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EDITORIAL 
by Marit Borg and Michalis Lavdas

No Mental Health Without Human Rights

During the last years we have been witnessing in-
creasingly challenging times in mental health servic-
es as well in society as such. This has been triggered 
by the COVID-19 pandemic. The situation for people 
experiencing mental health problems and their 
families is very difficult in many parts of the world.  
Numerous instances of violence and injustice against 
vulnerable and marginalized citizens is witnessed 
and reported.  Recent evidence (Mishra et al., 2021) 
documents significant rates of increased morbidity 
and mortality during the pandemic especially for 
groups that face dire inequalities in different levels. 
Specifically, homeless people, displaced populations 
living in poor hygienic conditions in overpopulated 
camps, people with drug-seeking behaviors, Roma 
populations globally that deal with increased hard-
ship. Further research (Miconi et al., 2020), empha-
size the urgent need of public health measures to 
address the severe impact of the pandemic in terms 
of mental health and increased stigma specifically 
to marginalized communities.  In these times of 
crises, it is imperative to foreground the reports of 
UN Special Rapporteur , Dr Dainius Pūras, declar-
ing that, “There is no mental health without human 
rights”. Human rights need to become the core issue 
of service development onwards. Human rights need 
to be put at the foreground in concrete and practical 
ways: like the right to make your own decisions, the 
right to decide where to live- with whom – and what 
a home means. Human rights involve real partner-
ships with professionals and being listened to and 
taking seriously. In the upcoming XIV World Con-
gress organized in Abu Dhabi, these are topics we 
will raise and discuss.  The UN Special Rapporteur 
presses upon the importance of the “promotion and 
protection of all human rights, civil, political, eco-
nomic, social and cultural rights, including the right 
to development”.

Discussions needed to take in the context of the 
WAPR congress as well as in global service devel-
opments, is that human rights-based practices will 

challenge some of the traditional biomedical and 
evidence-based practices. New evidence basis on hu-
man rights foundations needs to be developed. In re-
covery and psychosocial based research and practices 
we have a lot to draw on here. Also, within the WHO 
QualityRights (WHO, 2012) Initiatives of transform-
ing services and from people with lived experiences 
as service users and family members.

In previous editorials we have discussed the concept 
of solidarity. Human rights are about solidarity with 
fellow human beings. As we write earlier: WAPR was 
started on a foundation of solidarity. Solidarity can 
be described as the kindness between people. Soli-
darity 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 peo-
ple 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”.
It is thus important to understand mental health 
through a human-rights based perspective and ad-
dress accessibility of services and care. Even systems 
with a long history in community based mental 
health, fighting social inclusion are at risk, like Rob-
erto Mezzina stresses in the relevant article that we 
are hosting. While globally there’s a sense of “losing 
control over our lives”, Larry Davidson and Helen 
Glover are impressively addressing the questions of 
who informs the mental health and “recovery” plans 
made within the services. The help-seeker’s needs 
and strengths are prioritized and new practical ways 
of addressing recovery in mental health services are 
proposed. Regarding policy making, Ala Alnaqbi 
andMedhat Elsabbahy present the case of the United 
Arab Emirates (UAE) and the National Promotion of 
Mental Health.

It is also a pleasure to host an excerpt from Katerina 
Nomidou, an internationally leading patient advocate 
who documents her own powerful experience coping 

Photo by Roald Lund Fleiner/napha.no
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Further info
on our website!

http://www.wapr.org/wapr_world_congress_2021/

with mental health in the family. Lastly, in the article 
section, you can find an impressive report relating 
an innovative art-based approach implemented in 
displaced population in Greece through Terre des 
hommes (Tdh) Hellas.

This issues' front page picture is taken by Franziska 
Grillmeier long working with displaced population,  
showing a woman collecting seashells at low tide in 
Cox Bazar. A symbol of resilience in the face of ad-
versity through making meaning at every-day life.

In the same issue, we also welcome reports from dif-
ferent WAPR branches globally while we keep you 
up-to-date with recent research from the field of “So-
cial Support” where Knut-Ivar Bjørlykhaug presents 
his important study. Finally, in this Bulletin, you 
will find reflections on the upcoming WAPR World 
Congress, inviting you to be part of the network and 
its growing activities globally.

Looking forward to our meeting together. 

Enjoy reading!
Michalis & Marit
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The new norm…

I am happy to provide this message to all our mem-
bers of WAPR in these difficult times. We all know 
that lot of nations have undertaken vaccination 
against this deadly pandemic and we know that this 
has not been able to substantially curtail the virus. 
While we are writing this, there are countries still 
in difficult stages of restrictions in the movement of 
people. Along with this, we are witnessing a large 
member of natural and man-made disasters. So 
what? Let us look at the implications of these for the 
people’s mental health. There is a fear of uncertainty 
about the future. Death and destructions seem to be 
a norm as the pandemic had influenced in a nega-
tive way the care of common disorders which to 
some extents are predictable and treatable. However, 
this population is not getting the adequate care in 
emergency situations. Eg., to get an admission to 
a hospital there is a need to do the RT-PCR test to 
show that you are negative for Corona Virus. This 
causes a delay in getting medical admissions. Even 
in countries where there is a reduction of the num-
ber of cases there is an atmosphere of anxiety and 
tension. People are reluctant to visit hospitals, even 
if they visit, all of them must take precautions and 
it is a new norm. The delay in regular medical care 
affects the most vulnerable, that is the persons hav-
ing mental illness. There are disruptions of medica-
tion, therapies, and face to face consultations. Many 
countries have formulated guidelines for virtual 
consultations, with guidelines issued by the respec-
tive medical councils. However, the current scenario 
shows that the level of satisfaction for these consul-
tations are questionable.

Secondly restrictions of movement inside and out-
side countries are there  and keep changing by the 
week if not days. This prevents professional interac-
tions and keeps the professional community in a 
feeling of isolation. Of course the virtual meetings 
are very good and participation is better as there 
are many advantages for this. In this scenario the 
work-life balance is changing. Most of the interna-
tional programs disrupt the sleeping hours as well as 
disruption in schedules of work. For a short period 
of time it would be tolerable but this is happening 
for days together, weeks, months and years. The new 
situation can be very stressful for all professionals 
and their family members. These issues have to be 
kept in mind and there is a need to address the men-
tal health needs of people. 

A lot of people can come to services with psycho-
logical disturbances which may not fit into a disease 
process but interfere in their mental health. The 
pressure on mental health staff is worrying. Many 
studies have shown that there is an increase of 40 to 
60% in mental health issues. Along with this the dis-
ruptions of services for people experiencing mental 
illness in treatment as well as patients who needed 
institutional care have faced difficulties. For these 
persons and service agencies isolations, quarantine, 
restrictions of moment, and restrictions and viola-
tions of human rights has been a challenge.

State control of pandemic situations is a neces-
sity. However, when the state control becomes very 
stringent it becomes violation of rights. We know 
that some leaders have not been guided by scientific 
advice but gone for political decisions which in ef-
fect is not beneficial for anybody.

The number of manmade disasters like declared 
wars and undeclared wars and military rules again 
hampers the normal lives of citizens. Majority of the 
formal and non-formal organizations have become 
overworked in this situation. Currently we are in a 
real uncertain world where all emergency teams in 
the world may not be enough to handle the situa-
tions.

For WAPR the silver lining is that we are having 
our 15th World Congress in Abu Dhabi from   De-
cember 9th -11th in a hybrid mode. I am sure many 
of us can travel and meet each other for a fruitful 
scientific exchange. We have a good team organizing 
this program in Abu Dhabi. There is a very good 

President’s Message. Murali Thyloth, President of WAPR

Murali Thyloth
President of WAPR
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response in terms of the scientific presentations and 
online participation for the Congress. 

I take this opportunity to welcome all of you to the 
conference and hope you will enjoy it. This time we 
are going to have a situation where our election is not 
linked to the World Congress. There are no provi-
sions in the constitution for an election outside the 
World Congress. For this our board had discussed 
and have gone for virtual elections and the exact date 
of election will be notified soon. Already the process 
has been started and the election committee is work-
ing on this matter.

Further it is important to see how we can amend our 
constitution to suit all situations, including all forms 
of disasters and pandemics. 

In all these situations there is a need to enlarge the 
mental health services apart from services for people 
experiencing mental illnesses. Are we prepared for 
that? In this regard I suggest that the WAPR should 
develop expertise and human resources required 
for these situations. It is possible to do this with the 
expertise which we have in our membership. One of 
the good examples is the expertise provided by Dr 
Michael Stark in post-Covid mental health problems.
I am sure all the members understand that the cur-
rent pandemic has caused a lot of disturbances in 
many activities of WAPR.

The untold stories of people who suffered from this 
pandemic is unfathomable albeit description.
During the last few months, from February 2021 
till now we have lost three stalwarts of psychosocial 
therapies, Julien Leff, Robert Paul Liberman and 
Aron Beck. Among them Dr Robert Paul Liberman 
was associated with WAPR in conducting many im-
portant talks and workshops. Their contributions to 
psychosocial therapies are invaluable and I hope all 
of us agree in paying rich tributes to them on behalf 
of WAPR.

Let us all pray that their contributions will be re-
membered and WAPR can take forward their ideolo-
gies. May their soul rest in peace and WAPR family 
offers our heartfelt condolences to their dear and 
near ones.

I hope to see all of you in Abu Dhabi, in person or 
virtually.

Dr. Murali Thyloth M.D.
President, World Association for Psychosocial Reha-
bilitation.
Professor and Head,
Department of Psychiatry,
Ramaiah Medical College, Bangalore- 560054.
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Dear Colleagues & Friends

We hope you are well and keeping safe during what has been a very unusual time.
We are delighted to let you know that this year we are organizing our 14th World Congress of World Associa-
tion for Psychosocial Rehabilitation (WAPR) and 7th Abu Dhabi International Mental Health.
Conference to be held on 9.-11. December, 2021 as a Hybrid Event at Intercontinental Hotel in Abu Dhabi, 
United Arab Emirates.

The theme this year is “Mental health, rights, equity, recovery and social inclusion in testing times”. The 
whole world is going through a period of challenge and mental health and social care is being excessively af-
fected. To rise to these challenges, we need to hold our hope and find new ways of working.

We, in WAPR, believe that psychosocial rehabilitation is one of the most important interventions that we can 
offer to service users. Using these innovative techniques and collaborative practices of psychosocial reha-
bilitation and recovery will provide our service users the best supportes to overcome the difficulties they are 
facing and to improve their quality of life.

We believe that the perspective and practice of recovery is one of the most important goals that we have and 
we believe that psychosocial rehabilitation is a mission of all the health professionals working in the field of 
mental health.

Our congress will provide the most advanced updates for the various approaches and techniques of psycho-
social rehabilitation and we will exchange experiences from all over the globe that will present to our region 
the best possible psychosocial rehabilitation services.

We would like to invite you to join us in Abu Dhabi so that we can all learn from one another by sharing our 
experiences and knowledge to uncover new insights on the complex disorders we treat, exchange practical 
approaches, techniques and guidance for everyday clinical challenges, and reinforce our commitment to our 
mental health patients and their carers.

The WAPR and ADIMHC Congress provides an opportunity for mental health experts, scientists, advocates, 
service providers, service users and caregivers to get together to identify and discuss significant mental health 
issues, transfer information and build networks and friendships.

Welcome Message
by Medhat Elsabbahy
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With this in mind we are honoured to bring together some of the world’s leading mental health specialists, 
distinguished speakers, people with lived experience, carers, and other advocates joining us to showcase their 
work and provide opportunities for interaction.

We feel confident that the WAPR and ADIMHC 2021 hybrid Congress will serve as a place of learning where 
we can all share the latest models, approaches, and research representing for all participants a treasured per-
sonal and professional experience.

We very much hope you will be able to join and looking forward to welcoming you all.
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“Whose Plan is it Anyway?”... Reimagining person led planning

Helen Glover
Director, enLIGHT’ened Consultants

In 2021, many mental health organisations around the world claim to be recovery-oriented.  Such claims 
must never remain in name only, and must clearly demonstrate how service offerings intentionally foster 
opportunities for people to lead and live their best life, beyond impacts caused by mental illness/ distress. 
This has, and will ever challenge even the most intentional recovery-oriented services and ‘help-providers’ 
. It requires a constant vigilance to program design and logic that aligns its principles, policies, personnel, 
practices, processes, planning and performance to ‘help-seekers’  recovery requests. Ultimately, such align-
ment should create service opportunities where help-seekers experience greater confidence and competency 
to navigate and overcome the mental health challenges they face.
This paper aims to regenerate and reposition service planning processes within the helping encounter. I am 
reminded of the adage credited to Benjamin Franklin,” that those that fail to plan, plan to fail” and wonder if 
this may be one reason that many of us have become stuck or lost in either providing or accessing help.  Has 
the time arrived to shift beyond popular person-centred planning processes, still orchestrated and generated 
by help providers, to planning detailed help-provider responses that are responsive and accountable to those 
that help-seek?

Personal Plans and Service Plans: have we confused their purpose?

“My personal plan is not a service plan. The service plan is not my personal life 
plan.
Both are relevant but are not the same as each other.”

Traditionally, plans have focussed on activating help-seekers’ towards 
achieving goals, either self -determined or determined by others.  Planning 
is commonly resisted by both help-providers and help-seekers.  Common 
help-providers’ outcries against planning processes, especially collaboratively, have been: “I don’t have time”, 
“It is just the paper work we have to do”, “it doesn’t make a difference to what I do”, and “people don’t know 

-Help-Providers is the term used in this paper to identify those that offer help, either natural or paid to help seekers.
-Help-Seekers is the term used in this paper as those that seek help from others.

ARTICLES
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what they want”. From those who seek help there is also resistance to be involved in planning processes: “they 
ask me what my goals are but other things get put down “,” it is the same plan we did last time”, “they already 
have a plan and my hopes are just after thoughts “, or “they just use the plan to monitor me”.
The mental health sector world-wide has developed a plethora of planning tools with multiple planning pur-
poses: case management plans, individual service plans, individual support plans, 
individual recovery plans, personal-centred plans, personal wellbeing plans, risk 
management plans, crisis plans, relapse prevention plans, care-coordination plans, 
just to name a few.  This list may give you the impression that all plans differ in 
their purpose but they may be much more alike than they are different.  They are 
either Personal Plans or Service Plans. 

Personal plans are initiated, generated, monitored and owned by the person. They 
are built around what is important to the person, their aspirations and dreams.  
They are deeply personal. They belong to the person.  They take many forms and 
unlikely resemble a service plan format, as they are currently known.  People 
develop their personal plans using graphics, photos, and other creative ways to 
express what is important to them to achieve.   Personal plans should never be 
owned, monitored, copied nor stored by an organisation. A person’s life goals and 
aspirations are not the business of services and should never be articulated on a 
service plan! 

Service plans are generated by the help-provider to guide and account for their 
service provision to a help-seeker. Service plans are a useful communication tool to ensure the relevancy and 
fit with the help-seeker’s self-mastery (Moore, 2016). Service plans do not 
contain help-seeker’s life goals but the goal of the service intervention 
offered. It must be remembered that help-providers’ key performance in-
dicators (KPI’s) are not the help-seeker’s business or goals nor vice-versa.

Help-providers often argue that their ‘individual recovery plans’ capture 
both personal and service plans together. This is problematic.  It creates 
confusion as to the help-provider’s role in a help-seeker’s life.  Recovery 
work belongs to the person. It is ongoing, it happens in many life arenas, 
mostly beyond services.  Help-providers cannot take responsibility for 
a person’s recovery work, nor take credit for their outcomes or achieve-
ments. Services however can and should take responsibility and credit for 
creating relevant opportunities that people find useful in undertaking their recovery work.

