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Deinstitutionalization Human rights

Systems Transformation Proposal for alternative sectoral models

MH as a collective fact and 
social/citizenship rights

MH as an individual right

Empowerment concretely due Formal and institutional empowerment 

Epistemology and utopia Practicality of the existing 

Real implementation factors Theoretical factors on the success of MH 
policies 

Combating stigma as removal of factors of 
discrimination and exclusion

Combating stigma as a cultural fact extrinsic to 
psychiatry

Deinstitutionalization Human rights
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Definitions in research
Deinstitutionalization is seen as policy that mandates a shift in practice of caring
for individuals with mental illness from institutional environments to the

. According to Bachrach (1976), deinstitutionalization has three main
components:

the discharge or movement of individuals from hospitals into the community;
their diversion from hospital admission;
and the development of alternative community services.

This transition has been very uneven across countries, sometimes leading to a gap
between the closure of institutions and the availability of alternative services in the
community, that must be adequate, appropriate and flexibly managed.
Moreover, effective community care is individualized and culturally competent care,
with due attention to service user involvement and empowerment (MHEEN, 2008).
This research clearly identified the overall decrease of beds in Europe, more
dramatically in Western Europe which started from a higher provision of those beds.

Definitions in research
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Transinstitutionalization / Reinstitutionalization

A sudden and abrupt reduction in psychiatric beds has resulted in the inadvertent transfer of
patients to psychiatric units in general hospitals, nursing homes, households, supported
housing, and prisons.

This is observed in the wake of -institutionalization or the act of transferring
patients from mental hospitals to other institutions such as homeless shelters, custodial
institutions, and prisons.

Recent research further suggests a nascent, reflexive trend in Europe towards the -
of care, marked by the rising number of involuntary treatment, as well

as the residential and supported housing facilities, forensic psychiatric beds and penitentiaries
(e.g. correctional facilities, jails, prisons), in addition to existing asylums, mental hospitals and
private clinics.

The lack of synchronicity between institution- and community-based services ultimately had
collateral results of fragmentation of services, lack of quality assurance over available
services, financial cutbacks, and workforce shortages (Shen and Snowden, 2014).

/ 
Transinstitutionalization / Reinstitutionalization

Shen and Snowden, 2014
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CRPD and OHCHR on D.I.
For OHCHR (Guidelines on deinstitutionalization, Committee on the Rights of Persons with
Disabilities, October 2022), deinstitutionalization comprises interconnected processes that
should focus on restoring autonomy, choice and control to persons with disabilities as to
how, where and with whom they decide to live.

The focus is on the individual in the achievement of human rights: services as community-
based supports for independent life and social participation, and personal assistance.

Already in 2012, Guidelines issued by the EU Expert Group on the Transition from
Institutional to Community-based Care define institution as residential care where
residents are isolated from the broader community and/or compelled to live together, do
not have sufficient control over their lives and over decisions which affect them; and the
requirements of the organization itself tend to take precedence over the individual

. (EU, 2012).

The legal framework included, as key components, the right to live in the community, access to
mainstream services and facilities, affirmation of legal capacity by reducing guardianship,
involuntary placement and involuntary treatment, and provision of community-based
services. Developing individual plans, supporting also carers and communities, and
developing appropriate workforce, are other components of these Guidelines.

CRPD and OHCHR 
CRPD and OHCHR on D.I.
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Challenges of D.I. (Medeiros, McDaid, and Knapp for MHEEN, 2008) 
Financial Risks: Insufficient and unspecified budget allocations for mental health, rigid funding 
systems that make it difficult to reallocate resources and lead to inadequate funding of community 
care; lack of protection reserve especially when hospitals close; lack of parallel funding 
for community-based care development to hospital closures and; changes in reimbursement
systems (eg, for diagnostic-related groups) that alter incentives.

Institutional Fragmentation: Fragmented decision-making systems, multiple external budgets or 
financial incentives to support different parts of the institution, organizational barriers, shortages of 
trained personnel to provide good quality care to the community, lack of community services and 
appropriate primary care to support people who were discharged from the hospital, lack of 
coordination and planning of services, opposition between psychiatrists and community interests.

