-stay (no beds 
to close in child and adolescent psychiatry) and to re-
inforce the offer within the support and care networks 
(liaison function, case manager, network child and 
adolescent psychiatrists etc.).
•A very important national plan is in place to reorgan-
ize the mental health / justice link, new constructions 
that are more suited.
•Total coverage for the Belgian territory.
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Mental health care delivery 
system reform in Belgium

A network coordinator is financed for 
each pilot project to facilitate the creation 
of the intersectoral networks, which had to 
establish five predefined functions

Federal Ministry of Public Health
bernard.jacob@sante.belgique.be
+32 472 400 467

Contribute to innovative, efficient and sustainable health systems

Source reference:
EU Compass
Providing community based 
mental health services.

1. Introduction
• Approximately 25% of the Belgians are experiencing 

some sort of psychological distress. 
• Until 2010, the national Belgian mental health care 

strongly remained a hospital-based system. With more 
than 150 beds per 100.000 inhabitants, Belgium ranks 
itself in the global top 3.

• Belgium’s mental health care reform is based on a 
comprehensive and integrated approach, with the 
construction of a network around the user, enabling 
resources to be used efficiently in line with the needs 
and with a recovery oriented vision.

• Since 2011, creation of networks covering each 
Belgian municipality since mid 2016

• The reform targets any adult  with mental health 
issues.

2. Main aims
• Improve quality of care.
• Improve quality of live.
• Costs - Efficiency.
• Better working environment for mental health workers
• The reform implicates bed reduction, to be accomplished 

by a reallocation of the bed-based financial means to new 
mobile treatment teams or hospital care intensification.

Function 1
Prevention and 

promotion of mental 
health care

Function 2

Ambulatory teams Function 3
Rehabilitation team 

focusing on 
recovery and social 

inclusion

Function 4

Residential intensive 
treatment

Function 5

Specific housing 
facilities 

6. Recommendations 
• It is helpful to include all relevant authorities, all stakeholders, professionals, users, and relatives 

in a bottom-up movement. 
• It is important to include users and relatives: "Nothing about us without us”. 
• Having a clear strategic plan is recommended.
• It is necessary to develop a global training program for all stakeholders.

5. What worked well?
• The local implementation, taking into account the opinion of the different actors in the field. 
• The development of the model of care based on the concept of Network on the basis of a global 

and integrated offer.
• The network coordinator for the coherence of resources and the formalization of procedures 
• The involvement of users / relatives at all decision levels.

Beds
Other forms 

of care 
3. Objectives
• De-institutionalization: limiting residential 

treatment in health care facilities to those who really 
need it.

• Inclusion : readaptation and rehabilitation in the 
context of an indispensable collaboration with the 
sectors of education, culture, work, social housing ... 

• De-categorization : establishment of an 
intersectoral collaboration, through circuits and 
networks of care, All the stakeholders work together 
around the user.

• Intensification : intensification of care within 
hospitals, corresponding to shorter hospital stays 
and treatments with intensive care programs,

• Consolidation : regularization of the various pilot 
projects involved, at the federal, community and 
regional levels, within the concept of globalization of 
mental health care. This goal is not reached yet.

4. Outcomes and results
• 20 mental health care networks.
• 1230 beds used for 548 FTE mobile care.
• 25 mobile or ambulatory of intensive treatment teams for 

crisis situations.
• 38 mobile or ambulatory teams for people who require long-

term monitoring.
• Nearly 13.000 users followed by mobile teams on annual 

basis.

• The model is based on the community approach with a vision oriented towards 
recovery. 

• Interest was shown by the WHO for the reform that our authorities wished to 
take into consideration by carrying out, in partnership, the manual of innovative 
practices.
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Meeting the services for alcohol and substance 
abuse 

Barbara D’Avanzo
WAPR Italian Branch Board
Istituto di Ricerche Farmacologiche Mario Negri 
IRCCS, Milan, Italy

In October 2019, the WAPR Italian Branch was in-
vited to hold a workshop at the National Congress of 
Federserd, the Italian association of the professionals 
of the drug abuse and dependence services. These 
services are organized as community services where 
several types of professionals work, and they deliver 
care for all sorts of dependence (alcohol, drugs, 
gambling addiction). People can refer spontaneously 
or be mandatorily referred by the authorities. 

The aim of the workshop was to bridge a gap be-
tween mental health and addiction services discuss-
ing meaningful issues. Mental illness and addiction 
are often present at the same time, with many users 
of mental health services having also addiction 
problems and viceversa,. Many users of addiction 
services also experience problems related to mental 
illnesses. As shown by Gabriele Rocca, in the UK, 
34% of the users of mental health services had an 
addiction problem, and 46% of the users of addic-
tion services had a mental health problem (Megnin-
Viggars et al, 2015). If these percentages are applied 
to the Italian population of users of the mental 
health services according to the 2017 Italian Mental 
Health Report (Di Cesare et al, 2018), we have the 
following situation. We can estimate that among the 
850.000 users of the mental health services, 210.00 
have also addiction problems and 100.00 out of the 
250.000 users of the drug abuse and dependence ser-
vices have also a mental illness.

However, the connections between mental health 
and addiction fields are not due only to their comor-
bidity in a substantial number of person, but also to 
other characteristics. For instance, either in mental 
health and addiction service populations, stigmati-
zation and ghettoization are strong. Stigma does not 
concern only people having the condition, but often 
their caregivers. Sometimes the professionals also 

experience these situations. The are often considered 
the cinderellas among the medical professionals, 
therefore suggesting a substantial mistrust in the 
possibility to cure and to recover (besides hiding the 
idea of illness as guilt).
WAPR members identified recovery as a meaningful 
issue to link the areas of mental health and sub-
stance abuse care to be discussed in the workshop. 
So, how can the paradigm of recovery developed in 
the mental health field contribute to the paradigm 
of recovery in the dependence field? The discussion 
can help get more in depth into the concept in both 
the mental health and addiction field.

As an introduction, it is worth remembering Larry 
Davidsons outline of what a new, updated version of 
recovery should include (Davidson, 2018). Recovery 
is about as de-emphasising illness and disability and 
emphasizing the multiple personal ways to wellbe-
ing. Recovery is about increased consideration of 
social and cultural determinants of health and dis-
ability that are not yet enough considered. Recovery 
concerns more those who do not recover than those 
who have recovered. Therefore, it makes sense to 
speak of recovery in conditions often regarded and 
labeled as chronic, like mental health and addiction.

There are some “difficulties”, or differences from the 
mental health recovery paradigm, when this ap-
plies to addictions. For instance, whereas the idea 
of a personal way to recovery is consistent with the 
idea of having withdrawals, this is not accepted in 
addiction. In this respect, it was observed more 
than twenty years ago (Leshner, 1997) that addic-
tion, although has several physical characteristics, 
is different from physical diseases as well. Whereas 
in physical conditions the way towards recovery can 
entail withdrawals, in addiction withdrawals mean 
just failures, and they just demonstrate that recovery 
is impossible. 

This is consistent with a sort of black-or-white at-
titude reported also from a survey (Laudet et al 
2007) where the majority of addiction service users 
said that recovery requires total abstinence from all 
drugs and alcohol (although, at the same time, the 
responders said that recovery does not concern only 
substance abuse, and it extends to other areas of 
functioning as well. 

Another difference in comparison with the mental 
health field concerns the contribution of peer sup-
port to recovery-oriented care, that has been intro-
duced into the addiction services with a remarkable 
delay and to very limited extent in many countries. 
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From this point of view, Paolo Macchia, a member of 
the Italian WAPR Board who is also a peer support 
worker, underlined that all that can contribute to 
recovery should be used, and therefore peer support 
should be embedded in the mainstream services and 
be available also outside them. In relationship to this, 
it is worth mentioning that community involvement 
in caring for people with a mental illness is consist-
ent with the recovery paradigm. For instance, Wells 
et al. (2003) showed that a community engagement 
to build a community approach to improving quality 
of life in people with depression was more effective 
than giving resources to services for individual pro-
grams in improving quality of life, physical activity 
and homelessness risk factors, with the advantage 
of shifting utilization away from hospitals and other 
medical settings. 

Reflecting on her experience as psychiatrist and 
psychotherapist as well as on theoretical issues, 
Germana Agnetti drew attention on psychological 
issues having a substantial impact on addiction. She 
reminded that the use of a variety of drugs, psycho-
active substances and other means in order to reach 
the desired wellbeing and better performances rep-
resents a phenomenon that has always characterized 
the human experience. In all human beings there is 
the need to satisfy desires, escape from realities and 
improve subjective experiences. This is usually ac-
companied by strategies to sufficient protect oneself. 
The core issue is why and in which conditions self-
protective strategies fail, consequently facilitating a 
problematic use of the substance. From this point 
of view, it is crucial to go more in depth of the spe-
cific interaction between the user and the substance. 
From the clinical standpoint, there is the need to 
understand how protective strategies have been 
working throughout the life of the user in order to 
understand what makes his/her behavior so danger-
ous and critical. It should also be understood what 
the user finds in the substance, in order to help the 
person to meet his/her own desires without relying 
on risky behaviors.

Mental illness can be considered a risk factor for 
addiction, since emotions like anxiety and fear are 
often high, the perception of positive prompts is 
lowered and emotion regulation is difficult. The idea 
of oneself, the others and the world is highly nega-
tive, with high perceived and internalized stigma. 
All these characteristics may enhance the wish to 
alter one’s own subjective experience. In fact, specific 
substances can reduce anxiety, tension and anger, 
some others facilitate social relationships, others 
improve performances. Drug use can be considered a 

“reasonable” strategy to overcome specific difficulties 
and limits acting on the subjective experience of the 
person. But when the experiences and traumas are 
particularly hard, the coping strategy represented by 
the substance is maintained, although in new condi-
tions it is totally dysfunctional.

Two clinical implications can be derived from this 
consideration: it might be useful to understand what 
“advantage” the substances can bring to the subject 
that is not provided by the medicines, and, from 
a psychotherapeutic standpoint, how to support 
the person’s reflexive function in order to have the 
person perceive that the strategy has become coun-
terproductive. Recovery often means a slow, hard 
way of efforts and failures, where the issues and the 
subjective experiences of the patients should be taken 
very seriously, stigma should be absent at least in 
the context where people are cared, and the negative 
prompts related to inacceptable social conditions 
reduced as much as possible. This should be our aim 
but, although reasonable, as a matter of fact it re-
quires a change of deeply embedded cultural beliefs 
and stereotypes that is not easy to make, not even in 
mental health and substance abuse and dependence 
services. This means that the WAPR effort in sup-
porting such recovery mentality should be continu-
ous and determined, and that there is still wide scope 
for research and action. 
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Goodbye solidarity?

Christine Lingjærde
WAPR Family Member Representative
Chair of the board of directors for the Norwegian 
Association for Mental Health Families.

As a representative of Mental Health 
Carers’Association in Norway, the opinions ex-
pressed here naturally stem from my perspective in 
that context, but my comments may also apply in a 
broader context. You will notice that the title of this 
article is followed by a question mark. As much as I 
do not want to be the carrier of bad news, I see no 
possibility of replacing that question mark with an 
exclamation mark. What is the reason for this?

I will start with some background. In 2010, the 
National Mental Health Action Plan in Norway was 
brought to an end. Under that plan period, the first 
seeds of hope for a more human and holistic mental 
health service were sown. It was in this policy docu-
ment that the role and rights of next of kin as well as 
those of the patient were first mentioned publicly.

