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Abstract.
In recent years, an increase of homelessness among immigrant populations, often linked to mental 

disorders. This increase does not match the increase of immigrant populations itself, but it is due to their 
conditions as immigrants; less access to resources and welfare, legal and social barriers, lack of familiar and 

social support, as well as interaction difficulties for them caused by nonspecific training of professionals 
or prejudice. Thus, we focus on the need to assist this population using a cultural approach, planning 

interaction within their specific cultural environment.

Keywords: Homeless people, immigrants, social exclusion, cultural competence, mental health, psychosocial 
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Introduction
Homelessness is probably the most tragic example of exclusion at all levels. On the other hand, 

a home is not just a place to shelter, it is also a living space where we establish our intimate social 
relationships, where we rest, where we carry out leisure activities, our hygiene habits, store our belongings...
in short, a place that is ‘ours’, where we feel protected.

In recent years, the profile of homeless people in Spain has been changing, with the majority now 
being immigrants, as indicated by the reports from the various centres that care for homeless people, or by 
night-time counts. The latest count carried out in Madrid in 2018 shows that 61% of people sleeping rough 
were foreigners. It is true that there has been a large increase in immigration in Spain. According to INE 
(National Institute of Statistics) data from July 2022, 11.7% of the population in Spain were foreigners, but 
this percentage cannot explain why more than 50% of homeless people are immigrants. If statistical factors 
do not explain this percentage, there must be other specific variables that explain why immigrants are 10 
times more likely to be homeless than Spaniards. Finally, we must consider the fact that some immigrants 
have mental health problems. Of those treated in 2020 by the resources for people with mental disorders of 
the Social Care Network of the Regional Ministry of Social Affairs and Family of the Community of Madrid, 

1	 Translation from Spanish to English: Jesus Rienda
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10% were immigrants, and in one of the centres that specifically cares for homeless people with mental 
disorders (PRISEMI service), data from the 2021 report indicates that 53.19% of the people treated were 
immigrants.

Cultural Competence

The first premise we start from is that every immigrant is first and foremost an individual. Being a member 

of another culture does not automatically make them different, nor do cultural aspects always determine their 

behaviour. In fact, sometimes the differences between two people from the same culture can be greater than 

the differences between two people from different cultures. However, given the statistical evidence of the over-

representation of immigrants living on the streets mentioned above, we need to look for some variable or factor 

that explains this. If we rule out race or any “biological” factor as the cause of these differences, we will have to 

consider non-biological differences: social, economic, structural and cultural factors. Anyone born anywhere 

in the world learns from the very first moment of their life when to laugh or cry, how to feed themselves, what 

and how to play, how to dance to a certain rhythm, and how to assume a series of roles according to their gender, 

age, or social class. They learn how to communicate verbally and non-verbally with others, how to establish 

relationships, which gods to worship and which demons to fear, how to live with health and illness and how 

to seek healing, and, ultimately, how to maintain values in line with their social and cultural environment. All 

these elements make up what we call culture. They are not universal and ultimately determine our identity: 

who we are, what we think, feel and do. When two people who have built their identities in different cultures 

meet, a ‘cultural interaction’ occurs which, depending on the personal characteristics of both, the strategies 

employed by each of them and the social and normative context in which the relationship is established, can 

have very different effects. It can lead to understanding and even enrichment for both, but it can also generate 

conflicts due to difficulties in communication and understanding, prejudices, etc., which cause an increase 

in mistrust and fear of the other. It is also important to take into account the fact that this interaction does 

not take place between two equal parties, but between an immigrant, who in many cases lacks rights, and a 

native, who has all the resources of power. This cultural interaction can take place in a private setting, such as 

a bar, a shop, the underground, etc., or in a public service, such as education, social services, healthcare, etc. 

Public services should guarantee the best possible service to all citizens, and these guarantees also include 

immigrants. It is a fact that immigrants face barriers and difficulties in accessing various services, benefits, etc. 

that Spanish citizens can access without any problems. Therefore, we believe that caring for immigrants from a 

cultural perspective is not an option but an obligation for any social and health service.