Who is accountable for the plan?

 “The hand that holds the pen, holds the power “ (Tran, 2021)

We can only activate a plan if we are its author.  We cannot write a plan for another and expect it to work, no 
matter how well designed or well-serving.  Only the plan’s author can activate it, modify it, monitor it, and 
celebrate its success.  It is extremely unlikely, if not impossible, for a person to reclaim a life beyond the im-
pacts of mental illness when they are excluded from problem solving, making decisions, and informing direc-
tion.  In this work it is vital that, “people’s right to self-determination should never be removed or denied. For 
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people who experience mental distress this right must be intentionally protected “(Mind Life, 2021)

Some years ago, I accessed my psychiatric medical records under the Australian Freedom of Information Act.  I 
did not recognise me, or my understanding of what was happening for me in most of what was noted.  I had 
to check and recheck several times that I was reading my file and not someone else’s file.   What surprised me 
was that it did contain several ‘care / recovery’ plans. These were compliantly completed, typed out with all the 
relevant boxes filled in.  It surprised me because I did not know they existed. Despite that I had not informed 
their creation, every action had my name in the column of who was responsible for carrying 
the recovery objective.  Had I missed something, not turned up to a meeting? Had I agreed to 
something that had conveniently slipped my mind?   Looking further I realised that these plans 
were created in absentia; for me, about me, without me and not of me. The stated recovery ob-
jectives were: (1) Helen will become compliant with her medication and associated treatments; 
(2) Helen will develop insight into her illness, and (3) Helen will agree to not abscond.

This was not my personal plan, nor was it a service plan and on reflection, it was no wonder 
that it served to keep us all stuck. It was a service-generated plan with service-generated 
goals, it said nothing about the professional offer aligned to the recovery challenges that I 
was seeking help to overcome.  
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It is vital to ensure plans are self-directed or personally driven and not service generated (Fig. 1). In simple 
terms, service-driven plans are generated and organised by the help-provider/service in isolation of the help-
seeker. It should not be surprising that most service generated plans will be ineffective if not designed col-
laboratively with the help-seeker. 

Service generated plans are sometimes mistakenly created as replacements for personal plans, especially if a 
person has not had an opportunity to develop ideas of what is important for their life. This should be resisted 
at all costs as (Bates, 2002) warns that, ‘ the tools and processes of person-driven planning can be used to 
manipulate the person into compliance with the service system or with powerful others. However, this is not 
person-driven planning, any more than sawing up firewood is carpentry.’

Person driven service planning processes does not happen without equal collaboration. Collaboration starts 
with humble inquiry, interest and deep appreciation that both help-providers’ and help-seekers’ knowledge 
must work together to plan the service provision, ensuring fit and relevance to the help-seeker over other 
interested stakeholders.  

No one seeks help from a mental health service without experiencing some level of risk or vulnerability.  We 
mostly seek help when we experience barriers or boulders that stop us from being able to fulfil our needs 
with ease.  Such boulders may be in the form of limited knowledge, skills, resources, confidence, or support.  
Help-providers who are clear in this, resist transactional encounters centred around goal attainment alone 
(Vaughan, 2021). They will instead inquire about, what stops a person attaining what is important, what they 
wish to get stronger at, so they can live and lead their life well, and what contribution they would like the 
help-provider to add to their team. The help provider focuses on transformational outcomes, aiming to leave 
a help-seeker with the personal mastery and sustainability to influence and navigate the vulnerabilities and 
challenge they experience.  

Who is the leader in the help seeker– help provider relationship?
When providing team supervision, I often ask help-providers, “who is the team leader of this work, who are 
you accountable to”?  They usually name a superior within their organisation that they report to.  They rarely 
name the person they are providing services to as the team leader of the team.  Someone I was working with 
once asked, “if I am supposed to be the CEO [Chief Executive Officer] of my life how come I am the last per-
son to know what has been planned and no one sees they have to account to me for their work?” 

The terms self-directed or person-led may convey messages to help-providers and help-seekers that recovery 
work has to be done solo, without assistance. There are very few of us that are independent and autonomous 
enough to not require assistance in how we negotiate our needs and every day actions. Seeking help from 
others does not require a resignation from being the team leader of our life. Ideally and ethically, if invited 
onto another person’s team, as a member, we would be clear in the purpose, our requested role how it aligns 
to the leader’s vision, our expected performance as well as the overall team processes.  Our tenure as a team 
member should not be considered permanent. 

Not so long ago I was a patient in intensive care requiring significant help from a range of medical specialists to 
survive. They were in and out of my room many, many times a day yet always communicating with me what 
they were doing and why. As I got better they referred to me as the Team Leader. I looked at them quizzically as 
I was totally trusting their knowledge and skill to get me better, believing that I had little role except to rest and 
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let them do their job. They quickly explained that they needed me to be the 
team leader as I was the only constant member of the team. Many people 
were involved and could easily make a mistake. They needed me to hold the 
complexity with them and for each team member to be accountable to me 
for their specialised interventions. This was novel and refreshing and left me 
wondering if this can happen in intensive care can it also routinely happen 
within mental health settings.

Inviting help-seekers to become the team leader of their own life, and 
select the right team members, is not necessarily easy for those who have 
been locked out of this role for some time.  Challenges in adopting their 
team leadership can stem from, fear, self-stigma, limited self-directing 
opportunities, negative system experiences, and previous low expectations.  Help providers may have to re-
think how they invite help-seekers to guide them. This is less about activating or motivating people to be the 
team leader and more about help-provider’s relinquishing the team leader role in a help-seeker‘s life.  Stretch-
ing beyond taking responsibility for a help-seeker’s life outcome to being responsible to them is an important 
shift.  To do this help-providers must fundamentally believe, relate to and recognise help-seekers’ existing 
resiliency, inner wisdom and self-leadership capacities, and resist 
the urge to adopt paternal relationships.  Even when such person-
al agency is not easily visible it is imperative that help-providers 
honour its presence, even when they don’t see it, because it does 
exist and will emerge.
 
Imagine if the service plan was flipped
Most service plans layouts and subheadings remain oriented to 
activating the help-seeker and seeking their commitment to un-
dertake tasks to meet their goals. Such planning artefacts strongly 
communicate held beliefs as to who we are in each other’s lives, 
our responsibilities, sense of power, and the role that self-direc-
tion plays.  

Imagine if 
the tables 
were turned where a help-seeker was to request from a 
help-provider specific self -mastering help and in turn 
the help-provider was accountable to the help-seeker 
for their service provision (Fig 2.). The service plan 
artefact would therefore be set up differently with the 
plan belonging to the help-provider, outlining their of-
fer, success indicators, tenure expectations, and service 
risk mitigation strategies. (Fig.3). Making our assump-
tions explicit, within planning artefacts, strengthens 
how person driven service planning is undertaken and 
experienced.
Figure 2: Excerpt from Lead My Life Self Inquiry (Glov-
er, 2017)
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Figure 3:Example Person Driven Service Accountability Plan Domains 

Conclusion
In conclusion, the following Person Driven Service Planning Manifesto may act as a useful starting point to 
renegotiate planning in either your own life or when invited into the lives of others. Such assumptions must 
be able to be upheld with all people at all times and be clear enough to guide help providers in in their day-
to-day practice.  

1. We view and relate to the help seeker as the team leader of the team. We recognise that it is the team leader 
who selects and deselects us as help providers based on our specific skills and attributes.  When we are effec-
tive in our work there will be a time when our role becomes redundant. This is what we strive towards and 
celebrate.

2. We acknowledge the team leader as the ultimate decision-maker in all aspects of their life. We embed the 
help seeker motto of ‘nothing about us without us’ in all areas of help provision and planning. We will resist 
our need to determine what is best for people and seek direction from the help seeker to inform our service 
provision.  We know that we have been successful in this when the team leader actively directs all decisions 
about their life and service provision. 

3. Help seekers want transformational change. We spend time to learn from the team leader what they are 
looking to transform in their life.  We explore the diverse factors which may be limiting the team leader’s 
efforts in change. We resist service provision that is solely transactional and does not contribute to specific 
transformational, self-mastery or service emancipation outcomes. 
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4. Our service plans are not life-goal focused. We are deeply informed by what is important to the team 
leader’s but resist attaining their life goals as the focus of service provision We focus on what is getting in the 
way and foster opportunities where people feel more equipped to overcome these barriers.  We actively use 
and offer our professional skills and abilities to the team leader so they can use them as building tools in their 
endeavours.  

5. We will negotiate service provision with help-seeker’, ensuring fit and relevance. This   includes negotiating 
expectations, our role, relevant strategies, desired outcomes and expected timeframes of involvement with 
what the organisation has the scope and resources to offer.

6. We ask people to review our service delivery according to the service plan. A service review’s purpose is 
not to review the person’s progress but to review the usefulness of the service response to their recovery chal-
lenges.
  
7. When outcomes have not been reached we consider it as a result of the service provision and not a reflec-
tion of a person’s capacity or compliance.  We will ask for help from the help-seeker to refocus our work/role 
when we have lost our way. This may eventuate in a new service plan being developed. A new plan should not 
simply contain the same service offer with new dates.

8. We acknowledge that even the best service provision can help and hinder. Within the planning process we 
highlight any foreseen risks that service provision may inadvertently cause E.g. increase service dependency, 
loss or roles, loss of relationships, loss of identity etc. 

9. We value feedback about our services provision fit and relevance. We are committed to refining our service 
provision so that they remain useful to the help-seeker’s ability to reclaim a life beyond the impacts of mental 
illness/distress.

10. We acknowledge that prior to coming to services people have tried many initiatives to meet their needs. A 
help-provider service, is useful to people only when it offers something unique that is not available through 
natural occurring mechanisms.

11. We intentionally support people to live, love, work and play in their own community and not within our 
service. We support people to utilise and access all their community resources and consider our service op-
tions as a last response. Service responses are delivered in natural community settings, that promote commu-
nity tenure.

12. We value the role of planning in our own lives as a useful tool to guide our life direction. We resist partici-
pating in other people’s planning processes where we have not developed and utilised our own personal plans 
as help providers.

These above principles may be useful to act as a recovery oriented ‘litmus test’ within team reviews, peer 
reflection, and supervision ensuring accountability to a person-led approach. This is not necessarily easy and 
yet maybe worthwhile to help seekers and providers. 
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Recovery-Oriented Practices – Key Learnings in a Changing World

Larry Davidson, Ph.D.
Yale University Program for Recovery and Community Health
Connecticut Department of Mental Health and Addiction Services

It has been nearly 20 years since the United States government declared that all mental health services 
should be re-oriented to promote the recovery of persons with mental health conditions, regardless of their 
severity. Over the course of these 20 years, several different definitions of what is meant by the term “recov-
ery” have been offered, from the conventional medical meaning of having fully “recovered” from any and 
all of the symptoms and deficits associated with serious mental illnesses—also referred to as “clinical recov-
ery”—at one end of the spectrum to a human rights-based meaning of being “in recovery”—also referred to 
as “personal recovery”—referring to laying claim to, or taking back, one’s own autonomy and agency in the 
face of on-going difficulties at the other end of the spectrum. The wide swath cut by these different mean-
ings of the same term has created a considerable amount of confusion in the field of psychiatric rehabilita-
tion, making defining and operationalizing the concept of “recovery-oriented practices” a challenging task. 
In the following, I will expand on an earlier attempt my colleagues and I had made to define and operation-
alize recovery-oriented practice from the perspective of the client (1), expanding on this previous effort by 
addressing this challenge from the perspective of the care provider. To avoid adding further to the existing 
confusions identified above, I will suggest that for the client, it should not matter which form of recovery 
they are pursuing as long as they can answer “yes” to the following set of 9 questions. Similarly, for the 
mental health provider, the vision of recovery that they hold out for their clients should not fundamentally 
matter as much as does how they offer the services and supports they provide. While researchers and advo-
cates may need to differentiate between these two forms of recovery for their own respective purposes, some 
of the key learnings of the last 20 years of practice point as much to how interventions are offered as to what 
those interventions are. Recovery-oriented practices, whether they be clinical or rehabilitative in nature, all 
share the same fundamental values, principles, and processes. These are spelled out below. 

Recovery-oriented practices are those practices that promote either clinical recovery, personal recovery, or 
both. They do this by identifying and building on personal and family strengths and by being aligned with 
the person’s own values, preferences, and goals. These values, preferences, and goals are elicited through 
the process of person or family-centered care or recovery planning, in which practitioners work collabora-
tively to develop action plans for what the different parties involved agree to do to in support of the person’s 
recovery. After identifying their major life goals, the person is assisted in identifying those steps they need 
to make in exercising effective self-care and in pursing their interests and aspirations. Involved families are 
assisted in identifying ways in which they can support the person’s own efforts and ways in which they can 
contribute more directly to the recovery process, from driving their loved one to school or work or remind-
ing them to take care of themselves (e.g., get enough sleep, take medications as prescribed), to celebrating 
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successes and conveying understanding and acceptance while commiserating over setbacks.

Recovery-Oriented Practices from the Perspective of the Client       

The following series of questions are to be used by persons receiving mental health services and/or supports 
(and, if desired, their loved ones) to determine the degree to which a given practice is oriented to promoting 
either of the forms of recovery described above.
 
1. Is the care offered centered on you as a unique individual? Is it based on your own life goals and in-
formed by your personal needs, values, and preferences? Recovery-oriented practice can only be carried 
out at the level of each person within the context of their family and everyday life. As a result, your recovery 
plan should look different from anyone else’s, and be based directly on your own goals, needs, values, and 
preferences. Is the plan based on what you are trying to do in your life, and does it offer you a roadmap to 
where you are headed, to what you are hoping to do with your life? Does the plan envision a meaningful life 
beyond mental health services alone, or does the plan’s focus remain squarely within the boundaries of the 
mental health system? For example, can you tell from the plan what you and your care team are trying to ac-
complish in the world (e.g., go back to school, get a job), as opposed to, or in addition to, what you and they 
are trying to get rid of or avoid (e.g., symptoms)? Will the services identified in the plan lead to worthwhile 
and desired changes in your life?

2. Is the care offered to you based solely on your diagnoses and problems, or is it also based on your 
strengths and interests? Is it clear from your recovery plan how service providers have helped, or will help, 
you to identity and build on your strengths, both your own and those within your local environment? 
Can you tell from the plan what your specific interests are, and how these interests have contributed to the 
identification of your goals and objectives? Does the plan help you to move toward what interests you (e.g., 
people or hobbies), or does it simply try to move you away from problematic behaviors or activities (e.g., de-
creased self-harm)? If substance abuse is identified as a problem to be addressed, for example, does the plan 
also address what kind of sober activities you may want to participate in instead? Are community activities 
and resources identified in the plan that would support you in pursing your personal interests? And are 
there people identified in the plan with whom you can share these interests?

3. Do you have a recovery plan that addresses what you can do between appointments with service pro-
viders? Is there more for you to do than simply to receive treatment, attend rehabilitation, or have regular 
meetings with providers? Since treatment and rehabilitation offer some of the tools you can use to reclaim 
a whole and gratifying life, it is essential for any such interventions that are offered to you to be useful and 
effective for these purposes. Do you understand how you may benefit from certain treatments (e.g., medica-
tions), or why providers ask you to attend specific meetings or groups? Is it clear how these activities are to 
help you to get where and what you want in life, or do they simply seem to aim to keep you busy? Do pro-
viders take an interest in how you spend your time between your appointments with them? Do they have 
concrete suggestions for things you might try in the community, or do they expect you only to participate in 
mental health-related activities?