After that the “Coordination Reform” was intro-
duced with a subsequent burgeoning sense of hope 
reaching new and unforeseen dimensions. Inter-
action and collaboration would lead the way and 
provide the health- and welfare services in Norway 
with a new direction:

•Prevention rather than reparation
•Early intervention rather than late
•Ensuring better cooperation between the various 
providers of the health and welfare services 
•Offering services closer to where people live
•Increased delegation of tasks to municipalities and 
more funds locally
•Tailored professional teams for specific problems
•Increased patient empowerment

5 billion kroner were allocated to the municipality 
level. The number of beds was decreased, and pa-
tients were discharged to be supported in the com-
munity. 

A question to be raised here: Doesn’t cooperation 
also mean solidarity — talking together and sup-
porting each other? Does it not involve dialogue 
and mutual understanding? Surely it also means 
coordination and leadership. We believed in it and 
we hoped for better dialogues between all parties 
involved: the specialist health services, the munici-
palities, the families, and not least improved help for 
the person that needs help and support.

Following the reforms, we had a series of projects 
and reforms based on the key themes of hope, recov-
ery, self-help, open dialogue, involvement of rela-
tives, user participation, user empowerment, med-
icine-free treatment, and so on. Courses, seminars, 
study trips abroad and conferences were arranged 
far and wide on the same themes.

This is not saying that a lot of good work hasn’t been 
done, and a good deal is being done. However, there 
is still something which is not working — some-
thing intangible and complicated lying hidden deep 
beneath the surface. Sometimes we are suddenly 
presented with warning signs. Statistics show that 
approximately 50% of people with mental illness are 
still not given the required help. The number of sui-
cides during psychiatric in-patient treatment or im-
mediately following discharge has not been reduced 
There are still poverty, marginalization, loneliness 
and unemployment associated with mental health 
problems. Meaningful projects are either being can-
celled or postponed. Strong criticism has come from 
the Civil Ombudsman. People with disabilities are 
being denied personal assistants. And we have been 
informed for a long time that children are not being 
saved from the Moria refugee camp in Lesvos. In the 
meantime, relatives and other key non-professionals 
are becoming increasingly burdened. A whole gen-
eration seems to be going under. Half of all mental 
health care is provided voluntarily by relatives.

I was recently invited to a round table meeting at 
the Karolinska Institute entitled “Bridge the Gap”. 
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So what is the “gap”? The same gap is found in many 
countries — the gap between words and action, be-
tween theory and practice. How do we implement all 
these good projects that have been initiated? Why is 
it not working as should be expected?

In Stockholm I experienced the same debates, the 
same old discussions. I was one of 33 participants 
around that table. There were several positive sug-
gestions — policy priorities, education, use of new 
technology, less stigma, and more transparency to 
name but a few. Basically, the same that we are advo-
cating here in Norway.  And the question was: “What 
can other countries learn from Sweden’s example?”. 
Sweden, as with many other countries, has under-
gone reforms and initiated projects.

What emerged from this was something still un-
defined which is creating this gap. The insufficient 
number of psychologists and GPs was mentioned, as 
was the lack of knowledge. We danced around the 
issues. I diligently listened and took notes. When it 
was claimed that it was the GP who is closest to the 
patient and the first to notice changes, I was com-
pelled to speak up and contradict this. It is the family 
who is closest to the patient. I reminded those pre-
sent of something which is being overlooked in the 
debate — the human factor. We are suffering from 
collective memory loss.

The cornerstone of solidarity and our understanding 
of each other is that we are all human beings. What is 
unique about us is that we know that we exist (con-
sciousness), that it is possible for us to understand 
another person’s situation (altruism), and that we are 
naturally predisposed to feel that what we are doing 
is wrong or right (conscience).

This is also the basis of the universal values that 
should be respected in everything we do and on all 
levels. These values are also the foundation of human 
rights. If we forget them, then we forget solidarity. 
Then we forget welfare. Then we forget justice, and 
dignity, and ethics. Everything.

Everyone cast an eye over me at that moment in 
Stockholm. “Values? Values?”. “Yes!”, I said. “Not 
value for money, but universal values”. There was an 
audible “aaah” in the room. «Yes, that is an impor-

tant point”, I heard. Then, alas, nothing else was said 
about it.

What are these values? The first and most important 
is non-injury — do not harm others or oneself. The 
others are more commonly known — do not lie, duty 
of care, do not say one thing and do another, keep 
your word, respect the elderly, listen properly, do not 
criticize, do not judge, be aware of your role, your at-
titudes and motivations, and take responsibility, just 
to name a few. 

Every day we see examples of these values being 
overlooked. From the doctor who checks his/her 
watch while you talk, or prescribes medicine he/she 
knows is harmful, to politicians who cut funds and 
support to the weakest in society, yet manage to live 
in the knowledge that the country has been criticized 
by the UN Committee against Torture. Not to forget 
negotiating and doing deals with dictatorships. Do 
we need more examples?

This gap costs the EU 600 million Euros annually. 
Another thing our society seems to have forgotten 
is that saving or cutting costs now, can lead to more 
of a financial burden in the long run. If the system 
collapses, it costs much more to repair afterwards. 
Recently, the OECD criticized Norway for spend-
ing too much money on welfare, surprising as it may 
seem. Where all this money went was one of the 
questions in Stockholm. The answer? What has cost a 
tremendous amount of money is gathering countless 
commissions and committees to design reforms and 
new policies that are then not implemented or are 
ultimately dissolved.

What is the solution? It is not merely to build bridges 
on the surface or patch up the odd sore here and 
there. It is to dig down deep and repair the founda-
tion. It is about bringing these values back into the 
community — at schools, in universities, companies, 
at home, everywhere. We need an ongoing campaign 
to promote values, with the leaders in the driver’s 
seat. Until now we have not seen posters in hospitals 
with “Your rights” or “Your roles”, which does exist in 
some countries.
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How can these values be revived? We see various at-
tempts at rectifying the situation in the form of Civil 
Ombudsmen, Patient Ombudsmen, City Ombuds-
men, the Department of Human Rights, the County 
Governor, the County Chief Medical Officer, etc. Un-
fortunately, these have limited power and influence. 
Why? This is due to another societal phenomenon; 
fragmentation, the diffusion and diminishment of 
responsibility. The result is often small sporadic plans 
that come and go depending on the financial situa-
tion and resilience of those who initiate them. An ex-
ample of this is the short videos on buses and trams 
that attempt to remind users of some of the simpler 
and forgotten values such as no littering, no smoking 
at the stops, and allowing others to disembark first 
before jumping on.

This task requires considerable effort from everyone, 
and it has no end. The values must be woven into the 
fabric of society in order to be maintained. If we pro-
ceed with this in the same r manner as we have done 
with other reforms and projects, then it will inevita-
bly be just as difficult to implement.

Former Norwegian Prime Minister Kjell Magne 
Bondevik appointed a royal commission to examine 
the values of Norwegians in January of 1998.
The main objective of this was to “contribute to a 
broad value-driven and ethical mobilizeation, in 
order to strengthen positive community values and 
responsibility for the environment and community”. 
According to the mandate, it was deemed necessary 
“to counteract indifference and to promote personal 
responsibility, participation and democracy”. The 
final report was published in three volumes in 2001.

The challenges currently facing the world mean that 
everyone should stand together. Unfortunately, this 
is far from the case and as we speak the most serious 
breaches of solidarity prevail. We are currently wit-
ness to Brexit and international fragmentation, and 
right in front of us aid organizations are being denied 
access to ports with boats full of refugees in need. I 
could go on.

The solution is political. It is the voters who can 
change this situation when they stop giving power 
to politicians who do not respect these values. Politi-
cians who can promise but cannot keep their word, 

who say one thing, but do another. In short, politi-
cians who have forgotten that they are human beings, 
as well as the meaning of solidarity.

Comments end of March 2020:
I wrote this article right before the Corona crisis 
had reached Norway. Today, 3 weeks later, I need to 
revise the last paragraph: The Corona crisis is now 
forcing all humans, politicians included, to remem-
ber and respect universal values. No need to vote for 
one side or the other side. Sooner or later, most of us 
will understand that there is only one side. If we wish 
to continue living on this planet. Unfortunately, the 
price to pay is extremely high. 
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Life during the Corona Virus: View from the Ground

Urgent Report in the time of Covid-19 crisis from Spain.

SOLI DARI T Y IN  AC TION

 In times like this it is essential to share ex-
periences, helpful partnerships and approaches and 
show support and solidarity. An initiative has been 
taken byf Marianne Farkas, Marit Borg and Michalis 
Lavdas to put together an organically developed Bul-
letin of experiences of living with the Corona crisis in 
different regions of the world.
 Our aim is to include the experiences of citi-
zens with mental health problems, family members, 
professional and personal experiences. What are the 
initiatives and practices of supporting people,  fami-
lies and general Communities? What are the experi-
ences of peer support work and selfhelp- activites?  
We also look for links to resources people might be
interested in, in different languages and regions of 
the world. Starting in this Bulletin we are includ-
ing some vital resources regarding coping with the 
pandemic such as the IASC guidelines that were also 
previously introduced and we are also glad to host 

past president’s Ricardo Guinea’s field report on the 
situation in Spain.
 Connecting the experiences and resources 
that
members are gathering all over the WAPR network
we welcome all to send directly to Marianne Farkas
at: mfarkas@bu.edu so that we can circulate a short
newsletter tentatively called “Life during the Corona
Virus: View from the Ground”. Two or three stories
and links will be disseminated at a time, over the
next month or two and then—at the end, collect
them all in one newsletter on the website.
 Thank you for those already sharing your 
experience with us all! It helps us strengthen our 
community and provides us with the solidarity of our 
colleagues and friends to keep going through these 
very strange and difficult times.

Marianne, Marit, Michalis

Ricardo Guinea MD.
WAPR Past president.
 The pandemic extension of COVID-19 has 
been an unexpected event, that has put under ex-
treme tension the general health system and has had 
huge implications in the “business as usual” attention 

to the people with severe mental health problems.
 In Spain, while I am writing this article 
-March 24th, there is a lot of uncertainty and some 
level of chaos all levels. Media is constantly bombing 
with news of all kind that convey anxiety to popula-
tion. The perception that is a global threat has deeply 
penetrated in everybody’s mind. Changes in social 
behavior can be observed everywhere: social distance 
is a rule, shops are closed, and preventive meas-
ures are been followed by everybody (not touching, 
cleaning…). Stuff for self-protection is scarce (face-
masks, alcohol). Quarantine is isolating many people, 
including people with severe social needs.
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 I will describe briefly some of the main prob-
lems detected and how we are trying to cope with 
them.
General Situation.
As in other countries, at general level, the first reac-
tion was perplexity. Population and policymakers, 
in the first days, just weren’t able to assess properly 
the real importance of this global even. On the other 
hand, nobody had previous experience. Probably 
because there is not precedent of it (except in mov-
ies!). Experts began to recommend general hygienic 
measures very early. But only when the threat began 
to become real (observing the news from Italy, not-
ing the number of deaths), government began to re-
alize that strong measures were needed, and certainly 
began to lead the emergency.
 A national quarantine was set as manda-
tory. However Spain has a very strong public health 
system. Initial assessment showed specially that, 
considering the prospects of the spread of the virus, 
the health system would be under extreme pressure.  
The normal resources in intensive care units would 
be widely short, and also the provision of equipment 
for proper protection of staff in hospitals (face-
mask, body protection, and also facilities for oxygen 
therapy…). Government and health authorities took 
seriously the lead of the crisis, and our usually strong 
system for public health services began to adapt as 
fast as possible to cope the situation. We were also 
short of tests to detect infections. Staff in hospitals 
began to work untiringly and under extreme pres-
sure.
 Now, some private facilities (hotels, confer-
ence venues) have been adapted as campaign hos-
pitals. This requires a lot of logistics, since all the 
required technical equipment needs to be prepared, 
and often it is complex (…oxygen supplies!)
 Many hospital staff members are being 
detected as infected every day – in fact they repre-
sent around 10% of all positive detentions. This is a 
serious problem, since no fasts tests for detection are 
available at large scale, and in the other hand, staff is 
more and more necessary. Volunteering is being im-

plemented as an option. Retired doctors, nurses and 
other staff, trainees, serve in the new created services.
 However, everybody is working to exhaus-
tion. The reaction of the whole country has been of 
huge collaboration, and we can be quite proud of 
that.
 Situation in residences for elderly people 
with infected residents is very dramatic. Part of the 
staff is infected, sometimes as much as 50% of staff. 
We know that the elderly are the most vulnerable 
population, they have mostly to remain in their 
residences, often with weak medical services. Often 
priority in ICUs are given to young people with good 
prognosis.
 Uncertainty about the evolution of the ill-
ness is also wide. We work with the hypothesis that 
most infected people will overcome the illness, and 
so it seems, since more and more recovered persons 

are reported. But it is unclear how long it will take in 
every single case, and medical complications often 
appear some days after apparent recovery: …rein-
fections, unknown medical complications? Medical 
networks are very active sharing reports, but it is 
often difficult to discriminate the level of reliability 
they have.