The barriers to D.I. include inadequate planning, lack funding and leadership, limited knowledge, 
conflicting interests, lack of community-based alternatives, and resistance from the workforce, 
community, and caregivers. 

The facilitating elements of D.I. include planning, coordination, research and evidence availability, 
robust advocacy, comprehensive community services, and an engaged and well-trained workforce
(Montenegro et al. 2023). 

Positive examples of D.I. implemented in the Low-and-Middle income countries at both the local
and national levels could be found in countries such as Brazil, Chile, Sri Lanka, Vietnam, Peru, etc. 
(Cohen and Minas, 2017).

(Medeiros, McDaid, and Knapp 
, 2008) 

Challenges of D.I. (Medeiros, McDaid, and Knapp for MHEEN, 2008) 

DRG

Montenegro et al. 
2023

Cohen 
and Minas, 2017
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D.I.:WHO and the Italian way
involves simultaneously increasing discharges, reducing

admissions, and scaling up care in the (WHO, 2022, p. 200).
This latter is defined as to up a network of coordinated and linked
community-based mental health services and social care to support anyone
living with a mental health .
Community-based services can be developed autonomously from the process of
phasing out psychiatric institutions, but anyway, as suggested by WHO, they must be
linked to the overall process of shifting the focus of care, and thus they can promote
the response to needs and the fulfillment of citizenship rights by catalyzing resources
and opportunities.
Deinstitutionalization (De Leonardis et al. 1986) acts in a way of:

- mobilising all the actors involved in the system of institutional action;
- giving absolute priority to transforming the power relations existing between the
institution and all the subjects with which it is involved, beginning with the patients;
- understanding deinstitutionalisation as a homeopathic process that uses the internal
energies of the institution in order to dismantle and deconstruct it.

WHO
D.I.:WHO and the Italian way

WHO, 2022, p. 200

(De Leonardis et al. 1986)
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The first D.I.
90.000 inpatients in 1965 in PHs
48.000 inpatients in 1978 due to active work inside institutions 
All PHs closed in 2000

1978 reform law:
-no Phs admission, no new PHs
-community based care
-human rights focus / involuntary treatment duration reduced (1 week +) 2 pych. to mayor
-No police / justice involved just health protection

The second D.I.
In 2014-2018 Closure of all forensic hopsitals with 1400 inpatinets and opening of the small regional Units (20 beds max) called REMS. 

Indicator: the lowest rate of involuntary care is decreasing, e.g. from 22/100.000 inhab. In 2009 to 11/100.000 inhab. in 2023

Current problems:
Weakened CMH services, loss of staff, budget (from 3,6% to 2,75% in 5 years - from 2015 to 2023)
Most of money spent in residential facilities (>37,000 users)    

1965 9

1978 48.000 

2000

1978 :

-

-

- / 1

-

2014-2018 1,400 REMS 20

:

( 5 3.6% 2.75 2015 2023

( 7,000 )    
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Summary: D.I.
The concept of deinstitutionalization has been widely misunderstood, but it 
regards not just de-hospitaliozation, or the closure of total institutions as the 
asylums, but 
a whole system change and moreover a full transformation of psychiatry 
towards mental health.  
This encompassed the interpretation of the illness concealing human 
experience of a person.
Deinstitutionalization can be seen as the main strategy to overturn 
oppression, to mobilize resources for recovery and social integration, 
creating services and supports in the community.
Community-based services promoted the response to needs and the 
fulfillment of citizenship rights by catalyzing those resources and 
opportunities. 