Appropriate intervention for these individuals will depend on multiple factors. First, legal regulations 
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must be taken into account, as they absolutely condition these individuals' rights to access multiple social and 

health resources. For example, in many cases, immigrants are not entitled to medical or psychiatric treatment 

or access to the medication they need, do not have work permits, or do not have access to necessary financial 

benefits. Kimlika’s presentation on the ‘reasonable adjustments’ that can be made at the regulatory and legal 

level to facilitate the integration of minorities and the development of their rights is very interesting (1). A 

second factor to consider is social rejection due to ignorance, prejudice or racism towards this group, which 

may be motivated in these times by a return to exclusionary nationalism and populism that seeks scapegoats 

for current problems, unemployment, violence or lack of welfare state coverage, and which does not seem to 

be spontaneous but rather directed and encouraged by certain sectors of power and politics and some media 

outlets. These attitudes of racism and exclusion, in addition to building barriers and preventing immigrants 

from exercising their rights, can increase social conflict and hinder integration and intercultural coexistence. 

Finally, another factor to consider is the lack of knowledge about this population on the part of social and 

health care professionals who work with immigrants, and about the most appropriate and effective care and 

intervention guidelines. From our perspective, we propose that, in order to provide adequate care to people 

from other cultures, it is not always appropriate to do the same thing that is done with people from our own 

culture. A ‘cultural adjustment’ of our usual interventions is necessary to make them more useful and effective 

in order to serve the immigrant population with the same quality as the native population. To this end, we 

propose the cultural competence model as a model of care.

The origin of the cultural competence model can be found in the need for healthcare for immigrants 

(Purnell 1995), in transcultural nursing (Leininger, Campinha-Bacote 1999) and social psychology (Cohen-

Emerique 1984) (2-3). By cultural competence, we mean the possession by the professional of academic and 

cultural knowledge, interpersonal skills and attitudes of interest, humility, empathy and respect that enable 

them to understand other worlds and different behaviours and to approach, interact and intervene with 

people who belong to those cultural systems (4). Cultural competence not only refers to the intervention of 

professionals who care for immigrants, but should also be a characteristic of resources and administrations, 

which should adapt to the specific needs of these people. We believe that this criterion should be a requirement 

and a quality criterion for health services (5). Likewise, the incorporation of intercultural mediators can be 

an important support for professionals and resources working with immigrants to facilitate communication 

and understanding and prevent the emergence of conflicts generated by cultural differences (6). Based on the 

above, it would be advisable to take certain factors into account prior to intervention with this population in 

order to carry it out in the most effective manner.
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1	 First of all, professionals should look inward, engage in a process of self-reflection and self-awareness 

regarding our prejudices and stereotypes, our attitude and willingness to accept other realities, thoughts, beliefs 

or behaviours that are different and even opposed to our own, and be aware of the aspects of our identity: 

political, nationalist, religious, etc., as well as our position of power that affects the way we view immigrants. 

Our way of ‘being’ and our ‘view’ will directly affect the quality and effectiveness of our connection and our 

intervention.

2	 Another factor is the degree of cultural knowledge of professionals. The purpose of social intervention, 

psychiatry, and psychology is to address the problems and difficulties of life, which have to do with the most 

human, intimate, and individual aspects of each person and are decisively influenced by learning and cultural 

factors. Therefore, in order to perform their therapeutic functions, professionals must be aware of these cultural 

factors, which largely determine how each person lives and expresses their problems. A lack of this knowledge 

leads to a tendency to use stereotypes, which are overly simplistic explanations of reality and, in most cases, 

tend to be false. It would therefore be useful for professionals to have knowledge of aspects related to migration, 

historical/structural factors such as colonialism, slavery or neocolonialism, explanatory models of emigration 

and its possible causes, factors of attraction and expulsion, etc. (7). They should also have a basic understanding 

of different cultures, customs, ways of life, and religions. Basic knowledge of anthropology, ethnocentrism and 

cultural relativism, enculturation and acculturation. Notions of cross-cultural psychology/psychiatry, which 

considers that basic psychological processes such as attention, perception, motivation, etc., as well as emotions 

and their expression, personality characteristics, and coping strategies are not universal, but rather specific to 

each culture. This knowledge should be part of the curriculum in schools or faculties of medicine, psychology, 

social work or social integration, and should be offered by the resources and/or administrations that have to 

provide services to this population. At this point, given the complexity of this training, the debate arises as to 

whether or not it is appropriate to offer specialised resources with expert professionals for this population.