Situation in mental health services.
This is clearly a mayor issue. Everything is evolving 
very quickly, and new problems are detected every 
day.
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 Since literature about quarantine show the 
longer it is, the more stress affects general popula-

tion, almost everybody is taking self-protective 
measures, that are recommended by television and 
other media: how to maintain a daily agenda of 
physical exercise, leisure and productive activity, 
how to remain in social connection with friends and 
relatives by telematic means, etc. But members of 
some families with relational problems will have hard 
times. Police reports many interventions for conflicts 
in homes.
 For people with previous mild mental health 
problems, many mental health services are organ-
izing telephone consultation. But since mental health 
services are very diverse, the situation is different in 
different settings.
 Some crisis units in hospitals in Madrid and 
have been closed and programmed to be used for 
infected people. Some acute cases that were not pos-
sible to discharge, have been concentrated in some 
crisis units or mental hospitals that remain available. 
Residential facilities usually remain open. Staff report 
that users usually show clear understanding of the 
situation and are very collaborative, not surprisingly, 
even in auto-organized way.
 In the case of the network of services for 
psychosocial rehabilitation, all day centers, day hos-
pital and similar have very quickly evolved to teleas-
sistance, making a good use of smart phones and 
other teleconference devices. In most services, staff 

has enthusiastically joined this change as a profes-
sional challenge.
 FEARP (the Spanish branch of WAPR) has 
created a crisis team, detecting new problems and 
suggesting reactions. A number of key good practices 
documents drafted in a “how to” style, and have been 
published on line (how to face the quarantine, how to 
maintain treatments, how to remain connected with 
services, how to protect from new infection, how to 
proceed in case of be infected…). 
 Isolation with the family is often a problem 
in some cases of users with behavioral issues – some-
times also due to challenging and long-lasting family 
issues, that became problematic when they all must 
remain isolated at home. Sometimes, patients live in 
homes where other members are infected, and this is 
difficult to handle, specially only by telematic means, 
since they may be very anxious, but quarantine is 
to be a priority. Another issue is how to send phar-
macological prescriptions to the family so they will 
be accepted by pharmacies. Again, telematic means 
often sort the problem. Special attention is being paid 
to patients that receive depot medication. In is still 
uncertain how this problem will be sorted. In special 
cases, i. e. patients with autism and similar, some pa-
tients receive a special document that allows them to 
go out home with supervision of a relative, so quar-
antine can be more affordable.

Conclusion.
 Similar to other countries, all kind of uncer-
tainties affect us. There is a deep concern about how 
the economy will overcome the sudden stop of most 
productive activity. We already know now that a lot 
of mortality will be a reality, and the difficult deci-
sions will be needed in the next weeks or may be 
months.
 However, to the moment, the moral is not 
bad. Every day at 20.00h, all the population lean out 
their home windows to give a huge applause to all 
those that are working untiringly to cope this trag-
edy. We will overcome, somehow.
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Resources and links related to the Covid-19 crisis

Resources Collected and circulated by the World Health Organization

Devora Kestel, Director of the Department of Mental Health and Substance Abuse in the World Health Or-
ganziation has collected and circulated the following links which can prove useful in coping with the pan-
demic.

Mental health and psychosocial considerations during the COVID-19 outbreak
https://www.who.int/publications-detail/mental-health-and-psychosocial-considerations-during-the-covid-
19-outbreak 
 
Coping with stress during COVID-19
Arabic
Chinese
English 
French 
Russian
Spanish
 
Helping children cope with stress during COVID-19
https://www.who.int/docs/default-source/coronaviruse/helping-children-cope-with-stress-print.pdf
 
Social stigma associated with COVID-19
Click here (Powerpoint presentation)
 
Social media cards
For sharing on your social media channels
 
For questions about additional translations in the pipeline of these materials, or for translation requests, 
please contact Grazia Motturi at motturig@who.int 
 
Social Media Live Q and A Interview with WHO on coping with stressors related to COVID-19 
Twitter: https://twitter.com/WHO/status/1237372330696798208?s=20 
Facebook: https://www.facebook.com/WHO/videos/819204905251053/
 
IASC Interim Briefing Note Addressing Mental Health and Psychosocial (MHPSS) aspects of COVID-19 
Outbreak (developed by the IASC’s Reference Group on Mental Health and Psychosocial Support, which is 
co-chaired by WHO) https://interagencystandingcommittee.org/other/interim-briefing-note-addressing-
mental-health-and-psychosocial-aspects-covid-19-outbreak

Translations of this document and information about translations in the pipeline can be found at the above 
link. For further information about translations of this document, please contact Maya Bachet at Maya.ba-
chet@warchild.nl
 Supplementary orientation slides

Information note on inclusion of COVID-19 MHPSS activities in humanitarian and country response plans

Please send any feedback on these materials and suggestions for other materials that would be helpful to you 
during this outbreak to mhgap-info@who.int

https://www.who.int/publications-detail/mental-health-and-psychosocial-considerations-during-the-covid-19-outbreak 
https://www.who.int/publications-detail/mental-health-and-psychosocial-considerations-during-the-covid-19-outbreak 
https://www.who.int/docs/default-source/coronaviruse/coping-with-stress-print-v0-ar.pdf?sfvrsn=df557c4e_2
https://www.who.int/images/default-source/health-topics/coronavirus/cope-with-stress-zh.jpg?sfvrsn=40131d95_4
https://www.who.int/docs/default-source/coronaviruse/coping-with-stress.pdf
https://www.who.int/docs/default-source/coronaviruse/coping-with-stress-fr.pdf?sfvrsn=df557c4e_8
https://www.who.int/docs/default-source/coronaviruse/200762-coping-with-stress-ru.pdf?sfvrsn=df557c4e_8
https://www.who.int/docs/default-source/coronaviruse/200762-coping-with-stress-during-the-2019-sp.pdf
https://www.who.int/docs/default-source/coronaviruse/helping-children-cope-with-stress-print.pdf 
https://drive.google.com/file/d/1Pa2r02V5yjzR095ZQ2p1e80udfCuj_P9/view
https://google.us20.list-manage.com/track/click?u=9912b3b13b28c08a0aa914230&id=68a9dc78e6&e=361e6d2bc3
https://google.us20.list-manage.com/track/click?u=9912b3b13b28c08a0aa914230&id=68a9dc78e6&e=361e6d2bc3
mailto:motturig@who.int 
https://twitter.com/WHO/status/1237372330696798208?s=20  
 https://www.facebook.com/WHO/videos/819204905251053/
https://interagencystandingcommittee.org/other/interim-briefing-note-addressing-mental-health-and-psychosocial-aspects-covid-19-outbreak
https://interagencystandingcommittee.org/other/interim-briefing-note-addressing-mental-health-and-psychosocial-aspects-covid-19-outbreak
mailto:Maya.bachet@warchild.nl  
mailto:Maya.bachet@warchild.nl  
mailto:Maya.bachet@warchild.nl  
https://drive.google.com/drive/folders/1F3-YbAjEY2Q8aQkmdHz67XqZ7rPpaUqB?usp=sharing
https://drive.google.com/drive/folders/1zq5pEnpx4lg90KgBID5TYVlVgAR5kZxl?usp=sharing
mailto:mhgap-info@who.int
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The Global Clinical Practice Network is circulating valuable information to its members regarding the im-
pact of Covid19 and emphasizing on the role of healthcare providers. For that reason they include academic 
sources regarding Covid-19. Specifically the following links can be found useful:

•Johns Hopkins University: Coronavirus COVID-19 global cases map, Public Health On Call COVID-19 
podcasts, and COVID-19 experts Twitter
•The Lancet: COVID-19 Scientific Resource Centre
•Elsevier: Novel Coronavirus Information Center

Other useful links about Covid19

Tips and advice for looking after your mental health during the Coronavirus outbreak by the Mental Health 
Foundation which can be accessed here: https://www.mentalhealth.org.uk/publications/looking-after-your-
mental-health-during-coronavirus-outbreak 

6 Strategies which aim to inform teenagers on how they can protect their mental health during coronavirus 
found here and provided by UNICEF: https://www.unicef.org/coronavirus/how-teenagers-can-protect-their-
mental-health-during-coronavirus-covid-19 

WHO Health Alert conveying facts regarding keeping people safe from coronavirus through WhatsApp ac-
cessed here: https://www.who.int/news-room/feature-stories/detail/who-health-alert-brings-covid-19-facts-
to-billions-via-whatsapp

The Centers for Disease Control and Prevention (CDC) provides information on coping with stress dur-
ing Coronovirus outbreak here: https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/manag-
ing-stress-anxiety.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-
ncov%2Fprepare%2Fmanaging-stress-anxiety.html

Rethink Mental Illness

At the website of the organization you can find much needed advice on the following topics:

Emergency legislation in the UK explaining how it may affect people living with severe mental illness.