: Summary: D.I.
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Elements of reform
It looks difficult to conceive what can be a country reform without including the 
two main elements of 
(i) deinstitutionalization and 
(ii) legislation change, with 
(iii) a policy plan for implementation that
(iv) operates a concurrent re-definition of welfare community where mental
healthcare has to be included or inserted. 
Very often levels of resistance are raised by the established apparatus including
professional bodies and related powers, as demonstrated in Argentina, especially
when there is very weak effort of a wide-raging policy transformation plan.
The need for clear legislation and policy framework, with dedicated investment 
and implementation planning, is paramount. 
Research show that mental health policy has greater effectiveness when it is
accompanied by a mental health plan or law since they help translate the vision, 
values and principles articulated in policy into concrete strategies
(Shen and Snowden, 2014), while is an explicit, observable, and 
irrevocable proxy of a focal commitment to a mental health policy 
innovation

Elements of reform

(i) 

(ii) 

(iii)

(iv)
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Benchmarking community service models
While not losing an evolutionary vision of the mental health system, on the 
other hand it appears necessary to think about a standardization (or rather 
modeling) of the best community based services experiences, often accused 
of remaining empirical. 
Benchmarking proposals (OECD, 2018) refer to principles and related
indicators, even if the former appear to be still too general and above all
unrelated to organizations, practices and treatments, while the latter appear
too simple or too generic.
In terms of services, also the OECD Mental Health Performance Network
(2021) set these 6 principles for a high performing mental health sector:

Focuses on individual who is experiencing mental ill-health
Has accessible, high-quality mental health services
Takes an integrated, multi-sectoral approach to mental health
Prevents mental illness and promotes mental wellbeing  
Has strong leadership and good governance
Is future-focused and innovative

Benchmarking community service models

OECD 2018

OECD 2021
6
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Focus on:
- not just the content but the delivery of care, or rather the overall impact of 
a service system, even on the entire community and not just on individuals;
- not just techniques to be inserted in an amorphous or indifferent context or 
to be cut out on the settings, but to the construction of processes of care (or 
taking charge of-) that give overall answers to the entire range of life needs, in 
integration with welfare systems and services (MH Integration Index, the 
Economist, 2015),

but:
working hypotheses should be favored that go beyond the medical and / or 
psychological model, which give an answer to the social determinants of 
mental health, and which therefore move towards integration between social 
and health care. 

That is: 
- Integration between public and third voluntary sector (NGOs)
- Co-production with stakeholders and with other community representatives. 

Focus on : 

(
, , 2015),

:

: 

- NGO

-
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Organizations based on principles
The three levels (Weick, 1998) - principles, procedures, interactions between the 
actors - must be satisfied together, and linked to each other. The principles are 
translated into processes and interactions between institutional subjects in the 
different care contexts.
Among the principles, those enunciated by WHO MH Action Plan (now extended
until 2030) should be considered: 
Rights-based services (person-centered), empowerment, multisectoral approach.

The three parameters replaced by ethics, evidence and experiences must be linked 
and articulated together (Thornicroft and Tansella, 2009), none of the three should 
prevail in an exclusive way.

The issue of rights, traditionally connected in Italy to the issue of citizenship of 
people with mental disorders, avoiding their discrimination and social exclusion, is 
today updated on the horizon of human rights established by the Convention on the 
Rights of Persons with Disabilities (CRPD) of Nations Unite, ratified by Italy in 2009. 
WHO links quality with rights
Some examples of areas sensitive to the issue of rights:

Physical, mechanical, chemical restraint;
Alternatives to the use of drugs;
Reduction of coercion in general.

Organizations based on principles
Weick, 1998

WHO 2030

(Thornicroft and Tansella, 2009)

2009
CRPD WHO
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FREEDOM FIRST : 
realize human rights (CRPD)

There is now a momentum for addressing the transformation of mental
healthcare by embracing human rights, and especially personal freedom, 
as a precondition of care. 
Human rights must be respected and practically realized as regards to legal
capacity, freedom of treatment, open door and no restraint policy, 
abandoning confinement and seclusion, right to work, housing, social 
inclusion. 
It is a preliminary step to address social justice and reduce stigma and 
discrimination for people with mental health problems. 
Usually freedom is seen as a result of recovery pathways, instead it has to 
be seen as a basic component of the whole care relationships in mental
health, a preliminary choice to address a real respect, empowerment and 
possibility of negotiation for people even in extreme mental distress.