4. Does the recovery plan clearly identify the tasks and roles to be performed and the person or people 
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responsible for each? Of particular importance is whether or not the plan identifies your own responsibilities 
and the tasks that you have agreed to take on.  Do the service providers help you to identify what you can do 
to promote or progress in your recovery? Do they support you in carrying out these responsibilities? Do pro-
viders help you to identify the next one or two steps in your recovery and to sketch out what may be involved 
in your taking these next few steps? Do they assist you in obtaining the resources needed (e.g., new clothes) 
to take these steps? Are they willing to accompany you on the way at first or do they expect you to take these 
steps on your own? Do they suggest strategies for managing symptoms that do not go away in response to 
medication?

5. Does the plan and the care and services provided change over time with your evolving needs and goals? 
Recovery plans do not accept maintenance as a meaningful goal, as people do not want merely to be “main-
tained.” It is quite possible for people to want to maintain a level of clinical stability, or to want to remain at 
a plateau of functioning for an extended period of time. Few people like change for the sake of change, and 
many people are afraid of taking risks or trying new things out a legitimate fear that they might suffer a set-
back (a fear often reinforced by caring practitioners who do not want to see people relapse). But life also does 
not stand still. Therefore, while containing your illness may be a very real concern and goal for you at times, 
it is not possible to do so simply by maintaining your life; that is, by trying to stand still. Recovery plans 
anticipate that change is inevitable and that you will need to continue to adapt to new situations, whether you 
like to or not. One important contribution recovery-oriented practices can make in such situations is to help 
you identify those things that you want to keep the same while other things are changing around you.

6. Do you find the care plan, and the care offered, to be easy to use and to understand?  Just as the plan needs 
to identify your role in pursuing or attaining recovery, the plan and the care offered need to be easy to use 
and to understand as well. Does the plan address those aspects of your own experiences that are of concern to 
you, and in a language that you will be able to understand and use (e.g., hearing voices as opposed to having 
auditory hallucinations; feelings of being unsafe, vulnerable, or unprotected as opposed to paranoia)? Do you 
know what care or help you have agreed to receive? Has your consent been truly informed, or are things done 
to you that you do not want? Even in cases in which you are receiving treatment involuntarily (i.e., against 
your own wishes), or have had a conservator or guardian assigned to you, have efforts been made to inform 
you of the available options and to explain what you can expect to happen, including what you need to do or 
what needs to happen for you to no longer be receiving care involuntarily or no longer need a guardian?

7. Does the plan encourage and support you in taking increasing control over your own life, including the 
power to make your own decisions? Because of a history of controlling persons with mental illnesses in men-
tal health, you may need to be encouraged to take back control of certain parts of your life, the responsibility 
for which may have been assumed by other people. Do providers encourage you to do so? Do they encourage 
you to view yourself as capable, and as having intact domains of functioning beyond the reach of the illness? 
Do they remind you of your strengths and gifts? Do they help you to focus on achieving small successes, or 
easy wins, in order to rebuild your self-confidence and sense of personal agency? Do they encourage and sup-
port you in taking risk and trying new things?

8. Is the care offered in a dignified setting and in a respectful manner? Does the care offered help you to feel 
better, or does it make you feel worse?  Using mental health care is intended to help people feel better rather 
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than worse. Being told that you have an illness or disability can be distressing. But when offered with com-
passion, such care should also help you to understand your situation better and to be confident that you and 
everyone else involved are doing what they can to make things better. Does attending mental health appoint-
ments feel humiliating or demeaning? Do you leave the provider’s office feeling better or worse about yourself 
and your prospects for recovery? Are the services you receive offered in a safe, clean, and pleasant setting, or 
does the setting look run down and not cared for? Would you recommend the provider or service to other 
people?

9. Do care providers ask for your feedback? Do they ask you if they are being helpful to you? Do they tell you 
what you can do if you are not satisfied with the care you receive?  Part of becoming an empowered user of 
mental health services is being able to tell providers whether or not they are being helpful to you. Do the pro-
viders you work with welcome your feedback? Do they ask you for your suggestions or ideas about how the 
care they provide can be improved? When you give feedback to your providers, do they listen to and take you 
seriously? Do they make changes based on your feedback? Do they suggest what you can do if you remain 
dissatisfied with your care? Do they suggest how you might go about changing providers or services if you 
are not finding them helpful? When you complain, do they treat you respectfully, and do you receive a timely 
response to your concerns?

Defining Recovery-Oriented Practices from the Perspective of the Provider

The following series of questions are to be used for self-reflection by persons providing mental health ser-
vices and/or supports to determine the degree to which a given practice is oriented to promoting either of the 
forms of recovery described above.

1. Do you bring to the work a fundamental conviction in the belief that persons with a serious mental illness 
can lead dignified and meaningful lives with appropriate care and support from others? Do you believe that 
recovery is possible for most, if not all, people with a serious mental illness? Do you believe that persons with 
a serious mental illness can do important work in their communities? Do you know that many people who 
have made original and/or noteworthy contributions to the arts and sciences have had a serious mental ill-
ness? 
 
2. Do you view your clients as being fundamentally the same as you or as fundamentally different from you? 
Could you imagine being in your clients’ shoes given different life circumstances, or do you consider that as 
just not possible? Are you more the same than different from, or more different than the same as, most of 
your clients? Do you consider the various roles that your clients play in their broader lives, such as they’re 
being a son or daughter, mother or father, sibling, uncle or aunt, student, employee, employer, voter, tenant, 
investor, musician, artist, poet, neighbor, or friend?       

3. Do you focus at least as much on your clients’ strengths, interests, and goals as you do on their deficits, 
symptoms, and needs? Do you view your clients as being primarily in need of various kinds of on-going help 
and support, or do you also view them in terms of what they have to offer or do for others? Do you ask your 
clients about what they would like to do and/or accomplish in their lives? Do you consider them to be works-
in-progress and as having potential for growth, or do you consider them to have already grown as much as 
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they can in their lives?     

4. Do you see “recovery” as something your clients principally need to pursue in their daily lives (with your 
support and perhaps that of others) or as something that you and your colleagues need to address and ar-
range for your clients? Are there more things that your clients need to do to recover, for example, in addi-
tion to taking prescribed medications? Do your clients’ recovery plans address what they can do between or 
outside of appointments with service providers? Whose vision of a meaningful and fulfilling life are you and 
your clients working toward together? Are your clients feeling challenged to stretch themselves in order to 
continue growing as a person? 

5. Do you encourage and support your clients in taking increasing control over their own lives, including 
the power to make their own decisions? Do you encourage your clients to take back control of any parts of 
their lives that they may have had to cede to others based on their disability? Do you encourage them to view 
themselves as being capable, and as having intact domains of functioning beyond the reach of their illness? 
Do you remind them of their strengths and gifts? Do you help your clients to focus on achieving small suc-
cesses, or easy wins, in order to rebuild their self-confidence and sense of personal agency? Do you encourage 
and support them in taking risks and trying new things?

As the definition and series of questions above suggest, all recovery-oriented practices have several essential 
characteristics in common, whether they be clinical or rehabilitative in nature. These include identifying and 
building on personal and family strengths, being aligned with the person’s own values, preferences, and goals, 
as elicited through the process of person or family-centered care or recovery planning, and conducted in as 
collaborative a fashion as possible. It is upon this common foundation that different practices are used to 
address different areas of need, from person-centered psychopharmacology to community inclusion. All of 
these interventions, at their core, are offered to the person and their family as ways of pursuing and achieving 
a life of meaning and purpose in the communities of one’s choice. 
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The United Arab Emirates (UAE) National Promotion of Mental Health  
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What is Mental Health? Mental health incorporates feelings, actions and thoughts. People who are emotion-
ally healthy are capable to cope with the challenges faced in life, deal with anger, handle stressful situations, 
enjoy life, and maintain meaningful relationships with others. A mental illness is considerably serious to 
cause functional impairments. (1) The term mental health is more complex than addressing mental ill-
ness; to be precise these terms are deceptively and interchangeably used. For example, the National Service 
Framework for Mental Health   mainly stated about services for individuals with mental illness. The World 
Health Organization defines mental health as: “a state of well-being in which the individual realizes his or 
her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able 
to contribute to his or her community.” (2) 
Mental Health Policy. Mental health policy is a specifically written document of the government or Ministry 
of Health containing the goals for improving the mental health situation of the country, the priorities among 
those goals, and the main directions for attaining them. It may include the following components: Advocacy 
for mental health goals, promotion of mental well-being, prevention of mental disorders, treatment of men-
tal disorders, and rehabilitation to help mentally ill individuals achieve optimum social and psychological 
functioning.(3)

UAE National Agenda are in line with Goal 3 of the Global Agenda 2030. The UAE experience and its clear 
endeavors represent a practical example of developing the best health care system in the world. The UAE 
national strategies reflect the future vision of the UAE government and decision-makers to activate the 
importance of mental health across the health sector, which will reflect on positive results.UAE has adopted 
integrated approaches and strategies for the mental disorders recognizing their prognosis, comorbidity and 
consequences, to move the health system towards more effective and integrated management, prevention, 
in addition to care. UAE classified mental health as a vital component of a balanced care system. The indi-
vidual, family, and societal influences, both short and long term, are individual and aggregated . It is also 
well recognized that mental disorders cause great human sufferings and it has a profound impact, not only 
on the health sector, but on the societal security sector and the economic sector. 
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Mental Health Legislation. The federal laws in the UAE from 1981 that are specific to people with mental ill-
nesses and disabilities [11] are as follows: “Federal Law 28 (1981) concerning the detention and treatment of 
people with a mental disorder” “Federal Law 29 (1981) concerning the rights of people with mental disabil-
ity” “Federal Law No. 14 (1995) regarding drugs and psychotropic substances. 
The United Arab Emirates has placed mental health among its main priorities. The indicators of the UAE 
National Agenda are in line with Goal 3 of the Global Agenda 2030, considering that health is one of the six 
national priorities of the UAE vision.  The Ministry of Health and Community Protection seeks to enhance 
the health of the community by providing innovative and equitable health care services in accordance with 
international standards. Its also acts as a regulatory body for the health sector in the country through an 
integrated health legislative system. In addition to that The UAE Government is regularly undertaking new 
measures to address mental health issues and reduce the stigma associated with it. It has come up with 
many initiatives for Emiratis and expatriates by giving them access to mental health services and support as 
required.
The strategic objectives of National Policy for the Promotion of Mental Health. The National Policy for the 
Promotion of Mental Health in the UAE identifies five main strategic objectives. 
- Enhancing the effectiveness of the promotion of awareness of mental health
- Developing, strengthening and expanding comprehensive, integrated and responsive mental health ser-
vices for patients of all ages
- Strengthening multi-sectorial collaboration to implement mental health promotion policy
- Promoting the prevention of mental disorders for people of all ages
- Strengthening capacities and improving information systems and conducting mental health research to 
develop their services
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Trieste 50 years after: a more humane, person-centred whole system of care is now at risk. 

Roberto Mezzina 
Ex-Director, Trieste MH Department and WHOCC; VP, World Federation for 
Mental Health; Chair, International Mental Health Collaborating Network  

1. The roots
From 1961 on, in Gorizia Franco Basaglia with his team started the process of change within the local psy-
chiatric hospital, applying his critical approach to the dominating paradigm of psychiatry, that was to ensure 
custody of an ill person, or of a ‘sick body’. At the first International Congress of Social Psychiatry in London 
(Basaglia, 1964) Basaglia revealed the final objective of his work (also inspired by the Therapeutic Commu-
nity of Maxwell Jones in Dingleton): “the destruction of mental hospital as a place of institutionalization and 
social exclusion”. The practice inside the institution achieved to abolish restraint and set up an open-door 
policy, as well as democratization of the life in the hospital through meetings and assemblies, while a recon-
struction of social links with the external world was pursued.  

At the national level, a first act enforced in 1968 (the s.c. Mariotti Law) established the possibility of volun-
tary treatment in psychiatric hospitals as well as the opening of ‘Mental Hygiene’ Centres. The dismantling 
of psychiatric hospital from within and the creation of novel community based services (Pulino, 2017) was 
addressed during the 70’s, by the experiences of Trieste,  Perugia  and  Arezzo, where asylums were defini-
tively closed. A new model of community care was therefore designed to coincide with the transformation 
of Psychiatric Hospitals. This is the most original contribution of the Italian experience of transforming 
psychiatry and approaching mental health. 

Democratic mobilization and participation of civil society was important in the 70’s as part of a social move-
ment aimed at a number of reforms (abortion, divorce, the statute of workers and other civil rights). This 
opened the way to the enforcement of the Reform Law n. 180 of 13 May 1978, to which Basaglia contributed 
(Mezzina, 2018). According to Goffmann (1961), Basaglia had denounced the “anomia” of the person in the 
asylum, where there are suspended all constitutional rules, as a prelude to an irreversible loss of rights, and 
first of all of civil rights. Abolishing the equation mental disorder / dangerousness raised the issue of a new 
psychiatric service in (and for) the community, with new principles, stemming from citizenship rights. With 
the end of the asylum, the right to mental health, and the emancipation from need of the ill person, consti-
tuted a precondition for the exercise of civil liberties and the whole bundle of human rights (Piccione, 2013). 
The movement begun in psychiatry resonated elsewhere in Italy and abroad in the 70’s and 80’s. Practices of 
deinstitutionalization as means to realize human rights entered a range of institutional arenas, from medi-
cine to school, to prison, to residential care homes for the elderly, to institutions for children and disabled. 
That is the entire ambit of welfare policies. Total institutions were all identified by this movement as the 
source of a culture of oppression and violation of human rights, of stigmatization and social exclusion, and 
must be overcome. 
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2. The example of Trieste 
The experience in Trieste became internationally known because it was first in Europe to close its psychi-
atric hospital (Bennett, 1978). This paradigmatic action dismantled the whole custodial system, with its 
institutional norms applied on an oppressed person, the patient as ‘an object of the psychiatric institution’ 
(Dell’Acqua, 2010; Mezzina, 2020) toward the ‘discovery of the person’. 

The first years (1971-1974) were focused on transformation of the asylum and restitution of basic human 
rights for the inmates: opening of wards and gates, assemblies, reviewing the status of hospitalization in favor 
of the one of ‘guest’, decreasing the use of involuntary admissions and custodial guardianships, providing 
economic subsidies for the discharged, creating the first social work cooperative. This was followed by the 
phase (1975-1978) of the implementation of Community Mental Health Centers (CMHCs) together with the 
search for housing solutions for an increasing number of discharged patients (mainly group-apartments). 
Finally, the closure of the asylum with its total substitution by the territorial network (1978-1980) that organ-
ized CMHCs with around the clock service with beds. These have been supported by the new director Franco 
Rotelli as the axis of the alternative to the asylum (Gallio et al. 1983; Rotelli et al. 1986; Rotelli, 1988).
After the premature Basaglia’s death on 1980, deinstitutionalization was eventually completed in the entire 
Italy, even if  it took more than twenty years for the closure of all asylums (1978-1999) and another two dec-
ades for all large forensic hospitals (2018), overcoming huge technical and political resistances. The fall of the 
political dimension during the 80’s in the country, the attacks on the law and the impressive number of bills 
attempting to change it, led to a strong defense even within the specific psychiatric field. 

Trieste moved on from Basaglia’s legacy also by showing that ‘it was possible’. All this meant strengthening 
a ‘service model’, making factual and effective alternatives, exploring new solutions, even changing the lan-
guage in a more strictly therapeutic one. 

Trieste is a city with no asylum for more than 40 years so far, with a totally open door – open access system of 
care. It became a demonstration that is possible to act in a new way to foster recovery and social inclusion in 
the community, while embracing a human rights approach. The Mental Health Department became a WHO 
Collaborating Centre in 1987, because it was considered a sustainable model for service development with 
demonstration of cost-effectiveness (WHO, 2001). 