3	 It is necessary to establish adequate communication between the professional and the immigrant, as 

technical skills are useless without good communication. The first step is to speak the same language, which 

is not always possible and requires the services of a translator. It would also be very useful to have written 

documentation and signage in several languages. However, communication is not just an exchange of messages, 

but also the construction of meaning. From a cultural perspective, we must be open and understand other 

ways of understanding reality and accept any type of information without prejudging it based on our cultural 

background, but rather understand it as a way of explaining and making sense of their behaviour and their 

problem. The automatic assumptions and interpretations made by professionals based on their interpretative 
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filter of what the immigrant means, the significance of non-verbal language, differences in communication 

styles, and the meaning of certain words that may have connotations opposite to those we interpret, lead 

to ineffective communication that can result in serious communication errors (8). As in any therapeutic 

relationship, it is essential to establish a connection, a bond, mutual trust; to create a safe space where issues 

that matter to the user can arise, and in intercultural intervention, this takes on greater relevance. Hence the 

importance of the support of an intercultural mediator.

4	 Finally, cultural skills: these refer to having strategies, techniques, procedures, and methods to evaluate 

and carry out an effective intervention.

Interventions in Culturally Sensitive Areas

Although the assessment and intervention with people with mental disorders from a psychosocial 

rehabilitation perspective is individualised, it can be incomplete when working with some immigrants due 

to a lack of cultural perspective. Therefore, we believe that it is necessary to address, along with all other 

areas of intervention in psychosocial rehabilitation that also affect the native population, certain areas that are 

greatly influenced by immigrant status and that, in many cases, without this cultural perspective, tend to go 

unnoticed. This generally requires more effort, time, and dedication on the part of the professional compared 

to intervention with native individuals. We have highlighted nine areas in which we emphasise some actions 

specifically related to immigrant status without addressing other actions that are common in psychosocial 

rehabilitation interventions for all people, whether immigrants or native.

1. Basic necessities

The first step in caring for homeless people, regardless of whether they have a mental disorder, are 

immigrants or have any other characteristics, is to ensure that their basic needs are met. The conditions in which 

these people live largely determine their physical and psychological health and their chances of rehabilitation 

and social and community integration. Any psychosocial intervention with individuals whose basic needs are 

not met will be ineffective, as these needs are essential prerequisites. It is often the case that immigrant status 

makes it even more difficult to meet these needs, especially if the individuals are in an irregular administrative 

situation.



June 2026 - WAPR E-Bulletin40

WAPR BULLETIN Nº 56								      

Table 1. Actions related to basic necessities
•	 Coverage of basic necessities: food, hygiene, clothing, transportation, and housing.

•	 Coverage of healthcare needs: access to primary care, specialists, gynecologists, mental health 

services, and access to pharmacological treatments.

•	 Administrative situation: support for regularization.

•	 Access to social, psychosocial rehabilitation, and community resources.

•	 Receipt of income or financial resources.

2. Migration Process

The migration process depends on multiple factors that need to be evaluated, such as the manner of 

arrival (regular or irregular), expectations, abilities, gender, family members or support network in the host 

country, etc. In some cases, this process can be particularly difficult, with immigrants having to travel through 

several countries over a period of months, cross the fence in Melilla, or risk drowning in a small boat. In these 

cases, there are many incidents of violence and, in the case of women, sexual assault and rape. There is evidence 

that most immigrants develop mental disorders either during the migration process or upon arrival in Spain 

(6).
Table 2. Actions related to the migration process
•	 Refer refugees or victims of trafficking to the appropriate agencies.

•	 Assess/intervene in stressful life situations; trauma; violence, rape.

•	 Strengthen personal coping resources.

•	 Promote goal-setting and problem-solving strategies.

•	 Interventions regarding possible migratory grief and loss.

•	 Plan the repayment of debts incurred.

•	 Support contact with family members and social networks.

•	 Promote peer groups, associations, and mutual aid groups.

3. Acculturation

Acculturation is the process that occurs when different cultural groups come into contact with each 

other and changes take place within those groups. The main change will occur in immigrants, who 

will need to adopt and learn the cultural norms of their host country, although the majority group of 

native inhabitants can, and should, also be affected by changes. There are several models that explain 

acculturation, the best known being Berry's, although a new model has been proposed that overcomes 

some of its limitations, such as considering integration as a whole, called “relative acculturation” (9), 
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which refers to the fact that there are some areas of the immigrant's identity called peripheral, which are 

more likely to be assimilated. For example, the political system, economic organization, or social welfare 

system. However, there are core areas that immigrants are more likely to want to preserve, such as religion, 

gender roles, family, or the concept of health and illness.
Table 3. Actions related to acculturation
•	 Provide a “safe” environment in situations of social risk and vulnerability.