(CRPD)
FREEDOM FIRST : realize human rights (CRPD)
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Alternatives to coercion
Usually there are innovative programs considered to be 
than mainstreamed, generalized or systemic forms of approach and care. 
Individual or specialist interventions aimed to reduce coercive interventions in 
routine clinical practice, by themselves, are unlikely to be effective or can be 
sustained in the long term. 
This is because coercive practices in mental health are more likely to be linked 
to systematic problems such as the culture and ethos of prevailing clinical care 
and organisation and delivery of mental health services. 
For example, variations in the rates of coercive care, across countries and over 
time, may be the result of differences in policies and practice and the culture of 
metal health systems (e.g Italy).

Alternatives to coercion
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Alternatives to hospitalization
Different community EB models are available as alternatives to 
hospitalization, from crisis teams to crisis homes sanctuaries
foster families up to CMHCs open 24 hours with a few beds (Trieste 
model), integrated by a small general hospital unit.
Enhancement of mobile services was especially invoked during Covid 
(e.g., Australia). 
Early intervention, a fundamental feature of these teams, begun by 
Gerald Caplan for crisis has been recently invoked for 
nearly everything ranging from young mental health to 

dementia (Rosen & Byrne, 2015). 
Anyway, ethical issues were raised by the risk of over-diagnosing and 
labelling (Warner, 2000). 

Alternatives to hospitalization

24

1960

Rosen & Byrne, 2015

Warner, 2000
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Community based services
What seems clear is the need that, in the network system outlined by 
the WHO, there is a center of gravity, a point of coordination and 
integration, but also of responsibility, which we can identify in a 
"strong" service, equipped with resources and capacity to take charge, 
a crossroads of care pathways, of which we will discuss later. It axis
can be identified with the model of the 24 hours Community Mental
Health Center (CMHC), "invented" in Trieste in 1978 (Dell'Acqua & 
Cogliati Dezza, 1986; De Leonardis, Mauri & Rotelli, 1986; Mezzina, 
2014, 2016). 
This model has been defined, paradoxically centralized but
it is truly de-centralized to territories and people (Gooding, 2022; 
WP5, Analytical Framework, ).  

Community based services
WHO

1978 24
CMHC (

& Cogliati Dezza, 1986; De Leonardis, Mauri & Rotelli, 1986; Mezzina, 2014, 
2016)

(Gooding, 2022; WP5, Analytical 
Framework, )
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SDG 3 target 3.8

Making progress towards Sustainable Development Goal 3 
(Ensure health lives and promote well-being for all at all ages), including target 
3.8 on universal health coverage, requires countries to move towards ensuring
that all people and communities have access to health services that are high 
quality, safe and acceptable. 
Cost-efficient, effective approaches to service delivery must be maximized for this
to be attainable and sustainable. 
An integrated, people-centred approach is crucial to the development of health 
systems that can respond to emerging and varied health challenges, including
urbanization, the global tendency towards unhealthy lifestyles, ageing
populations, the dual disease burden of communicable and noncommunicable
diseases, multi-morbidities, rising health care costs, disease outbreaks and other
health-care crises.

SDG 3 3.8 SDG 3 target 3.8

3

3.8
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Key issues on intersectoral coordination
The theme of intersectoral collaboration is referred to different entities, authorities and services (formal and 
informal) in order to provide a response across the whole range of needs including the social ones.

For multisectoral approach, it is meant that comprehensive and coordinated response for mental health 
requires partnership with multiple public sectors such as health, education, employment, judicial, housing,
social and other relevant sectors as well as the private sector, as (WHO MH 
Action Plan, 2013-2030).

In the case of Belgian reform, this has been widened to the issue of coordinating several mental health care 
providers operating in a given area of community, including hospitals. So, rather than a coordination
across sectors, this is more an internal coordination of mental healthcare, that is otherwise fragmented across
hospitals, community teams, other services, private and public. The inclusion as stakeholders
of user and carer organizations is an interesting and important aspect, but it is added- mostly as
consultation.