In this respect, professionals, mangers, policy-makers, users and carers came in the following years from all 
over the world, little to see the history of Trieste, much its outcome in the present: a system of services and a 
different approach to care and social inclusion, as a ‘demonstration site’. 

The process of changing the thinking, the practice and the services have led from a clinical model - based on 
the illness and its treatment - to a wider concept of community mental health focused on the whole person 
within the community. This can be described as a full ‘paradigm shift’ with a number of cascading implica-
tions in terms of processes and outcomes (Mezzina, 2005). 

3. The model
The organization is still based on fully accessible 24 hour CMHCs, responsible for small scale areas (about 
50-80.000 inhabitants), with a few community beds in each of them, and supported by a very small General 
Hospital Unit that is usually by-passed. Their function is to provide a single point of entry for people living in 
that community area, with no selection based on severity, also involving families and social networks includ-
ing all relevant institutions and services who have contacts with service users. There is a strong partnership 



December 2021 - WAPR E-Bulletin26

WAPR BULLETIN Nº 47        
with NGOs / third sector (social coops, associations of stakeholders) using NHS fund provided through the 
Mental Health Dept, aiming at a co-produced set of responses to personal and social recovery factors (hous-
ing, work, social relationships, training) – with the use of personal budgets to art, sport, wellbeing.
The personal healthcare budget system helps to tailor individual recovery and social inclusion plans of care, 
entering the daily life domains especially for those with complex health and social care needs (about 150 peo-
ple per year). Several social co-operatives provided place-and-train in a system of real job opportunities. 
In 2019, before the unification with Gorizia mental health services, 94% of the budget of the Mental Health 
Department of Trieste was spent in the community (only 6% of the budget going to a 6-bed general hospital-
based service that acted as an emergency first aid station at night). A clear shift from residential facilities to 
transitional and supported housing aimed at the highest level of independent living (Ridente and Mezzina, 
2016; Zero Project, 2015). The wide range of responses included supported housing schemes for about a 
hundred persons; job training and placement for about 200 service users annually, with about 1/10 becoming 
full-time members/employees in the participating social co-ops and businesses each year; and day centers, 
social clubs, community agencies and associations, including sport and cultural ones, as active partners for 
human development and social inclusion (Mezzina, 2014). 

The 25% of mental health budget directly targets a person’s life (Mezzina, 2010, 2014, 2016) through personal 
budgets, work grants, economic aids and subsides, while total expenditure is 37% of the one of the mental 
hospital (prospected for today). Beyond psychiatry, the integration of mental health services in a system 
of healthcare districts for community based medicine (elderly, young and adolescent, disabled, specialized 
medicine, etc.) ensures the mainstreaming of the right to adequate healthcare. 

We pointed out that the service is value and ethical based, with a whole person / whole life approach respect-
ing human rights with no restraint and minimised use of involuntary care. As a matter of fact, involuntary 
treatment (TSO) figures show some of the lowest rate in Italy; TSOs are mostly managed by the CMHCs 
keeping open doors and without any restraint. In the whole region Friuli Venezia Giulia, just few (6) forensic 
beds were available in three community facilities that are managed with an open door policy. Stemming from 
psychiatry, a regional deliberation in 2017 proscribed mechanical restraints in all healthcare and social care 
facilities, including nursing homes and general hospitals. 

If “freedom is therapeutic” was the original motto in the Trieste experience, nowadays it is particularly rel-
evant that principles such as open doors, hospitality, negotiation and alternatives to coercion are embedded 
in the service vision and culture. Nowadays the statement ‘Freedom first’ (Muusse and Van Rooijen, 2015) 
emphasizes that personal liberty is not the outcome but a pre-condition for care which overturns control 
mechanisms and supersedes them with empowerment of  people. Services operating within a ‘practice of 
freedom’ (Mezzina et al. 2018) recognize the need to empower all stakeholders, and ensure participation 
through networking, forms of co-production, cooperation and exchange. For this reason Trieste is also a 
human rights banner for the United Nations (OHCHR, 2018) and has been included as an example of com-
prehensive service network in the recent WHO Guidance for Community Mental health services promoting 
person-centered and human rights approaches (WHO, 2021).   

This rights-based approach must be valued indeed in the prospect of “the person as a whole”. We know that it 
can be healing as far as it “recognizes” the person, and thus refers to shared basic values of humanity, a recog-
nition of the human commune beyond the disease. The person as such calls into question a whole life, in all 
its domains, with a whole system, a whole community around (IMHCN, 2018). 
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Besides contributing to the deinstitutionalization and reform processes in many countries over forty years 
and more, from Latin America to the former Yugoslavia, from Greece (especially the Leros asylum) to Pales-
tine and Mozambique, Trieste has spread the ideas and above all the practical outcomes of the action of Ba-
saglia and his team - overcoming the asylum and reconversion into a network of territorial services – also in 
the English-speaking countries, e.g. Australia, New Zealand, UK, Ireland, USA (Frances, 2021; Sashidharan, 
2021). There are also many experiences to adapt the model to several contexts, from Brazil to the UK, from 
Sweden to Czech Republic.  

The Trieste model of care in their main components (e.g. 24 hrs CMHCs, social coops, personal budgets) has 
been scaled up in the whole region Friuli Venezia Giulia for about 20 years so far, but also in other Italian 
cities and in the South of this country. Invoked by users and families as a national standard, endorsed by a 
Parliamentary Commission in 2013, it is anyway still contested by psychiatrists who fear to enter the open sea 
of community mental health – and to be accountable to a whole community. The accusation of radicalism has 
not been completely reversed by the practical demonstration of the feasibility of this action.

4. Current threats 
While the service was still exploring a set of innovations (e.g. from 2014 to 2019, recovery house,  participa-
tion committee, peer support, adolescent service with an open space for day care, open dialogue, crisis team 
and others), the new right-wing regional administration started to challenge both principles and organiza-
tion. Even it is now a major threat, it is happening in a sneaky way, through the insecurity of institutional 
leadership, the impoverishment of teams, the linear cuts in services, at a time when the Covid-19 has signaled 
the absolute need for territorial health systems, of which mental health has been the forerunner (Mezzina et 
al. 2020; IMHCN, 2021).  

There are now fears of a backlash over the fragile 24-hour CMHC’s arrangements, with their practice based 
on investment ‘on people’, with a positive risk-taking, that resulted in open doors, accommodation of the cri-
sis outside hospitals,  recovery pathways for individuals through healthcare budgets, supported accommoda-
tions instead of residential facilities, the critical practice toward forensic seclusion. The principles mentioned 
before are realized by a coherent and seamless organization in which they are embedded.

There is a concrete prospect to close some of the centers, to reduce their opening from 24/7 to office hours, 
and take out the ‘community’ beds (back to hospital), to withdraw continuity of care – guaranteed by CM-
HC’s teams - during crises. This is an attack to the heart of the system. To avoid mandatory health treatments, 
favoring voluntary care, as indicated by the WHO and the Italian law, it is necessary to engage people in crisis 
where they live, and their family members. To achieve what the law prescribes, namely the search for consent 
and all alternative territorial measures, requires an active attitude and not bureaucratic decisions on the part 
of a passive service. 

Moreover, services could be ‘normalized’, emptied by users, carers and other citizens and become more 
medically orientated, while investments in the third sector, e.g. in job placement guaranteed by the social 
cooperatives, and in social inclusion provided through associations and their fundamental activities, could be 
no more guaranteed. The result could be a dramatic regression to a more traditional system, even weak and 
incomplete, while a new private sector can cover the gaps. 

These events and concrete risks have been addressed in the last months by local and national media and the 
news has now rebounded on major international newspapers, such as the Independent, and in prestigious 
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scientific journals such as the British Medical Journal, the Lancet, the BJP and others (Day, 2021; Sashid-
haran, 2021; Frances, 2021). 

We hope the world will help us to stop the disaster, and to keep the legacy of this great history for the future. 
As a symbol of community mental health movement, Trieste belongs to all. 

Table - Service principles for a community centered work in mental health (Mezzina, IMHCN, 2021)

1. Internal and external integration, in the welfare system, of social and health interventions.
Hypothesis of the mental health service already integrated in the premise (see Czech Republic, Denmark etc), 
with social workers and managed by local authorities (however risk of cleavage from healthcare, in this case 
from psychiatry).
Construction of co-planning and co-management areas. It recalls the multisectoriality of the approach and 
interventions.

2. Mainstreaming
Integration in mental health in welfare must provide that psychiatry relates to medicine and this must take 
place at the level of community health or territorial medicine. Not only for CMDs but for all conditions, re-
gardless of the level of development of secondary and tertiary care systems.

3. Co-production
Participation and empowerment of the “extended” user are expected both in the evaluation and in the pro-
gramming and in the management of the services themselves.
The energies of transformation come from those who use the services for their needs. A “socialist” principle. 
The participation of stakeholders reduces the weight of professionalism.
Identify what are the areas, methods, spaces of power. From information to consultation to decision making.

4. No coercion
At all levels of the imposed treatments: open door - open access - no restraint - no involuntary treatment 
(negative indicator).
It is counterbalanced not only by the legal aspect but by the balance of power (see co-production).
No secure beds / units etc. it means doing without institutional forms of limiting freedom. Don’t foresee them 
a priori. And as far as crimes are concerned, to manage the contradictions of the downstream sanction within 
the prison.

5. No long term hospitals
The process of deinstitutionalization and closure of psychiatric hospitals, both in their acute management 
and chronicity aspect, is a qualifying aspect of community based care. Their coexistence invalidates the qual-
ity and radicality of the user citizen’s rights statute.

6. Proximity
The services are offered in the places of life, or in the greatest possible proximity to home, as in a neighbor-
hood service.
Person / group / network / local community / institutions / society. This is the progression from the individu-
al to the collective and social dimension.
Community based service: small scale / accountable / responsible / accessible / mobile / flexible, not only 
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physically located in the community.

7. Wholistic / in every part
The approach to all aspects of life (health determinants) must provide that globality, which does not separate 
the disease, the disorder, from the overall existence of the person, is a principle, antithetical to biomedical 
reductionism, which applies to every organizational and system level, approach and intervention.

8. Ethical evidence based
The adoption of an ethical, or bioethical, or rights-based value horizon must be combined with the recogni-
tion of the person and his centrality. If this happens, once again through a passage of power, it becomes an 
alliance, an a priori dialogue and collaborative position, which cannot fail to influence the results (it is intrin-
sically therapeutic).
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Like a bolt from the blue

Katerina Nomidou, 
Lawyer, Patient advocate, President of the Greek Federation of mental health associations (POSOPSI), Co-
founder and vice-president: Greek mental health and Alzheimer's Association (SOFPSI) N. SERRON, Board 
member of the Greek Patients Association, Member of Mental Health Committee, Central Board of Health, 
Greek Ministry of Health, Course co-coordinator & adjunct lecturer in Health Law and Patients' Rights, Fac-
ulty of Medicine, University of Crete, Independent consultant in disabilities, mental health, law and human 
rights, Secretary General at the Global Alliance of Mental Illness Advocacy Networks GAMIAN-Europe, Ad-
viser at WHO TAG on mental health impacts of covid-19 in the WHO Eur.Region, Adviser at WHO PFPS AG 
(Patients for Patient Safety Advisory Group), WHO PFPS Champion

The published text is excerpt from:
Nomidou, A. (2021). The Use of Patient Advocates in Supporting People with Psychosocial Disabilities. In 
M. Stein, F. Mahomed, V. Patel, & C. Sunkel (Eds.), Mental Health, Legal Capacity, and Human Rights (pp. 
364-377). Cambridge: Cambridge University Press. doi:10.1017/9781108979016.027

[...] Like a bolt from the blue
I never dreamed of becoming a patient advocate or felt it as a calling or as a career prospect. I grew up in a 
middle-class Greek family in a provincial Greek town in an agricultural area close to the Bulgarian border. It 
is a quiet town where people seem to live uneventful lives. Languages were my passion, and my dream was 
to work with words, as a translator. However, needs led me down another road, and this is a road which I 
am still learning after 40 years.

When I was 14, it became more than obvious that my 16-year-old brother's behavior was something more 
than typical teenage issues. I remember my father telling my brother that he would send him to “Leros” and 
me searching in the encyclopedias to find out what “Leros” was. Years later I read that it was “Europe’s guilty 
secret” (Merrit, 1989, pp. 1,7), “a cemetery of souls”, “a colony of psychopaths” (Gabriel, 1990). I remember 
hiding my brother from my father and hiding myself from my brother. I remember the smell of blood, the 
pain, the fear, the shame, and the agonizing question of who was to blame. I remember my family spending 
so much time striving to disguise vulnerability in order to appear normal.

My brother is one of the most extraordinary persons I’ve ever met. I have always admired his sharp mind, 
his goodness, his vast interests and his gift for being good in so many fields I could only dream about; a 
mathematician, a snake whisperer, a fish charmer, a chess player, a skier, a passionate collector of everything 
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from stamps, coins and vinyl records to frogs and leaves and stones. At the age of 15 his bookshelves were al-
ready overloaded with books about spirituality and religion, outer space and the afterlife, ancient civilizations 
and occult sciences, Freud, Nietzsche, Marx, Einstein, the Greek classics, and anarchist philosophers. I still 
live with him and his room is still a miniature of a flea market, an attracting place of inspiration.

His behavior continued to attract attention. I remember him “drying herbs” in the oven and hitting us all 
when we objected, and police called by the neighbors because of the strong smell searching every inch of our 
house. Knife fights, sirens, police cars, handcuffs for my brother, and injuries for the rest of the family were a 
frequent show for the neighbors. The police “diagnosed” him with substance abuse. I was declared the sister 
of a “junkie” and my friends were prohibited by their parents to visit anymore. Gradually, the whole family 
was ostracized and left to live in frustration, in a new reality. I was in my 20s when I started the visits at police 
stations, prisons and psychiatric facilities.

From labels and coercion to volition, support and meaning
My brother’s understanding and perception of the real world were frequently considered as sharply and per-
sistently divergent from reality. Sometimes he thought he was Antichrist incarnated while others that he was 
a cannibal from Papua New Guinea’s jungles.  After a long delay – of years, not months - he was diagnosed 
with schizophrenia; however, he never accepted the label.  At that time he was studying nuclear physics.
In the eyes of the law he may have upgraded from a “junkie” to a patient; however, in the eyes of society he 
became a “psycho”. For my parents, the dilemma was where he could best receive treatment. The public sector 
was not encouraging: there were only eight public mental hospitals in all of Greece, which accommodated 
over 7,000 patients, more than half of whom were over 50, and 56% of whom would stay more than 10 years 
(Bairaktaris, 1994, p.108). Was this the most suitable point of contact with the psychiatric health system for a 
young man in his early twenties? Of course not.

At that time a few private psychiatric clinics were also available. My parents chose one of these with the hope 
it might be something like the nice clinics we see in films on TV, but it was in this clinic where I first saw 
chained and otherwise restrained and maltreated young users who begged me in whispers for assistance.
In 1992 a Greek law (Law 2071/1992) was adopted that has been described as an important step towards se-
curing the rights of persons with mental illness. However, the cumbersome procedure of involuntary admis-
sion, which does not separate placement and treatment, has led to its frequent circumvention by psychiatrists 
(see European Committee for the Prevention of Torture and Inhuman or Degrading Treatment or Punish-
ment (CPT), 2019, pp. 9-27).  This Law, which is still in force, obliges next of kin of persons with a mental 
illness to contact a public prosecutor, who would launch an admission procedure and transfer by the police to 
a public psychiatric ward. I was faced with the dilemma of either acting as an informer or accepting that my 
suffering brother would become a laughing stock, and I opted for the former more than once.