Top tips on managing your own mental health during Covid-19

Advice for carers of those with severe mental illness

5 ways to get moving around the house

Temporary changes to the Mental Health Act

Mental Health & Money Advice Service

https://gcp.network/en/
https://proxy.qualtrics.com/proxy/?url=https%3A%2F%2Fcoronavirus.jhu.edu%2Fmap.html&token=souXcy1aOEGf%2FCRhKpbBrc0NEzjnRxJ7bwgai0mSzyY%3D
https://proxy.qualtrics.com/proxy/?url=https%3A%2F%2Ftwitter.com%2Fi%2Flists%2F1235659868565995520&token=PnDkkvu%2BLoxOFRWZqaUiittqSq5DMrFu06hfDcdgWyc%3D
https://proxy.qualtrics.com/proxy/?url=https%3A%2F%2Ftwitter.com%2Fi%2Flists%2F1235659868565995520&token=PnDkkvu%2BLoxOFRWZqaUiittqSq5DMrFu06hfDcdgWyc%3D
https://proxy.qualtrics.com/proxy/?url=https%3A%2F%2Ftwitter.com%2Fi%2Flists%2F1235659868565995520&token=PnDkkvu%2BLoxOFRWZqaUiittqSq5DMrFu06hfDcdgWyc%3D
https://proxy.qualtrics.com/proxy/?url=https%3A%2F%2Fwww.thelancet.com%2Fcoronavirus&token=9yxYNOWecyG0F2ovnI3J5oJswMjm%2F4Ks5GIBknaeBNA%3D
https://proxy.qualtrics.com/proxy/?url=https%3A%2F%2Fwww.elsevier.com%2Fconnect%2Fcoronavirus-information-center&token=xAThLNAiwEBW57tgOi7p6nPav86rmZWseAH2%2FqY9NwQ%3D
https://www.mentalhealth.org.uk/publications/looking-after-your-mental-health-during-coronavirus-outbreak  
https://www.mentalhealth.org.uk/publications/looking-after-your-mental-health-during-coronavirus-outbreak  
https://www.mentalhealth.org.uk/publications/looking-after-your-mental-health-during-coronavirus-outbreak  
https://www.unicef.org/coronavirus/how-teenagers-can-protect-their-mental-health-during-coronavirus-covid-19 
https://www.unicef.org/coronavirus/how-teenagers-can-protect-their-mental-health-during-coronavirus-covid-19 
https://www.who.int/news-room/feature-stories/detail/who-health-alert-brings-covid-19-facts-to-billions-via-whatsapp 
https://www.who.int/news-room/feature-stories/detail/who-health-alert-brings-covid-19-facts-to-billions-via-whatsapp 
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
https://www.mentalhealthandmoneyadvice.org/en/top-tips/mental-health-and-money-advice-for-covid-19-outbreak/
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Working in an Environment of a Pandemic
Resources collected by Victoria Huehn

Mental Health Europe
As news about coronavirus (COVID-19) dominate 
the headlines and public concern is on the rise, 
Mental Health Europe would like to remind all that 
taking care of your mental health is as important 
as looking after your physical health. Good mental 
health and positive wellbeing can help you better 
cope with the COVID-19 threat and the uncertainty 
it’s creating. They outline 8 ways to look after your 
mental health:
1. Seek information from legitimate sources
2. Set limits around media coverage
3. Look after yourself
4. Reach out to others and support people around you
5. Maintain a sense of hope and positive thinking
6. Acknowledge your feelings
7. Take time to talk to children about Covid-19
8. Ask for professional support.
https://www.mhe-sme.org/covid-19/

City Mental Health Alliance UK
This agency has good information on “Supporting 
colleagues to stay mentally healthy in unusual work-
ing conditions” and this document has links to other 
international and national agencies.
http://citymha.org.uk/supporting-colleagues-to-stay-
mentally-healthy-in-unusual-working-conditions/

The impact on people
As Dr Manderscheid noted in his Commentary in 
2007 ‘Preparing for Pandemic Avian Influenza:
“Good mental health is essential for good health. The 
natural corollary is that there can be no true prepar-
edness without planning for mental health care, with 
a particular focus on essential personnel.
One of the lessons of managing all crises—wars, pan-
demics, terror attacks, natural disasters—is that our 
ability to respond will be predicated upon our abil-
ity to keep large populations in good mental health 
and to mitigate panic while we all ride out the storm. 

Now is the time to start planning and acting on those 
plans”. P.67.
https://www.iimhl.com/files/docs/20200316.pdf

Complete Mental Health Guide During Covid-19 
Pandemic
This document was developed using crowd sourcing 
material in Vancouver, Canada.
https://peak-resilience.com/blog/2020/3/15/covid-
19-amp-your-mental-health-a-comprehensive-re-
source-guide

Suggestions from the Canadian Psychological Asso-
ciation
https://cpa.ca/corona-virus/

https://www.mhe-sme.org/covid-19/
http://citymha.org.uk/supporting-colleagues-to-stay-mentally-healthy-in-unusual-working-conditions/ 
http://citymha.org.uk/supporting-colleagues-to-stay-mentally-healthy-in-unusual-working-conditions/ 
https://www.iimhl.com/files/docs/20200316.pdf 
https://peak-resilience.com/blog/2020/3/15/covid-19-amp-your-mental-health-a-comprehensive-resource-guide
https://peak-resilience.com/blog/2020/3/15/covid-19-amp-your-mental-health-a-comprehensive-resource-guide
https://peak-resilience.com/blog/2020/3/15/covid-19-amp-your-mental-health-a-comprehensive-resource-guide
https://cpa.ca/corona-virus/
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Recent Research
by Esther Ogundipe, Assistant Editor / PhD Research Fellow, University of South-Eastern Norway

Recent Research
Esther Ogundipe
Center for Mental Health and 
Substance Abuse
Department of Health-, Social- 
and Welfare Studies, Faculty of 
Health and Social Sciences.
University of South- Eastern 
Norway

Introduction
In this issue, the focus of recent research is on social 
recovery and citizenship. The first paper reviews the 
current state of social recovery in mental health and 
related services. The second paper focuses on persons 
who uses mental health services paths to full citizen-
ship. The third paper focuses on how acts of citizen-
ship promotes the social inclusion of persons who 
uses mental health services. 

Ramon, S. (2018). The place of Social Recovery in 
Mental Health and Related Services. International 
Journal of Environmental Research and Public 
Health, 15, 1052. DOI: 10.3390/ijerph15061052

Objectives: This article underlines how social recov-
ery, despite its conceptual and practice centrality 
to the new meaning of recovery, has remained a 
relatively neglected dimension. It reviews findings, 
methodologies and methods from 59 studies and of-
fers an updated critical commentary. 

Methodology: This paper is a qualitative commentary 
on social recovery, based on findings from 59 papers 
and books published in England between 2000 and 
2019. These papers/books included 10 systematic 
reviews, 10 reviews, 12 mixed methods, 15 qualita-
tive methods, five quantitative methods, three rand-

omized control design, two longitudinal studies and 
two studies who were experiential in nature. 

Findings: The paper outlines the development and 
significance of social recovery in the following areas: 
shared decision making, co-production and active 
citizenship, re-entering and being in employment, 
poverty and coping with poverty, the economic and 
the scientific cases for social recovery.

Conclusions: Ramon concludes the paper by high-
lighting the need to look at social recovery consist-
ently alongside personal recovery. She advocates 
for including the social context in understanding, 
analyzing and responding to people’s mental health 
difficulties. She remains optimistic, but at the same 
time aware of the obstacles to achieving social recov-
ery for all who need it.

Hamer, H. P., Finlayson, M. & Warren, H. (2014). 
Insiders or outsiders? Mental Health service users’ 
journeys towards full citizenship. International Jour-
nal of Mental Health Nursing, 23, 203 – 211. DOI: 
10.1111/inm.12046

Objectives: This article explores the journeys towards 
full citizenship for persons using mental health 
services.

Methodology: The study, which the paper is based 
on, collected qualitative data with the aid of semi-
structured interview. The author conducted inter-
views with 17 with service users, four government 
representatives and seven registered mental health 
nurses .A framework of citizenship consisting of 
four domains: the extent, the content, depth and 
acts of citizenships, were used to analyze the data. 
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This paper, is the first of a serious of four papers, and 
focuses mainly the interviews with service users and 
the first domain: the extent of citizenship.

Findings:  Their findings demonstrates that the 
degree to which the service users were accepted as 
full citizens with the same civil, political and social 
rights as others was contingent on their ability to 
adopt their society’s rules and norms and appear as 
“normal citizens”. Society’s perception that service 
users lack certain attributes of normal, productive 
citizens contributed to their experience of being 
“othered”. Their findings also highlight that service 
users` responding to this by shaping their behavior 
to assimilate with other citizens. Participants also 
engaged in practices of inclusion to challenge and 
broaden the social rules and norms, in order to be 
accepted without disavowing their difference.  
Conclusions: Mental health professionals should 
engage in practices that support services users’ jour-
neys towards full citizenship by continuing to hold 
a broader understanding of the cause of distress that 
go beyond the ideology of the biomedical model. 

Hamer, H. P., Rowe, M. & Seymour, C. A. (2019). 
“The right thing to do”: Fostering social inclusion for 
mental health service users through acts of citizen-
ship. International Journal of Mental Health Nurs-
ing, 29, 297 – 305. DOI: 10.1111/inm.12533

Objective: The theoretical framework of citizenship 
is increasingly being used in mental health setting 
to inform practice. This papers describes in detail 
how the acts of citizenship in everyday practices of 
mental health works promote the social inclusion of 
people in their case.

Methodology: The authors conducted semi-struc-
tured interviews with 12 participants: seven mental 
health clinicians and five peer support workers. The 
study was carried out in Connecticut, USA.

Findings: Two key themes were identified: 1) Break-
ing the rules through bucking, finagling and gam-
ing the system and 2) the right thing to do. Overall, 
their findings indicates that staff undertake hidden 
acts of citizenship to promote inclusion and rights of 
service users by responsibly subverting the rules and 
norms of the organizations.

Conclusions: The author end the papers by saying:  
“Mental health workers who currently `buck´ the 
system need to be acknowledged as the `rule´ rather 
than the `exception´ as they loosen the exclusionary 
rules and norms of the organization through acts of 
citizenship – because it is the right thing to do.
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The International Conference of Psychosocial Reha-
bilitation 2019 was organized by World Association 
for Psychosocial Rehabilitation – India Chapter.  
This was co-sponsored by the following association: 
National Institute of Mental Health & Neuro Scienc-
es, Bangalore Medical College & Research Institute, 
Indian Psychiatric Society, Indian Association of 
Clinical Psychologists, Indian Society of Professional 
Social Work, and Indian Association for Social 
Psychiatry, Indian Psychiatric Society Karnataka 
Chapter, and Asian Federation of Psychiatric As-
sociations. The program was conceived and planned 
keeping in mind contemporary issues and clinical 
relevance. Over the course of 15 symposia we moved 
from thought provoking talks on ‘Exploring In-
novations in Psychosocial Rehabilitation’, to mental 
and physical morbidity in severe mental illness and 
international perspectives in psychosocial rehabilita-
tion. 

Symposium 1 & 2 
The first symposium was ‘Exploring Innovations in 
Psychosocial Rehabilitation.’ The speakers were Su-
dhir Khandelwal, David Ndetei and Radhakrishnan 
V.K. This was a theme symposium where ‘Innova-
tions in Psychosocial Rehabilitation: Hope from 
Neurosciences’, by Sudhir Khandelwal. David Nde-
tei addressed the topic, ‘Using currently available 
resources innovatively to reduce the Treatment Gap- 
Kenya experience.’ Radhakrishnan V K spoke on 
‘Psychosocial Rehabilitation as a people’s movement.’

Symposium 2 was titled ‘NIHR Global Health Re-

search Group, IMPACT in South Asia-Investigating 
mental and physical morbidity: relevance to psychi-
atric rehabilitation.’ The speakers were Sadananda 
Reddy and Santosh K Chaturvedi spoke on ‘Intro-
duction to the IMPACT project and capacity build-
ing.’ Sukanya Rajan and Krishna Prasad M addressed 
the topic’ Physical health comorbidity in the context 
of Severe Mental Illness.’ Sadananda Reddy, Pratima 
Murthy spoke on ‘Tobacco cessation interventions 
in persons with Severe Mental illness.’ The final pres-
entation in this symposium was by Arun Kandasamy 
and Gitanjali who spoke on the topic ‘Management 
of Depression in NCD’s.’ 