Said that, on of the key issues of D.I. (deinstitutionalization) is shifting the focus of responsibility to services 
operating in the community, which must be strengthen in a coherent system of care. That is
crucial for its success.

Key issues on intersectoral coordination 

WHO MH 2013-2030
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The residential dilemma: new institutionalisation?

Residential care and supported housing are two models of accommodation
for people with mental disorders in post-institutional mental health systems 
(Barbato, 2020). 
1) In residential care, the emphasis is on treatment and rehabilitation
provided by professionals in staffed facilities
2) whereas in supported housing the emphasis is on outreach need-led 
support to people living on a permanent basis in their own home integrated
in the community.
The supported housing approach grew from a dissatisfaction with the original
model of residential facilities.
The personalised project is the basis of rehabilitation programs and must be 
developed in close collaboration with the person and his social network, 
through a perspective that places personal recovery and social inclusion at
the center of the process. 

The residential dilemma: new institutionalisation?

Barbato, 2020

1) 

2) 
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Personal health budgets
Systematic reviews on the topic of personal healthcare budgets 
(Webber et al., 2014) reported positive results in terms of user 
awareness and responsibility, improvements in clinical and 
psychosocial aspects, and consequently an increase in quality of life. 
They can offer people with mental health problems the opportunity
to have more control and choice of the path of care, to build greater
self-confidence and increase self-agency, especially if supported by 
quality and continuity of care, e.g. trustee relationship and joint 
decision making. 
Some studies consider qualitative outcomes on the overall system of 
services, both formal and informal, and to the transformation of the 
relationship between all the actors involved (Ridente and Mezzina, 
2016; Fontecedro et al. 2022, 2024).

Personal health budgets
Webber et al., 2014

Ridente and Mezzina, 2016; Fontecedro et al. 2022, 2024
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Trieste system of care (2019)
24 hrs CMHC are a a system of opportunities and are local solutions
(responsibility and accountability), hub of care for continuity.  

Health / illness interplay in everyday life and of services

Free open access immediate response

Holistic, ecological, person centered, recovery oriented

SN, connections, inclusion, capital extraclinical / social 
determinants

Addressing social determinants of health = individual and collective
responses (25% budget): personal budgets and microareas are 
examples, work grants, socialization funds. 

Mainstreaming MH in community health systems

Resources and opportunities diffused daycare with associations
(wellness-wellbeing, social aggregation, participation, expression, 
gender, work)

NGOs represent

BUILDING BRIDGES TO COMMUNITY - THE CARING CITY 

https://bbc.com/news/av/stories-49008178

2019
Trieste system of care (2019)
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Hospitalisation / hospitality 

Institutional rules

Institutionalised Time

Institutionalised (ritualised) 
relations among workers / 
and with users

Time of crisis disconnected 
from ordinary life

Stay inside

A stronger patients' role

Agreed / flexible rules

Mediated time according to 
u needs

Relations tend to break rituals

Continuity of care 
before/during/after the crisis

Inside only for shelter /respite

Maximum co-presence of SN

Hospitalisation / hospitality  
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5 key-lessons from 50 years of the experience
#1: there is an overall impact of  MH system on users
#2: specialization mean fragmented care
#3: organizations must be grounded on ethics and principles, e.g. 
rights-based and person-centered
#4: set up a comprehensive service
#5: 24 hour community services are needed to ensure a full 
alternative to institutional treatment

5 key-lessons from 50 years of the experience 

#1: 

#2: 

#3: 

#4

#5: 24

P27



Principles of 24/7 Community Mental Health Pilot
Trusting relationships

Everyone feels safe and cared for by the people providing
support. People are supported to have ongoing/longer term
relationships with staff who work hard to get to know them, 
what matters to them and earn their trust.