However, I could see only absurdity and injustice in this. Just like the Condemned of Franz Kafka’s “In the 
Penal Colony”, my brother did not know why he was arrested; the lack of communication was intentional in 
order to facilitate justice; a hearing was held in absentia of all parties; a standardized involuntary commit-
ment judgment was issued by one single judge “weeks after discharge”; there was no legal representation, 
no information, nothing. In this process, I was first an informer, then an accessory and later a betrayer (see 
Greek Ombudsman, 2019 and Stylianidis S. et. al., 2017). Is this the proper way to seek, offer and receive 
treatment?

In 1998, a psychiatric unit was established in the public General Hospital of my town. My brother was admit-
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ted there against his will. Every time my brother was an inpatient there, I felt that nobody should be treated 
in such conditions, but this situation had become normalized: the Law meant to secure the rights of persons 
with mental illness was not implemented properly, if at all, but it was nobody’s individual responsibility to ac-
count for it or to do anything (see Fytrakis E., 2007).

Even though treatment with psychotropic medications was a one-way road that alleviated his so called posi-
tive symptoms, reduced frustration, and made living under the same roof easier for the whole family every 
time he was discharged from this closed-door open unit, I am confident that my brother would have chosen a 
different way if he had access to other options. When asked about opportunities to exercise legal agency dur-
ing admission, he says “They respect me. Others have problems because they do not know how to behave. It’s 
important to obey and not to show a desire to leave; when you agree to stay you have better chances to leave 
because doctors think that you are getting better.”

My path to group mental health advocacy
My story is not unique. It is the story of too many. In 1998, I joined some courageous people who wanted to 
do what the CRPD Committee described twenty years later in GC7 para.12(d)), albeit excluding persons with 
psychosocial disabilities. We established a local family and user association to assist and empower users to 
have a voice and take full control of their own lives, and to work to promote and apply supported decision-
making processes to ensure and respect the right of users to be consulted and to express their views. 

Over the past 22 years, hundreds of people have benefited from our actions - but not my brother. “You can do 
everything to help people, but without a person’s interest in getting better, the help can’t work. I want nothing 
to do with the mad” he says. As a family we wish he could benefit from support and peer groups; however, he 
has always rejected anything related to “psy”. We continue to listen to him if he needs to talk. Sometimes just 
being there is enough.

The Perfect Advocate
My whole experience to date has shown me that I will always need to develop further skills. Daily hands-on 
experience on mental health group advocacy practice shows that, in order to change attitudes, skills beyond 
the legal spectrum are needed; skills that fall within other frameworks, including but not limited to the 
frameworks of sociology, anthropology, history, political science, social work, diplomacy, communication, 
cooperation, management, strategy. I recognize that life-long learning will always be necessary to equip me 
with additional skills to help transform power relations and remove formal and informal barriers to human 
rights-based recovery oriented laws, policies and practices that promote inclusion of users.

The perfect advocate does not exist, and group advocacy too depends on politics and policy prioritizations, 
and a plethora of other factors. There are still many countries balancing between old embedded beliefs and 
new obligations for change, where professional advocacy is not yet a legal entitlement, where no formal finan-
cial assistance for group advocacy and support services is available, and where both the former and the latter 
are mainly, if not exclusively, resourced by passion, commitment and resourcefulness. I have learnt to operate 
in such environments, to inspire hope to users and families and remind the State and other key stakeholders 
of their obligations.

It has been a long road, but I have finally started to be the mental health advocate I wish I had met 40 years 
ago: one of those advocates who according to Lewis (2017) “speak up about what they care about and care 
about what they speak about.” [...]
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Introduction
According to the United Nations High Commissioner for Refugees (UNHCR) half of the world population 
of forcibly displaced people is constituted by children. Additionally, adolescents and youth are also facing, 
in large proportions, increased risks for their physical and mental health. A recent meta-analysis (Scharpf, 
Kaltenbach, Nickerson & Hecker, 2021) argues that there are significant post-migration risk factors that 
direly impact the mental health of children and adolescents. Specifically, two levels of risk factors are iden-
tified; (a) family risk factors and (b) community risk factors. Both  involve protracted waiting times that 

impact parents’ mental health, poor hygiene, deten-
tion settings, acculturation stress, discrimination etc. 
It is thus important to capitalize on interventions that 
are resilience-oriented and focus in mobilizing com-
munity resources. 

YouCreate methodology
YouCreate is a Youth-led Participatory Action Re-
search (PAR) Project aimed to train Youth Leaders, 
with the support of Adult Allies and the ‘Art-kit’, to 
lead their peers in implementing participatory arts-
based research projects and ‘Art Actions’ - arts-based 
activities designed to address issues of significance to 

youth in their community. Funded by Alta Mane in Greece with the goal of strengthening the well-being, 
resilience and leadership of young people, YouCreate  has had a positive impact on youth in countries where 
it has been implemented. This PAR project has broken down barriers between young people, their families 
and communities who come together with the common goal of strengthening the well-being through the 
arts. It has been implemented by Terre des hommes (Tdh) Hellas and the International Institute for Child 
Rights and Development (IIRCD). 

Objectives
To create a space for youth affected by migration and adversity and strengthen their skills in order be able to 
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lead their peers in arts-based activities 
that support wellbeing, resilience and 
social cohesion.

PAR Process
Participatory Action Research (PAR) 
is a process where the researchers (the 
Youth Leaders) and the participants 
(the Youth Participants) work together to understand the strengths and challenges in young people's daily 
lives, and then plan and implement projects that promote positive social change.

There are 5 phases in the YouCreate PAR: 
1. Map: Youth leaders and their Adult Allies use arts-based activities to map out a baseline for their project, 
to set our roles and to create a vision.  
2. Explore: Youth leaders lead their peers through a series of art-based activities to explore their wellbeing 
and involvement in their communities and the arts.
3. Plan: Youth leaders guide their peers to confirm and adjust the findings. They select a specific challenge to 
address, analyze root causes, and develop an arts-based project to address it.
4. Art-Action: Young people implement, monitor and evaluate their arts-based project with the support of 
youth leaders and adult allies.
5. Reflect & Share: Youth leaders guide young people to reflect on any changes that have occurred as a result 
of YouCreate.

Capitalization Report (2019 – 2020)
The Capitalization Report draws on outcomes monitoring findings and learning from piloting YouCreate 
methodology in a mixed migration context in Epirus, Greece. More specifically, the project activities took 
place at the Community Centre Mikri Poli at Ioannina, run by Terre des hommes Hellas, between July 2019 
and March 2020 with the active participation of migrants, asylum seekers and refugees residing in the region, 
as well as the host population. The Capitalization Report is intended to inform future programming making 
use of YouCreate methodology across similar migration contexts. 

The methodology used in the capitalization process was largely based on the IICRD YouCreate Project Guide 
(Pilot Version 2019) while a baseline/end line survey was piloted based on the newly available Tdh Psychoso-
cial Resilience M&E Toolkit (November 2019). More specifically the methodology included: 
a. A self-completion questionnaire based on Tdh’s Psychosocial Resilience M&E Toolkit. In total, 22 partici-
pants completed both the baseline and the end line questionnaire.
b. Youth Focus Group Discussions: In total, 10 Youth Leaders and 8 Youth Participants participated in the 
FGDs. 
c. Adult Allies Focus Group Discussion: 4 Adult Allies participated.
d. Tdh Hellas Project Staff Group Interview with two Psychosocial Support Workers who supported the pro-
ject’s implementation. 

Overall between July 2019 – March 2020, the project pilot demonstrated that the YouCreate methodology is 
highly relevant in the current mixed migration context, particularly with regards to connecting communities 
as well as strengthening young people's confidence and life skills. Even in urban settings, opportunities for 
accessing youth-focused recreational activities and participating meaningfully in the community remain lim-

International Institute for Child Rights and Development (IICRD) is a 
Canadian Non-Governmental Organization focusing on social innova-
tion with and for children and youth.

Terre des hommes is a swiss-based international organization for chil-
dren’s aid. It has been active in Greece since 2016 as Tdh Hellas.
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ited for children and youth on the move. YouCreate provided a safe, inclusive and supportive space for youth 
to express themselves and be heard, make friends from diverse cultural backgrounds and connect to the city, 
address common challenges and lead art action-based projects. 

Regarding the period between March 2020 and August 2020 the project has been successful in bringing 
together asylum seeker young people residing in Open Accommodation Sites across Greece, especially fol-
lowing a long period of restrictions caused by the pandemic of Covid 19. We have seen that there are many 
people who are enthusiastic and keen to be included into a participatory and arts-based project, ensuring the 
continuation of the project.  The increase and strengthening of resilience will be measured at the end of the 
project, however we have already experienced that many young people have been positively affected by their 
participation and the methodology of YouCreate.

Main recommendations
Outreach & Key messaging: Staff training and adequate planning are necessary so that those involved in out-
reach and messaging own the methodology and are able to clearly communicate the objectives of the project 
and expected outcomes to different stakeholders from the outset.

Supporting meaningful participation relies on good facilitator’s skills and ethical practice. The training of 
youth leaders and adult allies should include experiential learning, as well as the understanding of the con-
cepts of child protection and child safeguarding, gender and diversity.

Methodology adjustments: There should be room for flexibility and adaptation of the methodology, accord-
ing to the needs of the youth groups. Suggestions include enriching the methodology with teaching of spe-
cific skills, different art modalities and outdoor activities.

Transferability in similar contexts requires at minimum: An accessible, safe space for the activities; adequate 
interpretation resources; involvement of stakeholders, and careful consideration of needs and capacities of 
the target population.

Overall data (July 2019 – March 2020)
Overall, 108 youth (aged 14- 24) signed up to the project either as youth leaders or participants (31% Female; 
69% Male). No participant self-reported having a disability. 
20 Youth Leaders were initially recruited, following Tdh’s recruitment procedures: 13 of them received train-
ing on You Create Methodology and completed the PAR cycle
(7 Greek nationals and 6 refugees/asylum seekers; 5 Female and 8 Male). 

8 Adult Allies and 3 Tdh Protection staff were recruited and trained (8 Female, 3 Male): Five of the Adult 
Allies were staff members of protection organizations in second line reception of asylum seekers in Greece. 
There was also a good balance between host and refugee population (6 Greek nationals, 5 refugees/ asylum 
seekers). 

Youth Participants spoke more than 8 different languages (Arabic, French, Farsi/Dari, Greek, Kurmanji, 
Pashto, Sorani, Urdu/Pajabi), and came from the following countries of origin: Afghanistan 27%, Syria 22%, 
Pakistan 20%, Greece 13%, Kurdish 5%, Guinea 4%, Iraq 4%, Bangladesh 2%, Congo 2%. 
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Youth Projects in YouCreate

Due to constraints outside the control of the project, 
such as lack of stability in housing, communication 
barriers, distress due to asylum procedures, and/
or transportation issues, young people's  capacity 
to engage with the wider community was limited. 
Participants felt safer to share their ideas in a famil-
iar context and thus it was commonly decided that 
presentation and communication of their Art Ac-
tions would take place at the Community Centre 
with family members and social networks. During 
the Open Day, 100 people visited the Community 
Center: family members and friends, as well as staff 

from protection organizations (NGOs), had the opportunity to learn about the YouCreate journey through 5 
Art-Stations that had been installed, presenting youth groups’ Art- Actions, exchanging ideas and discussing. 
The art projects addressed the following themes, strengths and challenges: Themes: Leisure & recreation; Self-
expression; Communication; Learning; Home Strengths: Group connection; feeling safe and comfortable in a 
multicultural environment; learning new things.  Challenges: Difficulties in communication in everyday life; 
language barriers; everyday problems, traumatic past experiences and loneliness, feeling bored; no participa-
tion; lack of hope.

1. Video creation
The group filmed two short video stories, based on the challenge of language communication in everyday life. 
The scenario was based on two children who meet for the first time but cannot communicate; they decide to 
join the community centre and take language lessons in Greek and thus overcome
language barriers, and form friendships. 

2. Movie days
The group organized three movie days, screening two Greek and one Pakistan movie in the Community Cen-
tre of Ioannina “Mikri Poli”, based on the challenge of language barriers and need for intercultural familiari-
sation. The activity was advertised with  posters created and shared by the team via e-mail, social media and 
their social networks and schools. 

3. Bracelet workshop
The group organized a craft workshop on the technique of macramé that lasted 6 meetings. Youth Partici-
pants had the chance to learn the technique by one Youth Leader, who was the volunteer-instructor, as the 
challenge was boredom and lack of activities. 

4. Story Telling – The beauty of our life
The group created a mural story representing the life of a young refugee boy in the past, present and future 
and the changes resulting from his involvement in learning activities. 

5. Giving life to paintings
The group created two paintings, which represented the daily life challenges due to language barriers.  In-
spired by these two paintings, the group also presented a short theatrical improvisation action, giving life to 
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the paintings. 

Evaluation & Learning Methodology
This section provides an overview of the quantitative and qualitative methods used in the evaluation and 
learning phase post PAR cycle. The methodology is largely based on the IICRD YouCreate Project Guide 
(Pilot Version 2019) in relation to activities led by M&E programme staff, with minor adjustments, while a 
baseline/end line survey was piloted based on the newly available Tdh Psychosocial Resilience M&E Toolkit 
(November 2019). 

Baseline/ End line Survey 
Design: Following outcome mapping, a self-completion questionnaire was designed based on Tdh’s Psychoso-
cial Resilience M&E Toolkit (Please see Annex 1). In total, 11 indicators were selected to measure the selected 
outcomes, corresponding to 30 survey items, largely measured on a 5 item Likert scale (strongly disagree, 
disagree, neither agree or disagree, agree, strongly agree)1. 

Limitations: The questionnaire was only available in English, as this was the working language of Youth 
Groups. However, it is acknowledged that this may have presented challenges for respondents in fully un-
derstanding the concepts included, and as such limiting the reliability of the findings. The limitation was 
mitigated to an extent through the provision of instructions, explanations, and translation of terms as and 
when requested by participants during the process by present project staff. Project staff had been adequately 
instructed to ensure they did not lead participants to a certain answer in supporting the process. It was 
reported that participants felt generally comfortable with completing most of the questions, asking for some 
clarifications where needed. Challenges in conceptual understanding of certain items tended to be mostly a 
matter of limited cultural adaptation of the survey items, rather than language per se (please see Section on 
Findings for more details). 

Data collection: In total, 22 participants completed both the baseline (December 2019)2  and the end line 
questionnaire (February 2020)3. This largely reflected reduced participation by difficulties. In general, the 
data quality of the responses was good in terms of completion rate, while internal consistency of responses 
was overall observed, with one minor exception being the indicator on self- rating of confidence (please see 
Section on Findings for more details). 
Data analysis had a two-fold aim: a. to identify important aspects of the state of psychosocial well- being of 
the target group, and b. identify the ways in which the project may contribute to improved well- being of the 
target population in the current context. 

Youth FGDs (Tree Mural) 
Focus Group Discussions with Youth Leaders (YL) and Youth Participants (YP) took place at the beginning 
of March 2020, as part of the evaluation & learning phase (post PAR cycle), facilitated by Tdh Hellas M&E 
Coordinator (in English). The composition of the groups generally reflected those of YouCreate youth groups 
(age range 15-17), albeit with reduced participation of youth participants, which subsequently affected gen-
der balance within groups4 (but not across): 
Group A: 11 Participants (5 YL, 6 YP) 2 Female, 9 Male Group B: 7 Participants (5 YL, 2 YP) 6 Female, 1 
Male 

The focus group discussions were based on the Tree Mural Activity (as per the IICRD YouCreate Project 
Guide (Pilot Version 2019). The use of creative material (drawing, pre-cuts, poster, etc.) was particularly 
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conducive to accessible and inclusive participation, despite limited language capacity of youth. The qualitative 
nature of the method enabled exploration of people, resources and processes that lead to enhanced well-be-
ing, and how it is defined by youth participants. 