Inauguration
The chief guest for the inauguration was Dr Sacchi-
danand, Vice chancellor, Rajiv Gandhi University 
of Health Sciences, Bangalore. The guests of Honor 
were Jayanthi C R, Director and Dean BMCRI, Ga-
briella Rocca, President elect,  V.K Radhakrishnan, 
Vice president, WAPR, Solomon Ratemane, General 
secretary WAPR, C. Ramasubramanian, President, 
WAPR- Indian chapter, Medhat Elsabbhay, B.N Gan-
gadhar, Director and Vice chancellor, NIMHANS, 
Prasad Rao .G, President -  Indian association of 
Private Psychiatry and Asian Federation of Psychi-
atric Associations, Indira Sharma, President- Indian 
asscociation of social Psychiatry, Muralidhar.D, 
President- Indian society of Professional Social 
Work, Madhukar B.R, President- Indian Psychiatric 
society , Karnataka Chapter and  Ravi.N, Professor, 
Dept of Radiodiagnosis, BMCRI (KMC Observer). 
This was chaired by T. Murali, President, WAPR, 

International Conference on Psycho-Social Rehabilitation
13th and 14th of December 2019

by Dr. Murali Thyloth, WAPR President
Dr. Ravi Shankar Rao – Chairman Scientific Committee

Dr. Sharon Ruth – Member Scientific Committee

WAPR NEWS
AROUND
THE 
GLOBE
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G.Gopalakrishnan, Organising Chairman and H. 
Chandrashekar, Organising secretary. 

Presidential Address 
Following inauguration, we had the Presidential 
address by Dr T. Murali. This address set the ball 
rolling for the rest of the sessions as it focused on 
achieving sustainable developmental goals set by 
the UN. The focus was on positive rehabilitation 
approaches under health management systems and 
promoting insurance for rehabilitation. The presen-
tation underlined the challenges to widen the scope 
of rehabilitation among the stakeholders.

Symposium 3 & 4
Symposium 3 focused on ‘International perspec-
tives in psychosocial rehabilitation’. Topics included, 
‘challenges and success of rehabilitation services in 
psychiatry in India: A panorama’ by Prasad Rao, 
‘Implementation of Cognitive- Behavioral Social 
Skills Training (CBSST) in Assertive Community 
Treatment (ACT) Teams,’ by Medhat Elsabbahy, 
Burnout and ‘Secondary Traumatisation: Helping 
the helpers’ by Solomon Rataemane and finally Nir-
mala Srinivasan on ‘Disruption or Intervention? The 
way forward for Psychiatric Rehabilitation in India.’
Symposium 4 was titled ‘District Mental Health 
Program- Past, Present, and Future’ and this was 
delivered by B V Karur, Rajini Parthasarthy and C 
Naveen Kumar. 

Symposium 5 and 6
Symposium 5 was titled ‘Mental Health Law’ and 
this was addressed by H Chandrashekar on the topic 
‘Challenges in implementation of Mental Healthcare 
Act’. R Lakshman then addressed ‘Mental Health 
Care Act with reference to illness, disability and re-
habilitation’. Brendan Kelly spoke on ‘Mental Capac-
ity, mental health law and psychosocial rehabilita-
tion’. How can we promote recovery?’
 Symposium 6 was specifically on ‘Severe Mental 
Disorders’. Indira Sharma spoke on ‘Marriage and 
Rehabilitation of patients with Severe Mental Ill-
nesses’ and Zebulon Taintor on ‘Evaluation of apps, 
use in therapy, in chronic illness and downside of 
screen resolution’.

Symposium 7 & 8
Symposium 7 was about ‘Suicidal behavior and 
suicide prevention among psychiatric patients: Need 
for psycho social rehabilitation’. The speakers were 

V K Radhakrishnan spoke on ‘Hidden epidemiol-
ogy of suicide in India.’ Hemendra Singh discussed, 
‘Clinical co-relates of suicide attempts in psychiatric 
patients’. Mohan S Raj spoke on ‘Brief psycho-social 
intervention module for suicidal behavior’. The last 
presenter was Sathesh Vadasseril who spoke on 
‘Gender based comparison of psycho-social, demo-
graphic and clinical profile of suicide attempters’.
Symposium 8 was titled ‘Implementation of  Rights 
of  Persons with Disabilities (RPWD)Act 2016’. 
Jayavibhava Swamy spoke on ‘Implementation of 
RPWD Act 2016’. Basavaraju V S highlighted ‘Rights 
of Persons with Disability.’ Srinivas Kosigi addressed 
the topic, ‘Certification of Disability for Mental 
Disorders’.

Symposium 9 & 10
Symposium 9 was titled ‘Dava and Dua’. The speak-
ers who addressed this symposium were G Go-
palakrishnan, C Ramasubramanian, Ajay Chauhan 
and Rajini Parthasarathy
Symposium 10 was on ‘Psychosocial Rehabilitation-
Models’. Four well known rehabilitation centers pre-
sented their models. Lata Hemchand spoke on The 
Richmond Fellowship RFS (1) Bangalore Branch’.  
Lata M Jacob  spoke on ‘Psychosocial Rehabilitation 
Model in Medico Pastoral Association’. Sucheta Ku-
lur spoke  on ‘Friends of Nimhans Trust’ and Swaru-
pa U M and Madhukar B R on ‘Cadabams- Learning 
Experience and Psychosocial Rehabilitation Model’.
 
Symposium 11 & 12
Symposium 11 was titled ‘ Rehabilitation in practice.’ 
The speakers were AjitBhide who spoke on ‘Psycho-
social rehabilitation and the practising psychiatrist’. 
Zebulon Taintor spoke on ‘Diagnosis and treatment 
of PTSD- NYU’. Ramaa S spoke on ‘Co-morbid 
Disorders among Individuals with ADHD: Need for 
Comprehensive Diagnosis and Intervention’. Anu 
Kant Mital spoke on ‘Ethical concerns in clinical 
research with vulnerable populations’.

Symposium 12 was titled ‘Homelessness and Persons 
with Mental Illness’. The speakers who addressed 
this symposium were Ramakrishnan H who spoke 
on ‘Shantivanam Experience -Tiruchirapalli-TN’, 
PA Johny on ‘Jyothi Nivas – Wynad- Kerala’, Murali 
T on ‘Chittadhama- HD Kote- Karnataka’ and Ravi 
Shankar Rao on ‘Mental Healthcare Act 2017 and 
Homeless Persons with Mental Illness’. 
Symposium 13 & 14
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Symposium 13 was titled ‘Training of PwMI in IADL 
Skills- An innovative NIMHANS experience’. This 
symposium was presided over by those involved in 
the innovative experience in rehabilitation at NIM-
HANS. The speakers were Meera, PhD Scholar, 
SivakumarT, Associate Prof of Psychiatry, Sailakshmi 
Gandhi PhD, Addl Prof and Head, Dept of nurs-
ing, Sangeetha J, MSc Nursing and Anne John, PhD 
Scholar. 
Symposium 14 was titled ‘Liaison with Govern-
ment Children Home for mental retardation for 
rehabilitation, Bengaluru: Experience of Psychiatric 
Rehabilitation Services, NIMHANS.’ Deepak Jayara-
jan addressed the topic of ‘Liaison with CMHR and 
catering to health care needs.’ Maithreyi NB spoke on 
Engagement in day care’. Krishna Prasad M presented 
‘Case vignettes of strategies used for reintegration 
with families’. Mayura Balasubramaniam spoke about 
‘Involvement in Green Skilling’. Amtitha Roy ad-
dressed ‘Income generation program and profit shar-
ing’. Nagarathnamma reported the ‘Impact of CMHR 
CHMR residents’. 
T Sivakumar finally addressed ‘Lessons learnt and 
way forward’. 

Symposium 15 
This symposium was titled ‘Private -Public Partner-
ship in Psychosocial Rehabilitation: South Tamil 
Nadu experience.’ The speakers were K S P Janard-
han Babu spoke on ‘Exploring Innovative Models of 
Vocational Rehabilitation for Persons with Mental 
Disabilities’ and ‘Innovations in Community Based 
Rehabilitation- Our Experience’. M Ramu spoke 
on ‘Innovative approaches towards mainstreaming 
Homeless Wandering Persons with Mental Illness’. 
K Rajangam addressed the topic ‘Profile of Juvenile 
Children with Addiction: A follow up study using 
Innovative Approach by TRISHUL, a Deaddiction 
Centre.’ T Sankarapandiyan presented about ‘UDY-
OG’: A Special Employment Exchange Programme 
for Persons with Mental Disabilities (PMD)’ and 
‘Innovation in Livelihood Skill Training through 
Animal Husbandry for Persons with Mental Disabili-
ties (PMD) in collaboration with Tamil Nadu Skill 
Development Corporation (TNSDC)’.

Workshops
 On Day 1, there were 2 workshops conducted 
namely ‘Recovery from the perspective of responsi-
bility’, by T Murali. 
The second workshop was on ‘Family Interventions 

in Schizophrenia’ by Matthew Varghese.
On Day 2 the last workshops were on ‘Art therapy 
as a powerful tool in psychosocial rehabilitation’, 
by Manale Elewah and ‘How to start and maintain 
a PSR program in a resource poor setting’, by Jayan 
Mendis.

Valedictory
T. Murali, President, WAPR Executive Board,C. Ra-
masubramaniam, Organising Chairman WAPR 2019, 
G. Gopalakrishnan, Organising Chairman, WAPR 
2019, Organizing Secretaries, H. Chandrashekar and 
Kasthuri P, Ravi Shankar Rao, Scientific Committee 
and Indira Sharma were on stage during the valedic-
tory. The rest of the organizing committee was also 
present on stage during valedictory session. T. Murali 
thanked all the committees for their support and in-
volvement, Sharon Ruth gave a summary of scientific 
committee proceedings and P. Kasthuri gave the vote 
of thanks.

 

Medhat Elsabbhay, V.K Radhakrishnan, Gabriella 
Rocca, Jayanthi C - Director and Dean BMCRI, Dr. 
Murali Thyloth, Dr Sacchidanand - Vice chancellor, 
Rajiv Gandhi University of Health Sciences, Banga-
lore, Solomon Rataemane, C. Ramasubramanian

 

G. Gopalakrishnan, Ravi Shankar Rao, Mathew 
Varghese, Gabriella Rocca, Murali Thyloth, Solomon 
Rataemane, Manale Elewah,  V K Radhakrishnan
 



March 2020 - WAPR E-Bulletin33

WAPR BULLETIN Nº 44        

 
Dr. G Gopalakrishnan – Chairman of Organizing 
Committee welcoming the gathering

Dr. Ravi Shankar Rao Chairman of Scientific Com-
mittee introducing the program

Dr. Sharon Ruth Member of Scientific Committee 
introducing the Chief Guest

 

Dr. Solomon Rataemane

Dr. Murali Thyloth 
Scientific Session

 

                                             

Valedictory Function
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Chittadhama the rehabilitation and residential cen-
tre for homeless persons with mental illness (HPMI) 
is situated at Shantipura Village, HD Kote Taluk, 
Mysuru District, Karnataka, India. Chittadhama is 
run by the Chittaprakasha Charitable Trust ® (CCT) 
which was formed by a group of individuals dedicat-
ed to the care of the HPMI. Among its members are 
psychiatrists, social workers, carers and well-wishers 
of the persons with mental illness.