Continuity of care

People are not passed from one team or service to another. 
The same people support you whether you are at home, in 
crisis or need to stay in a bed.

Neighbourhood-based

People can get the help and support they need close to where
they live and in their own community.

Open access

People can get help when they need it, where they need it, 
there is no criteria or referrals needed.

It is easy to get a bed when you need it, and easy to leave
when want to.

Close to primary care and system partners, collaborating with 
VCSE. There will be good links between your mental health care 
with your GP and other organisations or charities that provide
support. They will work together.

Co-produced with community and people with lived experience

People and families who use the services will be part of 
designing them and delivering them.

Services actively promote belonging and citizenship for all

People who use services are seen as a whole person, just as
important as anyone else in their community and are valued
for who they are. Their human rights are upheld and 
protected and they will be supported to do what matters to 
them.

Promoting freedom autonomy and choice

People are in control of their own care and make choices
about what they do and do not want.

Do no harm

The services provided are aware that many people will have
experienced difficult

things in their lives and will ensure they cause no further
harm.

All means all

These services are for everyone. Nobody is excluded. We will
work hard to respect and respond to the reasonable
adjustments people need.

24 365

Principles of 24/7 Community Mental Health Pilot

VCSE

GP)
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Conclusions
1. Mental health in the world is still not a health and social priority, despite the fact that there is a more acute 

awareness after Covid and an increase in needs determined by the model of development based on profit, on 
the individual consumer and on immaterial communication that weakens social ties. 

1. Investment in mental health is extremely productive and necessary. The limited resources currently invested
do not recover people's human and social capital and increase the burden of disability. Deinstitutionalization
is necessary for reasons of equity and sustainability and for the change of operating cultures. 

2. Care must be accessible to everyone, including people with SMP, and acceptable. 

3. Services must be responsible to a population; they must also guarantee broad coverage, prevention and early
and integrated interventions; they must therefore be accessible and comprehensive. 

4. It is not enough to invest in specialized techniques and services fragmented by target; The result on the 
individual and on the population is global. 

5. The person's voice must always be heard. The treatment paths are voluntary. Coproduction is essential, 
involving the community. 

6. Governments must establish transformational pilot projects. 

7. International bodies must facilitate reforms and sometimes 'force the hand' of professionals.

Conclusions

1.

2.

3. SMP

4.

5.

6.

7.

8.
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Paradigm shifts
This implies further paradigmatic passages or shifts (Mezzina, 2005):
1-from legal responsibilities for professionals, related to aspects of social control, 
assessed in terms of risk, to a broader concept of responsibility related to mental health
of / for a given community (to which they respond - 'accountability').
2-from "specialized" services, inhomogeneous and fragmented, to holistic and global 
services ('comprehensive'), built around person as a unit, supported in 
continuity of care, through 'life projects' rather than by therapeutic programs and 
rehabilitation as such.
3-from services offered, measured in terms of outcomes in terms of efficiency and 
effectiveness, to options / opportunities, connected to the concept of an individual
(personalized) path towards recovery and emancipation.
4-from formal rights (civil rights), as guaranteed by legislation, to human and social 
rights linked to the concept of citizenship, which implies the invocation of policies aimed
at combating exclusion and providing resources and access to social inclusion.
The degrees of freedom, which we can define among the main outcomes of the process
and can be delineated by the opportunities and alternatives present in each phase of the 
process, by the 'access from the network of services. 

Paradigm shifts

1-

2-

3-

4-
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Shift

A shift from power on - (a person subjected to a power), through the 
pedagogy of power (Basaglia), toward empowerment, that is bottom-
up, or power with - (shared power, power of the subjects).
A shift from individual to collective dimension: awareness of 
citizenship, self reflection on a person social life. Citizenship is 
exercising rights and acting rights, not just a status but a 
development, and it includes civil and social rights (work, house, 
social roles). 
All of this can be called human rights today.

Shift
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Freedom is 
therapeutic

(UGO GUARINO)

Freedom is therapeutic

UGO GUARINO
( )

64
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