•	 Be mindful of timing; it may be necessary to slow down the intervention.

•	 Promote the acquisition of knowledge about our culture, customs, and how social and health 

networks work.  Prioritize learning Spanish.

•	 Explain that human rights are not universal.

•	 Focus more on abilities than on deficiencies.

•	 Maintain self-care habits.

•	 Work on problem planning; realistic expectations, goal planning.

•	 Intervene on emotional and affective variables; nostalgia, sadness, guilt, thoughts of death, 

anxiety, fear.

•	 Interventions regarding grief.

•	 In the face of potential social rejection, assess and address stigma and self-stigma.

•	 Act, to the extent possible, to overcome any barriers that may arise that hinder access to social 

and healthcare services.

•	 Maintain family contact.

•	 Seek out social networks and foster contact with members of their culture and associations.

•	 Do not impose the adoption of our cultural norms and values, nor reject theirs.

•	 To avoid "involuntary" assimilation and the loss of their values, culture, etc., encourage contact 

with their culture through film, exhibitions, books, music, news, and contact with peers.

4. Concept of Health/Illness/Care

All societies and cultures have their own explanatory discourse on physical and mental health and illness, 

and based on this discourse, they have developed their own models of health-illness-care with therapeutic 

methods consistent with the symbolic universe to which they belong. These so-called traditional medicines 

are seemingly incompatible with the dominant and hegemonic biomedical model of Western societies. In 

an attempt to address the “cultural fact,” the appendix of cultural formulation in the DSM IV starts from 

an ethnocentric perspective. However, the inclusion of culture-dependent syndromes is quite reductionist, 
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anecdotal, and folkloric, so it did not really signify a cultural validation of the manual, as one of its contributors, 

psychiatrist and anthropologist Arthur Kleinman, pointed out.

When working with immigrants, it would be useful for professionals to understand other models of 

the causes and determinants of mental disorders.  To quote Marino Pérez, “mental disorders, far from being 

supposedly natural entities with a biological basis, are entities constructed on a historical and social basis, more 

subject to the ups and downs of life than to neurochemical imbalances.”

Given the convergence of different models for addressing mental disorders in immigrants, from a 

Western perspective or from a traditional perspective, the challenge we face is to try to reconcile both and 

integrate them as recommended by the WHO strategy for 2014-2024. This would require us to relativize and 

contextualize: a) symptoms (delusions and hallucinations), and understand the traditional “medical” system, 

which will have different classifications for symptoms, causes or origins of the disease, and treatments. (10) 

b) diagnoses (personality disorders, affective disorders), c) the concepts of chronicity or vulnerability, d) the 

expression of discomfort, and e) the stigma of “mental illness,” caused by the iatrogenesis of the (medical/

psychological) system and social prejudices that are highly relevant to the affected person. Less stigma/self-

stigma, along with other factors such as family support or fulfillment of work roles, seems to explain the better 

prognosis for schizophrenia in developing countries than in developed countries, according to the results of 

the surprising international pilot study on schizophrenia (11). It is in this section where it becomes particularly 

important and necessary to establish a level of trust and connection between the immigrant and the professional, 

based on acceptance and respect, so that the immigrant can express themselves and communicate what is 

happening to them, how they feel, and what concerns them from their traditional conception of illness without 

fear of rejection or ridicule.
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Table 4. Actions related to the concept of health/illness/care
•	 Take into account stressful life situations in the immigration process.

•	 Adjust classic psychoeducational explanations: diagnosis, awareness of illness, vulnerability/

biological theory, chronicity.

•	 Specific interventions on traditional beliefs that may hinder compliance with medical 

recommendations and/or the Spanish healthcare system; injections, blood tests, vaccinations, medical 

and gynecological checkups.

•	 Combine healthcare actions carried out within their conceptual framework, considering 

traditional healers as potential allies.

•	 Acknowledge that there are difficulties in accessing healthcare resources on an equal footing with 

Spaniards due to legal impediments, organizational barriers, and lack of knowledge of the healthcare 

system, so it is necessary to be aware of these difficulties and address them.

•	 Address somatic manifestations due to their symbolic value.

•	 Seek support and advice from important people in their culture, religion, etc.