The objectives of the trust are
•Rescue, rehabilitation and reintegration of HPMI
•Developing a centre of excellence in the area of psy-
chosocial rehabilitation
•Capacity building of trained health workers in men-
tal health care
•Developing cost effective psychosocial rehabilitation 
techniques
•Developing rurally oriented locally relevant vocation-
al activities for providing training in livelihood skills
•Increasing awareness in the local community and in-
volving them in the care of persons with mental illness
•Collaboration with national and international agen-
cies working in the care of HPMI to facilitate exchange 
of good practices
•Carry out robust research in terms of magnitude of 
problem, type of care givers, treatment and reintegra-
tion with the families
•Advocacy for policy on mental health and homeless-
ness                                                                                                    

In order to realise these objectives Chittadhama was 
set up on four and a half acres of verdant land dotted 
with coconut palms. The land rolls into the Heballa 
reservoir created by a dam across one of the tribu-
taries of the Kabini river. A 7200 square feet build-
ing, to accommodate 50 residents- male and female, 
was built and donated by the Infosys Foundation. It 
comprises wards that open into a large quadrangle 
that open to the skies to provide light and fresh air. 
Consulting rooms, reception lobby, office and care 
giver rooms, a large dining room and guest rooms 
make it a self-contained unit.
 The process at Chittadhama is divided into four 
phases- Rescue, Restitution, Rehabilitation and Re-
integration.
On receipt of news of a HPMI, our staff along with 
the police take the HPMI under protection and pre-
sent him/her before the Judicial   Magistrate, who is 
then taken to KR Hospital, Mysuru for a psychiatric 
and medical evaluation. Equipped with the evalu-
ation certificate the HPMI is presented before the 
Judicial Magistrate who issues a Reception Order 
for admission to Chittadhama. Once admitted, now 
called our Resident, he/she undergoes a psychiatric 
and medical examination and necessary laboratory 
investigations and treatment is commenced. Yoga, 
exercise and recreational games are an integral part 
of management. An assessment is done to deter-
mine the rehabilitation program that is suitable for 
the individual. Apart from selfcare, house -keep-
ing and kitchen skills a predominantly rural/agro 

CHITTADHAMA- Home for the Homeless Mentally Ill

by Dr Ravi Shankar Rao, Chairman, CCT & Member WAPR Board
Dr T Murali, Secretary, CCT 

M Mahadevaswamy, Manager, CCT
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based rehabilitation is offered. They work on the 
fields tending to the crops and the vegetables that are 
grown for their own use. As part of the dairy farming 
some tend to the cattle. Rabbits, guinea pigs and dogs 
are part of animal assisted therapy. Once sufficient 
details of the resident are known Reintegration is at-
tempted.  

Chittadhama has entered its 10th year of operation 
and has achieved many milestones. There have been 
104 admissions and we have 36 residents at present. 
We have reintegrated 56 residents to their homes all 
over the country in the states of West Bengal, Bihar, 
Uttar Pradesh, Rajasthan, Odisha, Andhra Pradesh, 
Telangana, Tamil Nadu, Kerala, Maharashtra and 
Karnataka.

We conduct two psychiatric outpatients on the 
second and fourth Sundays of every month where 
consultation is free and necessary medication is 
dispensed for a month at a time. We see 120-130 
patients every month.

The local leaders and community are involved in the 
activities of Chittadhama. The local judiciary, admin-

istration, and police are involved in observing World 
Mental Health Day. On this day  to create mental 
health awareness  a procession is taken by the resi-
dents in  the surrounding areas. The school children 
of the area visit Chittadhama and mental health 
awareness classes are conducted. A three-day work-
shop was conducted in November 2019 for govern-
ment school teachers on ‘Empowering Adolescents 
with Life Skills for Psychosocial Competence’ as part 
of Life Skills Educator Training. The Mysuru Uni-
versity regularly posts its post graduate students in 
social work for their internship training.
The members of the local community regularly cel-
ebrate birthdays and significant life events with our 
residents. It is an enriching experience for both!
Dr Ravi Shankar Rao, Chairman, CCT & Member 
WAPR Board
Dr T Murali, Secretary, CCT 
M Mahadevaswamy, Manager, CCT
Contact Address:
Bochikatte Village (Shantipura), HD Kote Taluk, 
Mysuru District, Karnataka, India – 571114
Phone No: +91 8228255008
Email ID: ememesssdym@gmail.com
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MS Chellamuthu Trust and Research Founda-
tion (MSCT&RF) is a non-governmental, secular, 
non-profit, organization registered as a trust under 
Indian Trust Act. It was founded in 1992 by Dr. C. 
Ramasubramanian (Dr. CRS), Founder & Consult-

ant Psychiatrist, Madurai and State Nodal Officer, 
Police well Being Programme, Tamil Nadu and 
President, WAPR (World Association of Psycho 
social Rehabilitation)-IC (Indian Chapter). 
Inspired by the leadership of Dr. CRS,  the trust has 
emerged as the largest rehabilitation service provider 
in South Tamil Nadu, working primarily among  
persons with mental disabilities for the past 28 years.
Programmes and activities 
MSCT&RF is well known for its rehabilitation 
services.  It offers both institutional and community 
based rehabilitation. Three hundred and fifty beds 
are available for both short and long term rehabilita-
tion.  Since 2000, the  community based rehabili-
tation initiative  is supported by Andheri Hilfe, a 
German  donor agency.

MS Chellamuthu Trust and Research Foundation
A pragmatic vision for mental health 

by Dr. C. Ramasubramanian, President WPAR (IC) with dignitaries. 

Rural Community Mental Health Camp using Tele psychiatry 
van at project site  
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Before treatment

Mr. Ramanathan a rescue client  in a street Reunion with his family

Inauguration of the Counselling Centre by Rtn. Nonaka 
Genyu, District Governor, RI District.

Mr. Ramanathan’s successful placement at a  pharmacy

During

Mrs.Chinnammal – As Change maker

After treatment

Rescue Centre for the Homeless Persons with Mental Illness

MSCT&RF also supports 150 destitute, wandering homeless persons with mental illness with the support of 
the state government. 

CBR: Private Public Partnership  
To Promote Community Based Rehabilitation (CBR) and to strengthen private public partnership, 
MSCT&RF initiated collaborative efforts under Corporate 
Social Responsibility (CSR) with Bharath Petroleum Corporation Limited (BPCL), HCL Foundation and 
Rotary International. 
1. ROTARY BLOSSOM MISSION MENTAL HEALTH
This is the joint initiative of RI district 3000 (American) and RI district 2730 (Japanese), Launched the 
mental health care and service facilities in eight districts (Ariyalur, Karur, Perambalur, Pudukkottai, Theni, 
Trichy, Dindugul and Madurai) of Tamil Nadu. More than 5000 Rotarians are  involved in mental health 
promotion. 
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RI Districts at field

Inauguration of Happy Schooling… R to L Dr.CRS, 
Mr.Surendran, Corporation Educational Of-
ficer, Dr.Bharath Krishna Shankar, Chairman, 
Aparajitha Corporate services, Justice. Nishabanu, 
Judge Madurai bence of Madras High Court, 
Dr.Aneeshsekhar,IAS,. Commissioner Madurai Corpo-
ation, Ms.Nidhipundhir,Director – CSR leat HCL and 
Mr.B.Subbaraman, Associate Vice President & Centre 
Head HCL Madurai.

Mr.Selvamani, Coodinator, Happy Schooling,  during the  art of writing examination training

2. Happy Schooling 

Happy Schooling is a joint initiative of MSCT&RF with Madurai Corporation and HCL Foundation Ma-
durai. The aim of the project, which covers 24 schools,  is to promote emotional well-being and academic 
excellence in the students of the schools run by the Madurai Corporation.  The trust plays the lead role in 
imparting life skills education to the children, counselling services for children in need and training teach-
ers in early identification of psychological problems in children. NIMHANS, Bengaluru, is  responsible for 
the quarterly monitoring and evaluation  of  this initiative. 
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3.BPCL Initiative

Bharath Petroleum Corporation limited (BPCL), the second largest compeny in India, with Maharatna sta-
tus,  is a model corporate entity committed to sustainlality in its diverse forms. BPCL and MSCT&RF have 
collaborated to construct a training centre in mental health at the trust’s Bodhi campus with an exclusive 
focuse on providing learnng opportunities to learn and develop skill sets of mental health professionals and 
students. BPCL extended financial support to estabilish the training centre and residential facilities to acco-
modate 60 persons. It will offer training to caregivers of the persons with Mental Illness while also covering 
mental health professionals and stake holders in Madurai District. A six-month training in dairy farming, 
goat rearing and poultry farming has been evolved and the centre  plans to train 120 person every year. The 
trainees will be provided food and accomodation free of charge.    

Significant programmes: Religion & Mental Health

Recognizing the  interface between religion and mental health, MSCT&RF launched its community mental 
health services in faith-based centers such as dargah, church and community mental health camps conduct-
ed by Hindu spiritual organizations. 

At Erwadi Dargah, one of the biggest dargahs in India, well known for treating persons with mental illness 
by faith healing practices, MSCT&RF,  without interfering with  the religious faith,  has  initiated mental 
health interventions in the dargah itself.
Persons with mental illness are identified by  faith healers and referred for treatment during the OPDs after 
their religious rituals. The patients are examined by a qualified psychiatrist and medicines are  also  being 
provided in the Dargah premises  itself.
Because of the involvement of Mujavars (faith healers), compliance to medication is very high and most  
patients have responded favourably  to pharmacotherapy.

Inauguration of the training center by Mr. D. Rajkumar, Chairman & 
Managing Director, BPCL and Prof. Dr. M. Krishnan, Vice chancel-
lor, Madurai Kamaraj University, Dr. K. Sekar, Professor & Registrar, 
NIMHANS, Bengaluru. 

Confluence of faith and medicine: Erwadi Dargah                                            
ESTABLISHMENT OF TREATMENT CENTRE -OPD    
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Similarly, St. Antony’s shrine,   Puliampatti  Village, Thoothukudi  district, South Tamil Nadu,  is well known 
for religious healing  of persons with mental illness, who are kept in the church  premises for a period of one
dfsdf or two months, depending upon the severity  of the problem.  People with mental illness  from all over 
the state visit the shrine. 

Faith healing practices at St. Antony’s shrine
Free Mental Health Camp, Sivakasi
Another initiative with the support of  a Hindu spiritual organization at Sivakasi, famous throughout the 
world for its fireworks and match sticks. However,  the busy town did not have the basic needs to take care 
of people with mental illness and mental retardation.
Because of lack of professional help and the stigma attached to mental illness, MSCT&RF, in collaboration 
with Sri Sathya Sai Samithi volunteers wanted to reach the people in Sivakasi affected by mental  illness. the 
first free mental health camp was organized in 2002,  and since then the camps have been conducted with-
out a break on the third Sunday of every month.   Since then 213 camps  have been successfully organized.
In the past 18 years, the beneficiaries have grown from 45 to more than 300 per month and at the one-day 
camps,  these  patients are receiving medicines and  food  free  of charge.