The findings from the Tree Mural activity were triangulated with the baseline/end line survey in understand-
ing in more depth Psychosocial Resilience outcomes for Youth (Please see section on Findings below). 

Adult Allies FGD 

A Focus Group Discussion was further scheduled with the Adult Allies (AA), based on the suggested topic 
guide, where 4 female AA participated (3 Greek, 1 Syrian). The group discussed initial motivation and expec-
tations, the role of the AA, challenges and highlights, as well as perceived positive changes for young partici-
pants. AA were further invited to share their reflections on participation levels throughout the project activi-
ties, including gender and diversity considerations, skills required to support meaningful participation and 
recommendations for adjustments. 

The findings from the Adult Allies FGDs were triangulated with youth perspectives (survey/ FGD) particu-
larly with respect to positive changes in feeling connected, feeling worthy and feeling hopeful, as well as feed-
ing into lessons learning and recommendations for optimizing youth participation. 

Project Staff Group Interview 
Finally, a semi-structured interview was conducted with project field staff (two PSS workers) who directly 
and consistently supported adult allies and youth groups throughout implementation. Project staff discussed 
how they perceived their role in facilitating youth led activities, the strengths and weaknesses of the method-
ology, challenges & highlights of the project, and examples of positive changes observed in youths’ behavior, 
relationships, well-being. 

The findings from the Project Staff Group Interview were triangulated with AA and youth perspectives, par-
ticularly with respect to psychosocial resilience outcomes for youth, as well as feeding into lessons learning 
and recommendations for optimizing project management. 

Psychosocial Resilience Outcomes for Youth: Findings
This section outlines the thematic outcomes of the YouCreate Pilot in Greece (July 2019 - March 2020) 
emerging as most significant from qualitative and quantitative data analysis, and triangulation of findings 
within and across stakeholders’ groups, in relation to enhanced well-being and psychosocial resilience of 
Youth Leaders and Participants. 

Increased engagement in transformative peer support actions5
The project helped build young people's capacity to participate by creating a safe and inclusive space for them 
to express their thoughts and ideas freely and share their stories. The participants listened and supported 
each other and were equally involved in choosing and taking a course of action each time. They were excited 
to join a communal space in the city, do something different, have fun, meet new people, and make friends. 

Information- sharing, ongoing encouragement and practical support offered by the YouCreate network of 
project staff, Adult Allies and Youth Leaders made it possible to reach out to asylum seeking youth from 
diverse cultural backgrounds, some of whom reported a degree of social isolation before joining: some had 



December 2021 - WAPR E-Bulletin42

WAPR BULLETIN Nº 47        
lived in a shelter for unaccompanied minors, others in a refugee camp, others had newly arrived in the city. 
Personal motivation and encouragement from the family environment were also important factors in main-
taining participation and enabling youth’s wellbeing grow through the process. 

“My curiosity and willingness for multicultural and art projects made me come and start”. (Female, Greek na-
tional, Youth Leader) 
“Hope of meeting friends and hope to communicate with them” (Male, asylum seeker, Youth Participant) 
“My mother encouraged me to go to this program and not feel alone in this new city” (Female, asylum seeker, 
Youth Participant) 
“I felt bored before, I didn’t know this place (the Tdh Community Centre)”
(Male, unaccompanied minor, Youth Participant) 
“Project staff were very helpful, they made me feel safe” (Male, asylum seeker, Youth Leader) 

Youth reported the following experiences and highlights as direct results of their participation in You Create 
Group activities: 
“Playing games, talking, taking action”
“We felt free to express ourselves in our team; we talked about the main problem and shared stories and feelings”
“We learned how to make macramé and how to support each other” “We talk about youth problems- we felt 
hopeful, free and connected” “We came closer as a team. We learned one form of art, and we had fun” “Cinema 
movies, meetings, art crafts, games and funny moments, dancing “Story - telling and drawing”
“Leading a group”
“Sharing our ideas with others”
“Making friends”
“Sharing experience about YouCreate with friends, family, people from the community.” 
The changes reported by youth, were similarly observed by adult allies. 
When asked about the highlights of the project for them, adult allies pointed to youth’s increased levels of partici-
pation in common activities with common objectives with their peers. 
“When youth participants knew what to do, they chose what to do” 
(Female, Asylum seeker, Adult Ally) 
“When everyone was involved in working on a common project, making the poster”. 
(Female, Greek national, Adult Ally) 
They also mentioned specific examples of positive changes on individuals:  “I have a specific person in mind. In 
the beginning, he didn’t talk much, he only spoke in his language. I can say by the end he was another person. He 
showed his feelings, talked in English, participated in activities. It was a big change for him, he said he was happy 
and asked if we would be staying in the city.”  (Female, Greek national, Adult Ally) 
“I also have in mind a similar story of a young man who did not talk much. He would just be with the people he 
already knew, didn’t participate much. Midway through, he was more connected and more sociable. In the end, 
he acted more like an Adult Ally, he was very motivated, listened and gave instructions. He said if YouCreate 
started again, he would like to be an Adult Ally.” 
(Female, Greek national, Adult Ally) 

Survey Findings 
It is worth noting that 82% of Youth Participants acknowledged the importance of their engagement in trans-
formative support actions at baseline and end line. It is understood that participants who had responded to 
the open call, joined on their own initiative and maintained their participation until the end of the project, 
were more likely to have been and/or have felt more engaged in peer activities in the first place. Neverthe-
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less, higher scores (level of agreement) were statistically noticeable at the end of the project in the following 
survey items more specifically: I have a responsibility to help others in my neighborhood. (11.1% increase) I 
have a responsibility to improve my community. (9.3% increase) 

Increased trust and connectedness across communities6 
communicate and bond with people of different nationalities, building trust and mutual respect among team 
members. They learned about different cultures and traditions, and for some girls and boys their experience 
of participation involved overcoming gender norms, such as doing activities that require proximity, shaking 
hands or girls leading groups with male Participants (Youth & Adult Allies). 

Importantly, these young people commonly expressed that they learned from each other by sharing com-
mon difficult situations and ideas about how to resolve them. Some created lasting friendships; some felt 
more connected to the wider city and the people there. For some, feeling connected meant sharing common 
thoughts and plans and gaining sense of hope and purpose through that process. 

Theory of Change (2019) 
“I was feeling good that every time I came here to spend time with my team and new friends”
(Male, asylum seeker, Youth Participant) 
“To know that they are always there when you need them... It’s so satisfying” 
(Male, asylum seeker, Youth Participant) 
“In our team there were different people, with different ideas and I made friends and learned a lot. I feel more 
connected in the city”
(Female, asylum seeker, Youth Participant) 
“We shared our dreams. Young participants have a lot of plans... Someone told me she wants to be a dance 
teacher. I didn’t think so before, but yes, it is possible!”
(Male, asylum seeker, Youth Leader). 
“To be strong means to understand problems are shared and take responsibility (to find solutions).” (Female, 
asylum seeker, Youth Participant) 

Adult Allies repeatedly observed about participants having formed trusting and respectful relationships 
through the project. The description offered below by one Adult Ally (of what they considered a highlight of 
the project) provides a fitting way to picture this connectedness: 
“The last time we were together as a team, just before the celebration; everyone was actively doing some-
thing, they were all very calm, felt comfortable and connected with each other; they were sharing photos, 
and expressing to one another that it was very nice  to have met them”. (Female, Greek national, Adult 
Ally). 

Survey Findings 
Results from the baseline/end line analysis with respect to this outcome showed some positive, albeit subtle 
changes in the extent to which young people were able to identify family/peer or community members who 
they can trust or turn to when facing shocks/stresses/risk. In particular, 18% of respondents identified “some-
one from the service/activity I attend” as the person they would turn to, at end line (noting a 4% increase 
from baseline); interestingly, there was a noticeable increase in young people seeking support from family 
members, from 27% at baseline to 41% at end line, supporting the case that project outcomes extend to the 
close environment of the youngsters and thus having lasting results. 
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Furthermore, it should be noted that there were only marginal differences between baseline and end line sur-
vey findings with respect to ability to engage in and influence over community actions (Pillar 2: Bonds and 
Networks, Medium - term Outcome). That is primarily explained by the fact that the project did not overall 
reach that level of community action. As already noted, the young people felt safer to engage with closer net-
works and environments. Nevertheless, relevant outcome indicators have been useful for learning:

a. Based on youth open-ended responses, young people's ability to actively participate in discussions and 
activities affecting them within the community, has been one of their existing strengths. More specifically, 
problem solving seems to be part of their daily life: they are in the position to identify issues - “ I know very 
well what my problems are”- and tend to consult trusted adults and/or peers for solving problems and over-
coming difficulties. 73% of youth participants positively responded to this indicator at end line. 
b. Extent to which CYP have developed community participation skills: Overall, 62% of young people posi-
tively responded to this indicator at end line. Marginally negative scores in comparison to baseline were 
mostly observed in variables related to language capacities, which were indeed identified as major challenge 
in the project (please see Section on Recommendations below). 

More specifically, the variables were the following: “I can put my feelings and thoughts about my safety/secu-
rity into words”. “Listening to conflicting views and identify where they agree and disagree”. 

Interestingly, at the end of the project more young participants (95% vs. 86%) reported feeling able to talk to 
people in authority. Out of those, 71% strongly agreed with that statement at the end of the project, in com-
parison to 37% in the beginning. 

Increased Self-efficacy and Confidence [1] 

The participants used a variety of means to express themselves creatively: through movement, painting, 
crafts, storytelling, video making, jewellery making, and discussions in groups. For many young asylum- 
seekers, reflecting on their state of well-being and expressing their thoughts and feelings was a novel experi-
ence as such. Even if youth familiarized themselves with concepts such as feeling safe, connected, worthy, 
respected and hopeful, and were able to identify associated situations and emotions. Through their partici-
pation, the participants felt more confident in terms of skills gained, but also in “showing (their) skills” as 
well as acknowledging that “it is ok to make mistakes”. Apart from art and language (English & Greek) skills 
actively practised, the participants reported acquiring key life skills such as: 
· Communication skills: approaching others and making friends more easily; having a good discussion; shar-
ing my thoughts with others
· Working in a team: cooperating, being more open, actively listening, empowering and motivating others, 
problem solving. 
·  Facilitation and leadership skills: guiding a group, resolving problems, explaining/ giving instructions. 
·  Cultural awareness: being open minded, aware of traditions and cultural differences. 
Adult Allies and Project Staff similarly identified positive change in participants: in confidently expressing 
their views, turning negative feelings into positive, showing increased motivation, opening up to people and 
exhibiting their talents. That experience seemed directly connected with enhanced sense of identity and self-
worth, as one of the project staff, reported: 
“I specifically remember a girl that said to me: “When I arrived in Greece, I was not myself anymore. Now 
through this project I found resources and knowledge and finding myself again””.
(Female, Tdh YouCreate PSS Worker) 
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For some of the female participants, increased sense of confidence and self-efficacy meant overcoming gender 
norms. In the case described below, one girl had stopped coming for some time – as project staff explained 
this may have had partly to do with mixed gender activities. She returned however and stayed until the final 
phase: 
“There was a girl in our group, she was very confident and happy when it was decided that drawing would be 
part of the art action... She spoke to everyone, instructed them how todo things”
(Female, asylum seeker, Adult Ally) 

Survey Findings 
a. 59% of the participants reported having acquired communication and interaction skills, such as self- ex-
pression, communicating to diverse audiences and in different environments, noting a slight increase by 4% 
compared to the baseline survey. Most notably, there was 29.7% increase in the level of agreement on the 
variable: “When facing a problem, I identify options”. 
b. 86% of participants reported an enhanced sense of self-efficacy: i.e. belief in their ability to pursue goals, 
face trials and implement strategies to achieve their goals, compared to 73% at baseline. It is worth mention-
ing that this 13% increase was the most significant percentage difference in the baseline/ end line survey. 

It is important to note that inconsistencies are observed between reported levels of self-efficacy outlined 
above and self-rating of confidence, where marginal differences were noted at the end of activities. More spe-
cifically, even though higher scores (level of agreement) were observed in relevant variables in comparison to 
baseline, there was a slight decrease in the number of people positively rating their confidence. 

In certain cases, people reported for instance that even though they may feel confident about their abilities, 
they would not describe themselves as confident overall. In total, 77% of young people positively responded 
to this indicator (self-rating of confidence) at end line. 

c. It should be noted that longer term outcomes assessed under Pillar 3 included concepts that were reported 
as difficult to conceive for participants . More specifically these included statements such as “perceiving my 
role as meaningful”, “having a clear sense of purpose”, and/or “I feel like I belong”. Indeed, baseline/end line 
results were consistent for the following indicators: 
68% of young people perceive themselves as having meaningful roles within their family, peer group and 
community 
82% of young people reported positive sense of belonging (increased group cohesion) 
For some of the female Participants, increased sense of confidence and self-efficacy meant overcoming 
gender norms. In the case described below, one girl had stopped coming for some time – as project staff 
explained this may have had partly to do with mixed gender activities. She returned however and stayed until 
the final phase.

Key recommendations
This section draws upon observations, reflections and learning by project staff and adult allies post PAR cycle, 
aiming to inform future project management and transferability/ scalability of the project, as well as sugges-
tions for adjustment of the YouCreate methodology and participatory processes across settings. 

Project Management 
Outreach & Key messaging: It is important to acknowledge that especially in a piloting phase, allowing suf-
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ficient time for preparation and training of project staff is necessary for them not only to familiarize with, 
but own the methodology, be able to clearly communicate the objectives of the project, and explain the link 
between the activities and expected outcomes in ongoing, face to face interactions with interested youth par-
ticipants and adult allies. 

Furthermore, preparing a short induction/ presentation for stakeholders is recommended as the starting 
point of the communications strategy. Good coordination of outreach activities to different audiences (agen-
cies, Adult Allies, youth), considering each stakeholder’s capacities and limitations in their availability and 
readiness to respond and participate, is key to maintaining interest during set up. 

Ιnterpretation Resources: Compared to other refugee contexts, Greece hosts an extremely diverse group of 
nationalities: In this project alone, participants spoke 8 different languages. With limited resources for inter-
pretation, participants needed to be matched carefully with others with similar linguistic capacities. However, 
it was sometimes very difficult to explain core resilience concepts and/or for participants to discuss themes, 
experiences and feelings in depth. It is strongly recommended that adequate interpretation resources are built 
in project budgeting, including at the least translation of the core resilience concepts into other languages. 

Supporting Meaningful participation 
Roles & competences: Adult Allies (AA), and project staff supporting AA, played a critical role in facilitat-
ing youth participation: providing guidance and support as and when needed, especially with translating 
and clarifying concepts and objectives of activities, structure and timeframe, assisting note- taking, but more 
importantly creating space for youth to lead. AA reported that, as the project progressed, Youth Leaders (YL) 
were able to take on more responsibilities, and felt more comfortable with the group, thus AA in some cases 
would entirely step back. 

Project staff observed nevertheless that reaching higher levels of participation is a process that requires time 
and effort as youth participants are often not involved in taking decisions in their wider environment. At the 
same time, the methodology is as such quite demanding in terms of facilitation skills, understanding con-
cepts and planning. It was recommended that during training, AA and YL should have more opportunities to 
practice facilitation (not just experience it as participants). They should have enough time to prepare before 
forming groups and potentially be coached on a more regular basis by project staff on key facilitation tech-
niques. 