•	 Put diagnoses and symptoms (hallucinations and delusions) into perspective, as they may be 

consistent with and normalized in their culture.

5. Gender

Immigrant women were invisible in many host societies, and in Spain in particular, until the 1980s, 

when they began to play a significant role in migration processes, often initiating the process themselves and 

bringing the rest of the family with them, motivated by economic factors but also by a desire to “escape” or 

“free” themselves from conflicts with their partner or family group. Interventions can be directed in two main 

ways: on the one hand, overcoming the barriers that prevent or hinder the care and protection of this group 

and, on the other hand, promoting empowerment strategies by taking advantage of the opportunities offered 

by the change of context in a new culture, where there is less social and family pressure and they are less bound 

by traditional cultural norms.



June 2026 - WAPR E-Bulletin44

WAPR BULLETIN Nº 56								      

Table 5. Gender-related actions
•	 Assess the existence of sexual violence, trafficking, and prostitution and refer cases to the 

appropriate resources.

•	 Family intervention and mediation, especially with couples, on gender roles.

•	 The role of motherhood, a possible factor in personal fulfillment and improved economic and 

social status.

•	 Health care tailored to their culture, pregnancy, childbirth, and postpartum period (12) and 

information on existing resources that can provide care.

•	 Encourage self-help groups.

•	 Work on empowerment strategies.

•	 Legal/employment advice, regularization, family reunification.

•	 Assess/prevent harmful traditional practices: female genital mutilation, forced marriages, child 

marriages.

•	 Encourage and maintain social support, self-help, and family networks not only in Spain but also 

transnationally.

6. Family

The family, especially in non-Western societies, tends to be a central and basic institution that is highly 

cohesive, with a strong attachment to tradition. It is often a guarantor of traditional culture and a source of 

support and protection for the individual's identity. Migration can produce a great sense of uprootedness and 

family grief. Western society tends to promote the values of individualistic culture, unlike other groups with 

collectivist cultural values, where great importance is placed on the approval of the community and of parents 

in particular. Therefore, intervention with immigrants should take these issues into account when encouraging 

behaviors such as individualistic assertiveness or discouraging the sending of money to their families, which 

undermines the community family model. It is a priority to encourage contact with the family in the country 

of origin at all times.

7. Spirituality

In Western society, religion has become almost irrelevant. However, in certain cultures, individuals 

cannot be understood without the spirituality that gives meaning to all public and private activities. Therefore, 

we believe that the importance of spirituality means that any psychosocial intervention with immigrants should 

consider religion as a relevant factor. The academic world tends to view spirituality and religion as negative 

factors, such as religious delusions or fanaticism, or as aspects linked to tradition that hinder individual 
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development and change. Religious aspects are not usually included in medical records, which prevents us 

from knowing how religion influences the individual and using it as an explanatory factor for their behavior 

and as an aid in intervention.

In recent years, there has been an attempt to study religion in order to determine its effect on different 

areas. At the beginning of this decade, 1,200 empirical studies were found on this subject (13), of which about 

90% attested to a positive influence of religiosity on health in different areas: recovery from addiction, feelings 

of well-being, greater life satisfaction, remission from depression, reduced anxiety, stress, and depression in 

patients with post-traumatic stress disorder, and lower suicide rates. Likewise, the influence of religion has 

been seen in increased self-esteem, the creation of positive cognitive perspectives, and emotional states that 

seek to lead the subject toward greater and better adjustment and adaptation in the face of negative or stressful 

life events.
Table 6. Actions related to spirituality
•	 Encourage and promote their religious/spiritual practices, even in situations such as hospitalization 

(Spanish law guarantees such care).

•	 Encourage them to interact with people from their religious community.

•	 Adopt an attitude of permissiveness and respect toward their ceremonies and rituals.

•	 Compatibility of their religious rituals in different contexts (especially in residential settings).

•	 Use religion as a personal resource for the user, a source of contingencies for their behavior, and 

a normative agent.

•	 Use spiritual leaders as a support resource.

8. Work

In general, immigrants arriving in Spain are young, healthy people with great strengths that have enabled 

them to successfully complete their migration process and reach their host country. The main reason for 

migration is to find work, and immigrants are generally highly motivated to do so. Professionals and resources 

need to adjust their interventions to this priority, which should not be incompatible with the sometimes very 

slow processes involved in rehabilitation resources (need to refer to a Work Rehabilitation Center, etc.).
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Table 8. Work-related actions
•	 Promote the type of regularization that includes a work permit.