Volunteers  verify case files

Distribution of medicines

Dr. Ganesh Kumar, psychiatrist, screening 
 a patient

200th free mental health camp 
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International Conference on Psychosocial Rehabilitation 2019

The World Association of Psychosocial Rehabilitation (WAPR), a global NGO of interdisciplinary mental 
health professionals, caregivers and people with lived experience of mental illness, organized an internation-
al conference on psychosocial rehabilitation at Bangalore Medical College and Research Institute, Bengalu-
ru, Karnataka, India, on December 13-14, 2019.
Mental health needs of society and mental health problems faced by people are diverse and unique. Hence 
treatment of psychiatric disability is complete only with need based psycho social rehabilitation that facili-
tates integration of affected persons in the community.
The conference was attended by over 400 mental health professionals from all over the world. Dr. C. Ra-
masubramanian as President, WAPR-IC (Indian Chapter),  was also a part of the organising committee for 
the conference.
The theme of the conference, ‘Exploring innovations in psychiatric rehabilitation’ was comprehensively ad-
dressed in the two-day scientific programme that included workshops symposia, plenary sessions and poster 
and paper presentations. It highlighted significant clinical and rehabilitation issues in mental illness and 
contemporary perspectives on psychosocial rehabilitation. In addition, equally significant national issues 
such as mental health law, Rights of Citizens with Disability Act 2016, vibrant models of District Mental 
Health Programme (DMHP) and service delivery through NGO were addressed comprehensively.
The conference provided a platform for mental health professionals that included academicians, practition-
ers, and research scholars to address critical challenges in psychosocial rehabilitation and to evolve sustain-
able models. It was also a golden opportunity to showcase best practices and way forward.
A team of mental health professionals from MSCT&RF including Dr. CRS, Mr. KSPJ Babu, Mr. M. Ramu, 
Mr. K. Rajangam and Mr. T. Sankarapandiyan presented papers on various aspects of psycho social rehabili-
tation being implemented by MSCT&RF.

Dr. Chellamuthu Ramasubramanian chaired 
the session along with Dr. T. Murali, President, 
WAPR and Dr. Gabrielle Rocca, Incoming 
President, WAPR (World Chapter)

WAPR delegates at the conference venue
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Policies  to implement psychosocial rehabilitation 
programmes in Italy.

by Paola Carozza

The report resume how we are trying to modify the 
cultural and organizational dimensions of a mental 
health service to put into daily practice the principles 
of some of the most important  Psychosocial Prac-
tices    in order to build a rehabilitation and recovery 
oriented mental health services system. 
Approved in 1978, the law 180 marks the “Italian 
Revolution” in the field of mental health, developing 
a radical process of change in services delivery: from 
guardianship to the beginning of the patient’s de-
institutionalization. 
Unfortunately, such objectives not only have been 
accomplished partially (in some areas of Italy the 
mental health public services aren’t  existing yet), but 
also they have gradually lost their importance.
In fact:  
•It’s still widespread the belief that serious mental ill-
nesses are almost associated with a poor prognosis. 
•The psychosocial practices have to gain a dignity of 
techniques, given that they have a marginal role  if 
compared with  biological treatments.
•Increased awareness of the inadequacy of  stabiliza-
tion paradigm (intervention only in acute phase of 
mental illness,  desired outcome: symptoms  remis-
sion).
•Not always the programs are aimed to provide the 
patients with abilities and support, so that they could 
get and maintain valid social roles in the community. 
•The personnel working in the mental health ser-
vices not always is been equipped with effective tools 
to link own practice to  client’s goals, purposes and 
perspectives. Most of the activities are an end to 
their-selves .
•The practice is more oriented  to efficiency than to 
efficacy. Lack of monitoring the quality and out-
comes of treatments 
Furthermore, many persons with severe mental dis-
orders  are replaced in psychiatric residential facili-
ties, often reproducing a disconnected and isolated 
way of living, being onerous for the community, dis-
empowering people and increasing internal stigma. 
The patients living inside these residential facilities 
were labelled “incurable and without hope“, stayed 
endless and were subjected to progressive function-
ing’s deterioration and loss of social competences, 
becoming more and more immature,  childlike and 

dependent from professionals, familiars, medica-
tion. It seems that it occurred a fragmentation of the 
psychiatric hospital in many more little residential 
facilities, where to refer  the person with mental ill-
ness , once stabilized. 
During these years, we have been  learning that the 
traditional treatments, medication and crisis inter-
ventions, have shown  theirselves inadequate to meet 
the different needs of people with psychiatric dis-
abilities and insufficient to increase role functioning 
in the real world; the  stabilization paradigm (inter-
vention only in acute phase of mental illness,  desired 
outcome: symptoms  remission) is not adequate; 
the personal need to increase evidence-based and 
recovery oriented competence. It follows that it’s 
necessary to pay a greater attention to the tools and 
the methods with which to counteract the disabling 
effects of the mental illness on the individuals that 
suffer from it and to pay a greater attention to high-
light  emotional, cognitive, functional and social 
outcomes  more  precisely  and to make patient and 
families aware of them .  To adopt a holistic approach 
means that people with psychiatric disabilities, before 
being defined as sick, cases or diagnosis, are regarded 
as unique persons, each of them with three closely 
connected dimensions: biological, psychological and 
social. The biopsychosocial model counteracts the 
risk of fragmentation of interventions and, therefore, 
of the person.
Specific principles and values  inspired our system 
services process of change (tab. 1).

Tab. 1 -  Principles and values  inspiring our system 
services process of change
•Limiting  disabily’s impact through psychosocial 
treatment and social supports   
•Encouraging  client’s involvement  in own treat-
ment
•Strenghten successes ; don’t blame person for his/
her failures  
•Building close relationship with person with men-
tal illness,  who is allowed  to mistake and to have 
the same aspirations  all human beings have 
•Focusing on strenghts; don’t  amplify deficits

Consistent with the aforementioned principles and 
values, actions are underway to change the system of 
mental health services (tab. 2).
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Tab. 2 - Actions we are doing to change
Increasing practitioners’ knowledges,  attitudes and 
skills about:
-psychosocial evidence practices
-concept of recovery
through a continuous training of workforce (inter-
disciplinary and involving the whole system)  in 
the workplace
Encouraging the introduction of measures of re-
covery outcomes  in the individual treatment plan,   
that do not just concern:
-remission of symptoms and of relapses 
-but also the personal and social functioning, qual-
ity of life and the subjective perception of a state of 
well-being
Training  programs’ coordinators in order to learn 
leadership skills
Promoting the adoption of programs of supported 
housing, supported education and supported em-
ployment, that counteract:
-The reciprocal detachment between the individual 
and his environment 
-Internal stigma (powerlessness, shame, worthless-
ness, inability to take  over own life)
-Giving-up hope, purposes and every effort to change
Reducing the use of psychiatric residential facilities 
and Increasing the number of people discharged 
from the psychiatric residential facilities through 
supported housing and vocational programs.
Implementing person -centered programs for 
specific targets of population (Early Mental Disor-
ders, Intellectual Disability, Dual Disorder, Autism 
Spectrun Disorder)    
Orienting daily practices to scientific evidence and 
spreading culture of outcomes’ assessment
Helping family members to recognize the outcomes 
of recovery, even those one minimal. 
Strenghtening  partership with families and with 
Associations of families
Encouraging the birth of Associations of Users and 
their participation in services’ quality assessment

User -centered programs: overcoming fragmentation 
between  Mental Health Services and Social Services

In the last decades number of people with mental 
illness that need integrated  multidimensional inter-
professional treatments  is increased drammatically. 
Consequentely, there is need of going beyond ser-
vices that works each on their own (failure of parallel  
model as well as sequential model). In this context, 
the «core» is person and his /her treatment plan and 

not services or professionists. Different competences 
are involved on the basis of the different needs of 
people. and not because practitioners  belong to spe-
cific Unit or Service. 
This model implies to build an interprofessional team 
(practioners come from different Unit and Service) 
and to plan periodical meetings  between all prac-
tioners involved with the aim to rewiev the treatment 
plan.
The targets of population  suitable for person-cen-
tered programs are linsted in tab. 3.

Tab. 3 - Targets of population  suitable for person-
centered programs
• People with Dual Diagnosis (practitioners «lend-
ed» from: Community Mental Health  Centers , 
Psychiatric Rehabilitation Unit, Community Ser-
vices for drug and alcohol abuse  or dependence, 
Social Services) 
• People with severe personality disorders   (practi-
tioners «lended» from: Community Mental Health  
Centers , Psychiatric Rehabilitation Unit, Com-
munity Services for drug and alcohol abuse  or 
dependence, Social Services) 
• Ealry intervention for young people with psy-
chiatric disorders and disadapative behaviours  
(practitioners «lended» from: Community Mental 
Health  Centers , Psychiatric Rehabilitation Unit, 
Neuropsychiatry Children Services, Community 
Services for drug and alcohol abuse  or depend-
ence, Social Services, Family Clinic) 
• People with autistic spectrum disorder. There is a 
specitfiv program funded by Region Emilia Ro-
magna 
• People with mental illness in phase of remissione 
that  have basic social needs (hpusing, employ-
ment, subsidies, economic resources to access  
meaningful social activities)   (practitioners «lend-
ed» from: Community Mental Health  Centers , 
Psychiatric Rehabilitation Unit,  Social Services)  
• People with intellectual disability (practitioners 
«lended» from: Community Mental Health  Cent-
ers , Neuropsychiatry Children Services, Primary 
Care) 
• Elderly people with physical and mental illnees 
(practitioners «lended» from: Community Mental 
Health  Centers , Primary Care , Social Services)

In order to increase effectiveness of person centered 
programs is necessary to define a network manager 
for each program,  with the following task : to join 
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together the team at least weekly in order to rewiev 
the treatments’ plans and  to warrant that practition-
ers share information  and  all  know  the  objective 
of interventions delivered by colleagues.   The whole 
team is trained according to the most recent acqui-
sitions in the field and it is responsible of expected 
outcomes.  

A special plan for Mental Health
Now we know that the categories of mentally ill 
people in need of treatment are increasing ( (child 
and adult autism, intellectual disability, adolescents 
with schizophrenic / manic-depressive / substance 
use psychosis, new addictions (gambling, Internet); 
rehabilitation treatments have proven effective in 
preventing / contrasting the disability to which men-
tal illness leads inexorably, they should be delivered 
systematically and for long periods of time (mini-
mum 1 year), require competent and aptitude staff 
to work with people with mental illness and there is 
now ample evidence that if one intervenes with these 
treatments and with personnel trained in the first 2 
years after the onset of mental illness there is a pos-
sibility of complete recovery. 
It follows that the current policies are no longer 
sufficient and that mental health services can NO 
longer have constraints on cutting / reducing human 
resources, equating them to the other disciplines 
and subjecting them to the bleeding planned by the 
Spending Review. Instead, a special mental health 
plan is needed that clearly states:
•The vision of mental health services
•Population targets that MUST be cared for
•The essential treatments (which must be included in 
the Essential Care Level)
•The necessary resources
•Professional requalification needed

And that binds the services to the real and non-ficti-
tious application of what is indicated. 
 
Dr. Paola Carozza 
Director of  Mental Health Department of Ferrara 
(Italy)
Director of Master “Psychosocial Rehabilitation Treat-
ment in Community Psychiatry”, University of Fer-
rara, Italy  
Member of WAPR International Board  



March 2020 - WAPR E-Bulletin45

WAPR BULLETIN Nº 44        
WAPR Conference in Athens, Greece
“The right to psychosocial rehabilitation” 

by Michalis Lavdas, Panagiotis Chondros, Prof. Ma-
rina Economou

WAPR Greece, 5. & 6. November 2019.