Showing patience and perseverance, allowing time, discussing issues, using facilitation techniques and having 
realistic expectations were identified as key lessons learnt in supporting meaningful participation. Creating a 
safe space for youth who may share personal and sensitive issues is crucial: 
“It was challenging when a participant responded there was “no one” there to help; as Adult Ally you need to 
know how to respond appropriately, and make them feel comfortable; on that occasion I continued the conversa-
tion and guided the person to think of other individuals, which he did”
(Female, Asylum Seeker, Adult Ally) 

Gender and diversity: Supporting meaningful participation involves furthermore creating an inclusive space 
for youth from diverse backgrounds, different gender and age groups. In the specific context, it was particu-
larly important to take into consideration youth’s living conditions and access to support. 
For instance, for young people living in a shelter, assistance was available in terms of information and trans-
port, but also encouragement from professionals supporting them, which practically supported their partici-
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pation. Nevertheless, in cases of self-ac-
commodation, staff found it more difficult 
to engage young people. It is important 
for groups to maintain gender balance and 
ensure equal level of participation between 
male and female participants. It is equally 
important to be aware of cultural norms 
related to gender roles: for instance, it was 
observed that being in close proximity to 
the other gender by participating in vari-
ous games or by doing handshakes, made 
some participants uncomfortable. 

Another lesson learnt from the pilot was 
that some adolescents and young adults perceived the activities to be for younger children (i.e. not age appro-
priate or not appealing), e.g. drawing or movement-based games. This may have partly explained their with-
drawal at an early stage, especially when coupled with limited interpretation available (i.e. language barriers). 
Overall, both Adult Allies and project staff reported that participants enjoyed the fact that everyone was 
equally receiving attention and felt their views were respected. It was also reported that having youth leaders 
from the refugee community was a clear strength in supporting meaningful participation. 

Strengths and possible adaptations of the YouCreate Methodology 
Art-kit: Art-based activities were identified as the strongest element of the YouCreate Methodology. Nev-
ertheless, Adult Allies and project staff reported that concepts related to wellbeing were rather abstract and 
difficult to grasp especially for the specific target population. Participants did not always relate to symbols 
such as the river journey, rose buds, or planning trees, while activities related to monitoring e.g. identifying 
progress markers, were very difficult for participants to understand. 

It was suggested that guidance and/or adjustments to make related concepts more intelligible would be very 
helpful, for instance through visualization and/or vignettes, as those are still perceived to be strengths of the 
methodology. 

“I believe it is an advantage that these concepts are included, even if difficult; because children have never 
thought about them, they start processing things they hadn’t before, it involves developing critical thinking. It is 
also nice to connect a challenge with taking action about it and raising your voice in the community  about it. 
This is a really great basis to work with” (Female, Tdh YouCreate PSS worker) 

Suggestions for adjustments: Adult Allies and Project Staff highlighted that there should be room for flexibil-
ity and adaptation of the methodology, according to the needs of the youth groups. Suggestions included: 

Teaching artistic skills as such (e.g. invite external people to demonstrate a painting technique for instance). That 
would mean expanding the cycle in terms of time.
Include a variety of modalities in conducting the activities as those were mostly based on flipcharts/drawing; 
include modalities such as painting, constructions, or musical instruments.  
More activities outdoors for team bonding but also for gaining new knowledge 
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Transferability and Scale up 
Integration Settings: The project pilot in Greece demonstrated that the YouCreate methodology is highly 
relevant in the refugee context in Greece, particularly with regards to connecting communities as well as 
strengthening youth’s confidence and life skills. To ensure project sustainability and impact, national and 
local level stakeholders supporting integration and social inclusion of migrants, refugees and asylum seekers 
should be actively involved in applying the YouCreate methodology in mainstream settings and curricula, 
including primary and secondary education and/or municipal psychosocial activities. 
Reception Settings: There is similarly great potential for using the YouCreate methodology in open tempo-
rary accommodation sites for asylum seekers. Field experience shows that there are limited age appropriate 
opportunities for recreation and skills development for adolescents and youth, especially activities that are 
empowering youth to lead and develop community participation skills. 

Key considerations for transferability would be: 
• Identify an accessible, safe space for the activities 
• Identify existing information channels 
• Consider demographics of the target population such as age, gender, nationality, languages spoken, vulner-
abilities and risk factors, needs and capacities.
Involve parents and caregivers, and other stakeholders on and off site
Secure adequate interpretation resources 
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Footnotes: 
[1]Additionally: There was one open-ended question (i.e. example of using skills to solve problems in real life); one 
question to identify people participants would turn to, if they felt threatened; and one yes/no question (having 
worked with a group/someone to solve a problem in the community).
[2]34 participants had completed the baseline survey in December 2019
[3]Please note that 30 youth (leaders & participants) completed the full PAR cycle; the sample size is therefore 
considered adequate for generalization of baseline/ end line findings
[4]Please note however that male and female Participants felt comfortable to participate as they have known and 
worked with each other during the project.
[5]Short-term Outcome – Pillar 5 Hope and Meaning, Tdh Psychosocial Resilience Theory of Change (2019)
[6]Medium-term Outcome – Pillar 2: Bonds and Networks, Tdh Psychosocial Resilience
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Introduction
In this issue of recent research, the topic is social 
support. I therefore decided to interview my dear 
friend and former colleague Knut-Ivar Bjørlykhaug.  
In this issue, he will be responding to some ques-
tions regarding his Ph.D. project: “Social Support in 
the Age of Individualism: a qualitative study explor-
ing service users, professionals and volunteers expe-
riences with conditions that facilitates and hinders 
social support.”

What are the reasons for this study?
We know that social support is crucial in our lives, 
and this support is essential when life is most chal-
lenging and when we experience mental health 
problems. A diversity of research shows an evident 
connection between social support and mental 
health; less social support leads to poorer health, and 
vice versa. Therefore, we wanted to explore experi-
ences and conditions related to what can promote 
and inhibit social support. The study was developed 
in collaboration with people who have personal 
experience with mental health problems.

This study seeks to explore experiences and condi-
tions that can promote and inhibit social support, 

as understood by users, employees, and volunteers. 
Furthermore, the intention is to highlight how sup-
port takes place and political and structural factors 
that affect social support.

What did you do, and who took part in this study?
The research context is municipal mental health 
services in different parts of Oslo. The study is based 
on a collaborative methodology and has a qualitative 
orientation. Furthermore, the study is inspired by 
phenomenological and hermeneutic philosophies. 
Methods for data creation were focus group inter-
views and participatory observation. In the analysis 
process, we used thematic analysis, ethnographic in-
terpretation, and poetry as a method of analysis and 
as a tool. For the focus group interviews, 32 adults 
were recruited: service users (n=11), profession-
als (n=12), and volunteers (n=9). The focus groups 
were divided into seven groups: three groups in one 
district, three groups in the second district, and one 
in a third district. The groups were not mixed. That 
means there were three focus groups with service 
users in various districts, two for professionals and 
two for volunteers. The focus groups were divided 
in multiple ways to explore the research questions 
from different perspectives. Among the service user 
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groups, the contact with the mental health sys-
tem ranged from 4 to 25 years, and all participants 
reported to have one or more than one psychiatric 
diagnosis and struggle with long-term mental health 
challenges. All the service users received some kind 
of social welfare benefit and did not have a regular 
income. Types of psychiatric diagnoses reported 
varied from long-term depression, bipolar disorder, 
complex anxiety, and personality disorders.

The findings in the study are presented in three 
articles. The first article is a scoping review explor-
ing the connections between social support, mental 
health, and mental health recovery. The second 
article presents domain discussions related to the 
participants’ perspectives on promoting and inhibit-
ing social support. The findings in article two are 
highlighted in the following topics: (1) the quality 
and vulnerability associated with social support (a) 
lived experience, reciprocity and understanding (b) 
“ghosting” and shame (2) conditions that promote 
social support (a) stable environment and room for 
diversity (b) social rhythm and healing rituals (3) 
conditions that inhibit social support (a) economic 
barriers and (b) social challenges in contemporary 
society. The study’s third article further explores 
conditions that can promote and inhibit social sup-
port, through poetic analysis and dissemination, 
based on focus groups and participatory observa-
tion. This study highlights the outcomes in two main 
poetic verses: (1) that which flourishes and (2) that 
which withers. The outcomes in the last article go 
deeper into the phenomenon of social support, and 
the findings provide a different insight regarding 
living conditions, support, and mental health. The 
results show the importance of aesthetics, finances, 
attitudes, and structural conditions for social sup-
port and mental health.

Now what?
The findings of this study point to the need for 

services to develop stable meeting places that can 
offer social rhythm, care and expansion of social 
networks. Moreover, experiential knowledge and 
employees and volunteers who have experience with 
mental health problems can promote social support. 
Stigma and shame associated with psychiatric diag-
noses and poverty work as barriers to the experience 
of social support. In addition, a culture characterized 
by excessive individualism also constitutes a barrier 
to developing supportive communities and services 
represented by care. A policy that helps people with 
complex mental health problems out of poverty is 
crucial for people’s recovery processes. In concrete 
terms, our findings suggest that promoting mental 
health requires a better redistribution policy and a 
social policy that directs measures for social support 
at several levels; emotional, affirmative, informative, 
and instrumental.
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COVID-19 and mental health among children and 
young people in Thailand: 
Summary from the report of UNICEF and Thai 
Department of Mental Health (DMH)
Prof. Pichet Udomratn, M.D.
Emeritus Professor of Psychiatry at Prince of Songkla 
University, Thailand

To celebrate the World Mental Health Day on 10 
October 2021, UNICEF and Department of Mental 
Health (DMH) released the report about the contin-
ued negative impact of COVID-19 on children and 
young people’s mental health in Thailand as signifi-
cant numbers of adolescents face stress, anxiety and 
depression. The aim of this paper is to summarize 
key messages from that report.

According to DMH’s Mental Health Check-in, an 
online mental health evaluation platform which 
collected data from 183,974 adolescents during the 
18-month of COVID-19 (from 1 January 2020 to 30 
September 2021), in Thailand 28% of adolescents 
experience high levels of stress, 32% are at risk of de-
pression and 22% are at risk of committing suicide. 
In a separate UNICEF-led survey last year, 7 in 10 
children and young people reported poorer mental 
health due to the impact of COVID-19 on their lives. 
Most of them were concerned about family house-
hold incomes, their studies, and future education 
and employment. 

Kyungsun Kim, UNICEF Representative for Thai-

land, reported that even before the pandemic, chil-
dren and young people carried the burden of mental 
health conditions without significant investment in 
supporting them. According to the latest available 
estimates, more than 1 in 7 adolescents aged 10–19 
lives with a diagnosed mental disorder globally. 
Almost 46,000 adolescents die from suicide each 
year, among the top five causes of death in their age 
group. 
In Thailand, suicide is the leading cause of death 
among adolescents. In 2019, about 800 adolescents 
and young people aged 10-29 years old committed 
suicide, according to DMH. The 2019 data from the 
DMH’s Child and Adolescent Mental Health Ra-
janagarindra Institute (CAMRI) also showed that 
more than 10,000 children aged 10-19 called to seek 
mental health support via Hotline 1323, with the top 
three issues reported during the calls being related 
to stress and anxiety, romantic relationship, and 
depression.  
Dr. Amporn Benjapolpitak, Director-General of 
DMH, said the pandemic has significantly affected 
children, young people and parents. For children 
who are not adjusting to the new learning environ-
ment (online learning at home), their education and 
development may be affected in the long run. Many 
parents are not able to balance work and taking care 
of their children. COVID-19 restrictions, includ-
ing physical distancing and fewer outdoor activities, 
have not only affected family bonds but also caused 
stress among children. Many have become less so-
ciable and more addicted to electronic devices. This 
also leads to more incidences of family conflicts and 
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domestic violence, resulting in mental health chal-
lenges or even suicide. DMH is working with related 
agencies and UNICEF to monitor children and 
young people’s mental health more closely.

A lack of knowledge and awareness on mental 
health, associated stigma and a lack of mental health 
resources and funding are preventing too many 
children and adolescents from experiencing positive 
mental health or accessing the support and services 
they need. According to CAMRI, Thailand has only 
200 psychiatrists specialized on children and adoles-
cent mental health for 15 million adolescent popula-
tion.

In 2020, UNICEF, DMH and JOOX Thailand imple-
mented The Sound of Happiness campaign to en-
courage children and adolescents to speak up about 
their mental health and well-being and seek support. 
Through podcasts and songs, the campaign aimed 

at address negative feelings around mental health 
and encouraging young people to talk about mental 
health challenges with their friends and family or 
someone they trust.

By working together between UNICEF and DMH, 
the education authorities, and other partners, want 
to ensure that children are growing and learning in a 
safe, loving and protective environment that sup-
ports their mental well-being. We are very confident 
that in the near future children and adolescents can 
always access friendly, timely and good quality pro-
fessional mental health services whenever they need 
them. It seems that the bright future of COVID-19 
related mental health problems in Thailand will 
come very soon. 

Report of the Egyptian Psychosocial Rehabilitation 
association (EPSR) research activities (23/9/2021)
As the covid-19 pandemic presents unique challeng-
es for people all over the world, it presents a much 
more challenges for scientific researches.
The Egyptian branch of WAPR planned two scien-
tific researches regarding the pandemic as follows:

Research No. 1: Cognitive Deficits as a Sequel of 
the Long Effects of Covid-19 Infection (plans for 
evaluation, prevention and rehabilitation).

Recent researches found associations between COV-
ID-19 and persistent cognitive deficits, including the 
acceleration of Alzheimer’s disease pathology and 
symptoms. In addition to the respiratory and gas-
trointestinal symptoms that accompany COVID-19, 
many people who had the virus experience short- 
and/or long-term neuropsychiatric symptoms, 
including loss of smell and taste, and cognitive and 
attention deficits, known as “brain fog.” For some, 
these neurological symptoms persist, and research-

ers are working to understand the mechanisms by 
which this brain dysfunction occurs, and what that 
means for cognitive health on the long term.
For this purpose, scientific leaders from nearly 40 
countries, with the technical guidance of the WHO, 
are part of an international, multidisciplinary con-
sortium to collect and evaluate the long-term con-
sequences of COVID-19 on the central nervous 
system, as well as differences across countries. Initial 
findings from this consortium suggest that older 
adults frequently suffer persistent cognitive impair-
ment, including persistent lack of smell, after recov-
ery from SARS-CoV-2 infection.

These new data point to disturbing trends showing 
COVID-19 infections leading to lasting cognitive 
impairment and even Alzheimer’s symptoms (56.2% 
presented with cognitive decline). Short-term 
memory impairments and multi-domain impair-
ment without short-term memory deficits were the 
predominant patterns of cognitive impairment. Psy-
chological and social consequences associated with 
this stressfully unique situation are expected to be 

WAPR Branch Egypt
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pervasive, affecting mental health, potentially yield-
ing negative long-term effects.

One of the earlier reports showed that lockdown 
could severely influence subjective cognitive func-
tioning, along with mental health disorders. With 
obligated physical and lifestyle restrictions, people 
can experience subjective cognitive complaints in 
attentive, executive, temporal orientation abilities. All 
these while paradoxically perceiving an improvement 
in memory domain, with a reduced forgetfulness in 
daily activities. This report also found higher severity 
and prevalence of depression, anxiety disorders and 
other psychological issues involving sleep, appetite, 
libido and hypochondria. 