•	 Encourage training, overcoming resistance to taking non-profit courses or workshops.

•	 Encourage learning Spanish.

•	 Try to validate qualifications or obtain professional certification.

•	 Take action against discrimination in the workplace and violations of rights that may arise.

•	 Provide legal advice.

9. Food

All cultures attach great importance to food. Eating is a social, cultural, and religious phenomenon. 

Biology cannot explain the complexity and diversity of human eating behavior; food has symbolic value and 

is subject to taboos or prohibitions, preferences, rules, and different dietary norms. Culture tells us which 

ingredients to use and which not to use, when and in what order to eat them, whether or not they can be 

mixed, and at what times, etc. Humans eat in accordance with the society to which they belong. Culture defines 

the range of edible foods and dietary prohibitions that may differentiate one group from another, sometimes 

very strictly, such as Halal/Haram for Muslims or Kosher/Terefath for Jews. Violating a dietary rule can be 

interpreted in some cultures as an attack on the divine order and the laws that derive from it, and can have 

negative consequences for the individual. It would be advisable to encourage their eating habits, especially in 

the residential facilities (shelters, nursing homes, supervised apartments, etc.) where they live.

References

1	 Kimlika W. (1996) Ciudadanía multicultural. Ed Paídos.

2	 Purnel Larry D. (1999) “El modelo de competencia cultural de Purnell; descripción y uso en la práctica, 

educación, administración e investigación”. Cultura de cuidados 91. 2º semestre 1999. año III-nº 6.

3	 Cohen-Emerique, M. (2013). “Por un enfoque intercultural en la intervención social”. Educación Social. 

Revista de Intervención Socioeducativa, 54, p. 11-38.

4	 Martínez M. F. Martínez J. Calzado V.  (2006). “La competencia cultural como referente de la diversidad 

humana en la prestación de servicios y la intervención social.” intervención psicosocial. vol. 15 n.° 3 

págs. 331-350.

5	 Fernández Liria F. Pérez P. y col. (2011) “Instrumento para la valoración de la competencia intercultural 

en la atención en salud mental.” Cuadernos de la AEN. Ministerio de Sanidad, Política Social y Equidad.

6	 Recalde Iglesias. F., Gallego Estremera, R., Hornillos Jerez C. (2019) “Análisis descriptivo de la 

población inmigrante atendida en la red pública de atención social a personas con trastorno mental 



June 2026 - WAPR E-Bulletin47

WAPR BULLETIN Nº 56								      
grave de la comunidad autónoma de Madrid 2014-2016”, (2019) Revista de la asociación madrileña de 

rehabilitación psicosocial, diciembre año 18, nº33.

7	 Giménez C. “introducción al fenómeno migratorio” basado en el texto publicado en que es la 

inmigración, colección integral de RBA editores . Octubre 2003

8	 Raga Gimeno F. (2006) “Comunicación intercultural y mediación en el ámbito sanitario”, Retos del 

siglo XXI en comunicación intercultural: Revista española de lingüística aplicada, Vol. Extra 1, 217-

229.

9	 Navas Luque M. Rojas Tejada A.J. (2010). “Aplicación del modelo ampliado de aculturación relativa”, 

estudios y monografías 8, Junta de Andalucía.

10	 Pérez. P.  (2004). “Picología y Psiquiatría Transcultural, prácticas para la acción” Desclee de Brower, 

Bilbao.

11	 Sartorius N. Gulbinnat W. y col. (1997). “Seguimiento a largo plazo de la esquizofrenia en 16 países. 

Descripción del Estudio Internacional de la esquizofrenia desarrollado por la organización mundial de 

la salud,” Revista de neuro psiquiatría 60 ( suplemento 1)

12	 Raga Gimeno (2009) “Diferencias interculturales en el cuidado de la salud reproductiva”, Conferencia 

presentada en el Congrés de Comares, 23-25 de abril de 2009. Palma de Mallorca.

13	 Valiente-Barroso, C. García Viguera E. (2010). “La religiosidad como factor promotor de salud y 

bienestar para un modelo multidisciplinar de atención psico geriátrica”. Psicogeriatría  2 (3): 153-165


	Table of Contents
	President’s Message
	Article Section
	Human Rights and Mental Health 
	Recent Research
	Sharing Experiences
	Useful Links
	WAPR 2025-2028