The right to psychosocial rehabilitation, bringing 
in international advanced practices, was the main 
theme of the two day Conference of the Greek 
branch of WAPR. The conference was s supported 
by EPIPSI, the 1st Psychiatric University Clinic of 
Eginition Hospital and EPAPSY. The wider WAPR 
network and specifically WAPR Norway as well as 
WAPR President Elect, Gabrielle Rocca, actively 
contributed in sharing advanced practices and par-
ticipating in the works of the conference. The na-
tionwide appeal of the conference was evident since 
the ARGO Federation of Organizations for mental 
health, the Federation of Family Associations in 
mental health, the Hellenic Psychiatric Association 
and the Federation of Social Cooperatives also sup-
ported and contributed to the success of the event. 
Marina Economou, leader of the Greek branch of 
WAPR conducted an opening speech titled “Men-
tal illness, family and social stigma: Modern chal-
lenges for psychiatry and society”. In her speech Prof. 
Economou specifically focused both in therapy as 
well as rehabilitation in mental health bringing into 
light the multidimensional approach to complex 
needs. Based in international references as well as 
good practices in Greece she pointed out the basic 
principles of psychosocial rehabilitation put into 
practice and shifting the focus from the individual 
to the family which is “a key factor in the path of 
recovery”. Her exemplary work with families in 
mental health documents the importance of em-
powerment to the whole family system coping with 
a severe mental illness. Psychoeducation and psy-
chosocial interventions for both the person in need 
and the rest of the family were presented in detail, 
arguing on the combination of interventions along 
with medical help. Combatting stigma, the power of 
hope proves a valuable resource; a hope for recovery 
building on the right of social inclusion. Following 
the introduction, Michalis Madianos, past WAPR 
President, welcomed WAPR President elect, Gabri-
elle Rocca who talked about “Coercion, psychiatric 
care and human rights”. During his speech Dr. Rocca 
emphasized on evidence on the impact of coercive 

measures and the negative impact it has on those 
that receive such measures. In his words “Coercive 
interventions are the failure of the relationship with 
the patient, they deny, at least at that moment, the 
possibility of caring”. The UN Committee on the 
Rights of Persons with Disabilities of United Nations 
published a comment to Article 12 of CRPD which 
establishes equal recognition before the law which to 
many is interpreted that “involuntary admissions are 
no longer possible”. Adding to the legal foundation, 
Dr. Rocca mentioned a court case for the death of a 
patient restrained in a psychiatric ward in Italy where 
the court of appeal established that “restraint is not a 
“medical act” (as it does not cure) and being a form 
of restriction of personal freedom has a mere precau-
tionary function”. In conclusion, Dr. Rocca suggested 
that we should move towards listening to patients in 
a deep, respectful and structured way arguing that 
this should a precondition of every rehabilitation 
partnership and therapeutic intervention. 

The round table that followed related to International 
Advanced Practices in Psychosocial Rehabilitation 
and it involved keynote speeches from Audun Ped-
ersen, leader of WAPR Norway and WAPR Board 
Member Prof. Marit Borg. Pedersen presented the 
issue of Peer Support Work as it has been long estab-
lished in the city of Bergen in Norway. He specifically 
focused on the way to transform service users’ ex-
periences into helpful practices. The presentation of 
various aspects of peer support services offered a val-
uable contribution in the Greek context. It is worth 
mentioning that critical questions were responded 
regarding recovery and peer support. On answering 
“why do we offer training to service users who have 
recovered”, Audun Pedersen argued that “the experi-
ence and qualification through many years as a user 
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of mental health services, can be useful for improv-
ing the health care system and add some important 
qualities to the services” . It can also be an option for 
jobs for people often excluded from the labor market. 
After presenting both in theory and practices what 
it means to be trained in Peer Support Work (PSW), 
some important outcome was provided with a 13 
year experience in Bergen city. 210 participants out 
of whom 80% graduated and 75% started to work. 
Peer Support Workers, promote “strength, empower-
ment and hope for recovery to other users” which 
is the main outcome. They also challenge the preju-
dices regarding “chronic lifelong illnesses” by being 
personal examples of recovery. Professionals also 
benefit from PSWs since they get new insight from 
the trained and educated previous users improving 
their practices and being challenged to “listening 
more closely”. Such experiences are worth spreading 
and integrating in the national mental health care 
systems providing a wealth for all stakeholders. Prof. 
Borg presented inspiring perspectives and practices 
on recovery beginning with “listening to the per-
son’s voice”. Such an argument presented the case of 
stories that are not carefully listened to but rather are 
dominated by professional and academic power. User 
experience should be what judges best recovery and 
understanding the uniqueness of that was a valu-
able lesson learned by the presentation. Additionally 
to that, Prof. Borg made a strong argument on the 
knowledge base of mental health services, specifically 
mentioning the UN Special Rapporteur on the right 
of everyone to the enjoyment of the highest attain-
able standard of physical and mental health. Provid-
ing evidence, the need for a paradigm shift towards 
recovery-orientation, community approaches, social 
inclusion and human rights was documented. Com-
munity orientation in recovery was also presented 
and the fact that it happens “outside of services” 
involving the social interaction and the impact of 
“feeling valued, fitting in, belonging, being a part 
of communities”. Such perspectives highlight the 
value of small things that according to Prof. Borg “all 
people do to help themselves in everyday life”. Mov-
ing towards recovery-oriented practices also means 
that professionals need to move “outside the comfort 
zone” and leading up to providing “helpful help” for 
the users. The round table sparked a lot of discussion 
and documented strong evidence on moving towards 
the practices that prioritize the users’ experience. 
Following the key note speeches were two round 
tables; one presenting the course from the first psy-

chotic episode to psychosocial rehabilitation involv-
ing speeches from leading professionals in the early 
intervention such as Dr. Nikos Stefanis. Longtime 
active members of WAPR and internationally recog-
nized speakers such as Prof. Michalis Madianos and 
Prof. Stelios Stylianidis had presentations emphasiz-
ing drawing on historical learnings in psychiatry as 
well as hopes for the future where new generations 
of professionals will develop new practices. Among 
the issues discussed were the past of psychosocial 
rehabilitation, the innovative way forward as well 
as different advanced practices in the national and 
international field. 

Key aspect of the conference works was human rights 
and the user and family experience in mental health. 
Katerina Nomidou, leader of the Greek Federation 
of Family Associations in Mental Health (POSOPSI) 
presented such issues in her speech stressing the 
need to focus on community-oriented care and to 
empower families coping with mental health prob-
lems in adverse conditions and lack of access to 
proper resources. Panagiotis Chondros, leader of 
EPAPSY, stressed his research point of view on the 
matter of the involvement of the associations of us-
ers and families in mental health. Sotiris Koupidis, 
concluded the round table bringing to the surface 
the issue of “vocational rehabilitation and the role of 
social cooperatives”. Specifically, he mentioned that 
Social Cooperatives in Greece has involved actively 
3300 individuals out of whom 1300 deal with severe 
mental health and psychosocial difficulties. 

During the conference a short film created by users 
of the Mental Health and Psychosocial Rehabilita-
tion Unit of the Community Mental Health Center of 
Vironas was presented while a artistic exhibition by 
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the users of the Day Center of Ag. Paraskevi EPAPSY 
was ongoing. 

The second day of the conference involved more than 
200 people in workshops that ranged from Recovery 
and Peer Support Work, to Advanced Family Ap-
proaches, Open Dialogue, Institutional Psychody-
namic Supervision and Human Rights and Deinsti-
tutionalization. As part of the networking an meeting 
between WAPR branches also took place, setting the 
priorities for further development of WAPR in the 
national context. 
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A community that is already set up for community 
mental health

Prof. David M. Ndetei,1

Dr. Victoria Mutiso2

1.University of Nairobi
2.Africa Mental Health Research and Training Foun-
dation

On 27th December 2019, Dr. Victoria Mutiso and 
I were invited to talk to a community on mental 
health.   

The community is located in Itetani Location, in one 
of the sub-counties of Makueni County, one of the 47 
counties in Kenya.  The community is located about 
100 Kilometers South East of Nairobi. According to 
the 2019 census, Itetani Location has a population 
of about seven thousand (7,000). They have a com-
munity development organization known as TAA.  
The word TAA has a double meaning in the local 
community, a verb and a noun.  It means to mentor 
towards success.   It also means a light strategically 
placed to light the pathway to success.

This development organization has three pillars for 
the community: Education, the local economy and 
social harmony and connectedness.  Basically, they 
wanted to know how (not if) good mental health had 
a role in facilitating and connecting those pillars.  
WOAH!!! That was huge!  So how did this typical 
rural community, with not a single mental health 
specialist in their midst, get to think of this in the 
first place?! They said they did not need to be told 
by anybody that mental health had something to do 
with rampant substance abuse, school dropout, sui-
cide, homicide, family issues and crime and that all 
these were negatively impacting their social, educa-
tional and economic structures. They reasoned that 
people with normal minds would not be involved in 
these social “evils”.  So we sat back to hear from them 

what they wanted from us.  They knew there were 
problems.  What they did not know was what to do 
about the problems with the limited resources that 
they hardly had, except themselves, in setting up ser-
vices for themselves, ranging from individual, family, 
school and community levels, covering the whole 
life cycle.  It was most gratifying to hear one of their 
leaders argue “A healthy community is a form of liv-
ing democracy: people working together to address 
what matters to them” - referenced below, no doubt 
very informed leadership.

The attendees were local community opinion leaders, 
parents, teachers, community members, the youth 
including in and out of school youth, the clergy and 
representatives of Government Administration and 
policy makers, all from the same community.  It was 
great to see parents and school going children listen-
ing to one another with mutual respect in a construc-
tive way on what they thought was the problem, the 

cause of the problem and the need to find solution 
through dialogue.  It was great to hear couples dia-
logue on responsible parenthood and to learn from 
other parents and how sometimes their own culture 
can have negative impacts, and therefore the need to 
change. Our job was merely to moderate the dia-
logue.  They asked us to go back for further dialogue 
and in particular help them to address mental health 
issues in their community. We plan to do exactly that 
and work with them to prioritize their needs.

References
1. ACPHD (Editor) (2004): A Handbook for Partici-
patory Community Assessments Experiences from 
Alameda County. Oakland: ACPHD. URL 
2. FAO (Editor) (2001): Field Level Handbook. SEAGA 
Socio-Economic and Gender Analysis Programme. 
Rom: FAO. URL 

Prof. Ndetei and Dr. Mutiso on the left with community leadership. 

A very interactive dialogue.
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In this section we offer links important for our field. If you have suggestions for websites and links, please 
mail the Editor: marit.borg@hbv.no 

Convention on the Rights of Persons with Disabilities: 
http://www.un.org/disabilities/default.asp?id=150 

Toolkit and information about policy and implementation of human rights and recovery perspective can be 
found in:
http://www.who.int/mental_health/policy/quality_rights/en/ 
 
Implementing Recovery through Organisational Change: 
http://www.imroc.org/ 

Yale Program for Recovery and Community Health: 
http://www.yale.edu/PRCH/ 
 
Movement for Global Mental Health 
http://www.globalmentalhealth.org/ 

The Gulbenkian Global Mental Health Platform
http://www.gulbenkianmhplatform.com/ 

The Mental Health Innovation Network (MHIN)
http://www.mhinnovation.net/

Mental health publications can be downloaded from the links below or ordered from the WHO bookshop: 

The WHO Mental Health Gap Action Programme (mhGAP): 
http://www.who.int/mental_health/mhgap/en/ 
 
The WHO Mental health action plan 2013 – 2020: 
http://www.who.int/mental_health/publications/action_plan/en/ 

WHO QualityRights Project:
https://www.who.int/mental_health/policy/quality_rights/en/

WHO MiNDBank (online databases of good practices worldwide):
http://www.mindbank.info/

USEFUL LINKS

http://www.un.org/disabilities/default.asp?id=150 
http://www.who.int/mental_health/policy/quality_rights/en/ 
http://www.imroc.org/  
http://www.yale.edu/PRCH/  
http://www.globalmentalhealth.org/  
http://www.gulbenkianmhplatform.com/ 
http://www.who.int/mental_health/mhgap/en/ 
http://www.who.int/mental_health/publications/action_plan/en/ 
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