There are a variety of reasons for cognitive decline, 
including genetics, lifestyle, and environmental expo-
sures. Other risk factors that can influence not only 
the chance of memory loss, but also severity, include 
diabetes, cardiovascular disease, infectious and toxin 
exposure, pro-inflammatory food choices, poor and 
chronic gut health, sleep disorders, and prolonged 
stress

Study design: The study includes 1000 patients 
recovered from Covid-19 infection tabulated into 3 
groups:
1-patients suffering from mild symptoms and iso-
lated at homes.
2-patients suffering from symptoms leading to hospi-
talization.
3-patients hospitalized + ICU

All participants are subjects of the following investi-
gations:
demographic and clinical data: age, sex, occupation, 
residence, family structure, financial state, hobbies, 
duration of recovery, hospitalization and ICU, previ-
ous psychiatric illness, other comorbidities, symp-
toms during infection, other long-lasting symptoms, 
laboratory tests; evaluation of cognitive function 
using Wechsler intelligence scale 4th edition to assess 
rate of deterioration; rehabilitation tool to evaluate 
the cognitive functions prepared by the psychological 
team for the research issue.

Intervention strategies consist of cognitive rehabili-
tation programs including brain exercises for the 
affected mental function and interventions for the 
accompanying stress related issues (e.g., depression, 
anxiety, etc.); 

Cognitive rehabilitation program designed by the 
team researchers and includes physical exercises; bal-
anced nutrition for balanced gut microbiota; outdoor 
adventures; art therapy; spiritual session plus join-
ing faith - based communities; psychoeducation for 
stress coping skills.

Pharmacological intervention according to the psy-
chiatric evaluation for the accompanying morbidity.

Research No. 2: Study of covid-19 breakthrough 
infection (Egyptian Study)

Since vaccines are not 100% effective at preventing 
infection, some people who are fully vaccinated still 
get COVID-19. An infection of a fully vaccinated 
person is referred to as a “breakthrough infection”
The new crises of this pandemic are breakthrough 
cases. As vaccinated people get calm and relaxing af-
ter full vaccination and restore hope to be away from 
the infections, they suddenly face it again so they live 
in deep uncertainty which is manifested with depres-
sion, panic attacks, different fears of isolation and 
guarantee measures they have to do. The evidence 
thus confirmed widespread psychological distress in 
breakthrough COVID-19 infected cases. So, they are 
highly in need for psychological support during re-
covery. Good mental health is critical to each coun-
try’s response to and recovery from COVID-19.

Research design: 200 cases of reinfection after cov-
id-19 vaccination were the studied group. All patients 
were subjected to the following investigations:
demographic and clinical data: age, sex, marital state, 
occupation, residence, comorbidities, type of vaccine, 
interval after vaccination, symptoms of the break-
through attack;

evaluation of psychological issues resulting from 
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the stress reaction to the diseases or the effect of the 
infection on the brain.

Intervention: rehabilitation programs for the patients 
according to the results of evaluation and the indi-
vidual variations (cognitive behavioural therapy, art 
therapy, music therapy, etc.).

Conferences 

“Mental health during the pandemic“
The conference represents merging annual activities 
of Abou Elazayem psychiatric hospitals on two axes:
Educational psychology conference Fourth round. 
The conference addressed the impacts of covid-19 
on mental health in the field of educational psychol-
ogy and integrative psychiatry focusing on the role 
of educational psychology in different educational 
institutions during the pandemic held at Almukhtar 
language private school.

Integrative psychiatric conference Seventh round. 
Impacts of COVID-19 on mental health held at 
About Elazayem conference centre. The conference 
was held under the honorary presidential of Prof. Dr. 
Ahmed Saad, professor of psychiatry, former head 
of psychiatry department faculty of medicine at Ain 
Shams University, Prof. Dr. Mohamed El Mahdi, 
professor of psychiatry, former head of the psychiatry 
department faculty of medicine at Al Azhar Univer-
sity (Damietta Branch) and Dr. Mahomud Abou El 
azayem, Consultant of psychiatry, head of The World 
Islamic Association for Mental Health. With a value 
participation by opening talk online from Prof. Dr. 
Murali Tyiloth, the president of WAPR, and Prof. 
Dr. Medhat Elsabahy, member of executive board of 
the WAPR, with the presence of a group of profes-
sors and consultants of psychiatry and psychology in 
Egypt.

Main topics were related to: mental health during 
the pandemic: psychology of pandemic, psychiat-
ric disorders accompanying COVID-19; long-term 
psychiatric disorders caused by covid-19; therapeutic 
nutrition during covid-19; psychological immunity; 
suitable therapeutic tools during the pandemic.

Educational psychology during the pandemic: pre-
ventive psychology; psychology of pandemic; im-
pacts of online learning; psychology of social isola-
tion and dispensing; sexual education in relation to 
electronic globalization.

Recommendations

1. In the field of research. To conduct a follow-up 
study on the largest possible number of recovering 
patients and adapting these symptoms to the Egyp-
tian environment.
2. In the field of preventive psychiatry. Conducting 
a study on the impact of early cognitive function 
deficit in the siblings of psychiatric patients and the 
impact of early intervention on preventing them 
from reaching the stage of illness.
Research on the use of the third generation of CBT 
in the rehabilitation of chronic schizophrenic cases. 
This research is supervised by a distinguished team 
of faculty members in the department of psychology 
at the Faculty of Arts, Cairo and Al Fayoum Univer-
sity.
3. In the field of clinical work. Paying attention to the 
category of women due to the severe psychological 
pressure that fell on them throughout the period of 
the crisis, through close follow-up during the recov-
ery phase from the SARS-CoV-2.

Interest in integrating spiritual programs into psy-
chological rehabilitation programs after highlighting 
the importance of this in researches presented at the 
conference.

Encouraging young researchers to conduct research-
es that adds to clinical work and takes into account 
the environment aspects in rehabilitation programs.
Forming a permanent committee to follow up these 
recommendations and open the door for participa-
tion in the aforementioned research.

Research team

Psychiatric aspects: Dr Dalia Mukhtar - senior con-
sultant of psychiatry; Dr. Omar Elsosi - consultant 
psychiatry
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Psychological aspects : Dr. Zizi Elsayed - assistant 
professor of psychology - faculty of arts Al fayoum 
University; Miss. Mona Abdul Salam - senior clinical 
psychologist

Clinical pathology aspects: Dr Eman Mukhtar – 
American board of clinical pathology

Under supervision of Prof Dr Ahmed Saad - profes-
sor of psychiatry, the former head of psychiatry de-

partment faculty of medicine Ain Shams University; 
Prof Dr Naglaa Abu El Azayem - professor at faculty 
of medicine Al Azhar University

Financial Support to the project was provided by Dr. 
Gamal Abou El-Azayem Psychiatry Hospitals.

Examples of the Rehabilitation programs Activities are the following:
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Report of activities of the  Hungarian WAPR 
branch by Prof. Ida Kosza, MD PhD 
For many years, the WAPR Hungarian Branch has 
been organizing annual conferences, with invited 
guests presenting lectures about the topic focused 
in the congress. Such invited colleagues belonged 
to the top of the field of psychosocial rehabilitation, 
including prof. Marit Borg, editor of the WAPR Bul-
letin. I started to engage actively with psychosocial 
rehabilitation since the eighthies, and more intensely 
from 2000. In the conferences organized well-known 
representatives of the  rehabilitation field have pre-
sented their work, like Benedetto Saraceno, Martin 
Gittelman, Afzal Javed, Parameshwara Dewa, Mi-
chael Madianos, Michaela Amering, Angelo Barbato, 
Germana Agnetti, Shadid Quaraishi, and, at the very 
beginning, Irving Blumberg in 1978. The Hungar-
ian Psychiatric Association has its annual congress 
regularly in the last week of January for four days, 
and the Hungarian Branch of WAPR has the annual 
conference within this context. 

In 2019, we decided to address challenges presented 
by the aging population. People worldwide are living 
longer, and statistics show this trend dramatically. 
According to data from the WHO, world popula-
tion aged 60 years and older is expected to reach 2 
billions until to 2050, compared to 900 millions in 
2015. Because of many aspects of these challenges, 
we need to develop services and solutions based on  
research based knowledge. The Hungarian Demen-
tia Society was established in 2020 and will be an 
important contributor. The speakersof the WAPR 
session came from different areas of our scientific 
field. Prof Afzal Javed, President Elect of the World 
Psychiatric Associarion, presented the situation of 
Asian countries, Prof. Istvan Boksay, Prof Emeritus 
at New York University, spoke about prevention of 
dementia, Dr. Tibor Kovács, associate professor of 
neurological clinic at Semmelweis University, spoke 
about dementia, the sociologist group of Partium 
Christian University about the sociological aspects 

of aging. There was also a presentation about spir-
itual group therapy for elderly people.

In 2020, the Hungarian Psychiatric Association had 
a zoom congress, and I had a presentation about the 
new interpretation of psychosocial rehabilitation in 
the WAPR Special Session, held on January 22. The 
lecture was entitled Religion, Spirituality and Psy-
chiatry. 
There had been some information about the World 
Psychiatric Association was founding  a new sec-
tion: Religion, Spirituality and Psychiatry. This is 
important as spiritual values are often missing in 
general from psychiatric healing. The concept  in 
general is used here because some of ushave been 
using these values in the therapy since more than ten 
years. In fact, my thought is that without spirituality 
real healing doesn’t exist and that it is time to speak 
about these tools in therapy, and especially in psy-
chotherapy
 
We had the privilege to have the president of WPA 
prof. Afzal Javed, and prof. Murali, president of 
WAPR from Bangalore, as speakers of the Religion, 
Spirituality and Psychiatry session. Prof. Javed was 
celebrated as honorary member of the Hungarian 
Psychiatric Association. and prof. Muraly got the 
Béla Gálfi Award. I myself was the founder of this 
award for members, who supported our psychiat-
ric rehabilitation work in the Hungarian Branch 
of WAPR in homeland and from abroad, and Prof. 
Afzal Javed also had received this distinction.

WAPR Branch Hungary
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We are delighted to announce, that we are currently 
in the process of re-establishing the Hellenic Branch 
of WAPR. Recognizing the long history of WAPR 
in Greece, a group of psychosocial rehabilitation 
experts inviting service users and families in the 
process, take the initiative of starting new activities 
nationwide.

Our primary goals for the coming year are:
• to provide a model of comprehensive rights-informed 
mental healthcare to the community
• connection to the local services, local providers, us-
ers, families and carers
• fight against the stigma and the social exclusion 
• facilitate continuous training and capacity building 
of health professionals and local stakeholders
• collaborate with mental health agencies, users, fami-
lies and professionals to promote shared projects in the 

field of social rehabilitation and recovery 
• design research protocols in the fields of psychosocial 
interventions, mental health policy and human rights 
legislation

There would be a great pleasure and honor for us 
to contribute to WAPR mission to co-build a bet-
ter world actively involving all stakeholders; mental 
health users, families, carers and professionals.
Through the WAPR Bulletin, we are extending an 
invitation to interested parties to follow our news as 
we gradually begin following a new journey. 

On behalf of the Hellenic Branch of WAPR

WAPR Branch Greece
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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@usn.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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WAPR 2018 - 2021

POSITION Nominees 2018-21 Email
President Thyloth Murali (INDIA) muralithyloth@gmail.com 

President Elect Gabriele Rocca (ITALY) garocca2015@gmail.com 

Vice President Pichet Udomratn (THAI-
LAND)

pudomratn74@gmail.com 

Vice President V.K. Radhakishnan (INDIA) vkrcnk@gmail.com 

Gen Secretary Solomon Rataemane (SOUTH 
AFRICA)  

srataema@gmail.com 

Dep. Sec. General Shahid Quraishi (UK) shahidquraishi@hotmail.com 

Treasurer (Appointed by President)
Editor WAPR Bulletin Marit Borg (NORWAY) marit.borg@usn.no 

Europe Region VP Antonio Maone (ITALY) maone@tin.it 

Europe Dy Reg VPs Max Lahman (ISRAEL)
Germana Agnetti (ITALY)

Michael Sadre-Chirazi-Stark 
(GERMANY)

Martin Vargas (SPAIN)

lachman55@gmail.com
agnettig@gmail.com
prof.stark@web.de

martinvargas1@gmail.com 

Africa Reg VP Monique Mucheru (KENIA) monique.mucheru@gmail.com 

Africa Dy Reg VP David Ndetei (KENIA)
Peter Yaro (GHANA)

MarkosTesfalle (ETHIOPIA)

dmndetei@amhf.or.ke
peter.yaro@basicneeds.org
tesmarkos@yahoo.com 

America Reg VP Pedro Delgado (BRAZIL) pedrogabrieldelgado@gmail.com 

America Dy Reg VP Anel Garcia (MEXICO)
Alexander Smith (USA)

- 1 post vacant

ma_anel@yahoo.com.mx
asmith@csac-vt.org 

East. Med. Reg VP M. Nasar Sayeed (PAKISTAN) nasarsayeed@yahoo.com 

East. Med. Reg Dy. 
VPs

Hanan Ghadiry (EGYPT)
Samya Mohammed Al Mamari 

– (UAE).
- 1 post vacant.

hanan.ghadiry@yahoo.com
Samya.almamari@nrc.ae 
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South East Asia Reg. 
VP

Abu Bakar Kadir (MALAISIA) akzak82@gmail.com 

South East Asia Dy 
Reg VP

Nirosha Mendis (SRI LANKA)
Golam Rabani (BAN-

GALDESH)
Kamonnet Wannasewok (Thai-

land)

niroshamendis@yahoo.com
rabbanigolam33@gmail.com

kamonnate.wan@mahidol.edu, 
nokkamonnate@yahoo.co.uk 

Western Pacific Reg 
VP

Eva Teng (TAIWAN)
- 1 post vacant. *
- 1 post vacant. *

evateng73@gmail.com 

Western Pacific Dy 
Reg VP

Jonggook Lee (REP. KOREA)
- 1 post vacant. *
- 1 post vacant. *

mind1962@naver.com

Board Members Harry Minas (AUSTRALIA)
Esko Hanninen (FINLAND)

Khalid Mufti (PAKISTAN)
Michaela Amering (AUSTRIA)

Ravi Sankar Rao (INDIA)
Paola Carozza (ITALY)

Victoria Huehn (CANADA)
Rita Roncone (ITALY)

Ida Kosza (HUNGARY)
Francisco Sardina (SPAIN)

Alberto Fergusson (COLOM-
BIA)

Marianne Farkas (USA)
Medhat Elsabbahy. (UAE)

h.minas@unimelb.edu.au
hanninen.esko@gmail.com
kamufti2001@gmail.com
michaela.amering@meduniwien.
ac.at>
rsrao90@hotmail.com 
paola.carozza@uni.net 
vhuehn@gmail.com
rita.roncone@cc.univaq.it
drkoszaida@t-online.hu
fsardina@fundacionmanantial.org
albertofergusson@me.com

mfarkas@bu.edu
malsabbahi@seha.ae 

Representatives of 
families

Manale Elewah (EGYPT)
Christine G. Lingjærde (NOR-

WAY)

melewah@gmail.com
clingjaerde@gmail.com 
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Representatives of vol-
untary organisations

S Iman Murtaza (PAKISTAN)
PanduSetiawan (INDONESIA)

imranpkk2@gmail.com
gpandu_stw@yahoo.com 

Representatives of 
consumers

Magdalena Krossgat (NOR-
WAY)

Guadalupe Morales (SPAIN)

magdalena.krossgatt@nav.no 
gm@mundobipolar.org 

Liaison to UN and Its 
Agencies

Tae-Yeon Hwang (REP. KO-
REA)

Marina Economu (GREECE)

lilymh@gmail.com
antistigma@epipsi.eu 

Past Presidents Oliver  Wilson
Jacques Dubois

Martin Gittelman
Beneditto Saraceno
Michael Madianos

Parameshvara Deva
Ignacio Ladrido
Zebulon Taintor

Afzal Javed
Angelo Barbato
Ricardo Guinea
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