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Abstract.

This paper summarizes the implementation, evolution and current situation of Psychosocial Rehabilitation
(PSR) practices in Spain. The Spanish Psychiatric reform started in 1986, with the enforcement of the
General Health Law. Its implementation was slow but quite successful; a huge array of new services have
been created and accessibility to quality services has been widely improved. Since its creation, FEARP (the
WAPR Spanish Branch) had a relevant role in dissemination in Spain of PSR values and practices, has been
involved in many training activities, and has been an advisory element for policymakers. Now, after about
35 years of evolution of the model, we see a huge development in creation of services and dissemination of
quality and modern practices. However, as could be expected, some limitations in accessibility, funding or
quality are still present. The paper also will offer some reflections and speculations about possible future

landscapes and trends in PSR and mental health practices in the future.
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The Spanish Psychiatric Reform

In mid-20th century, after the struggles of World War II, health professionals and civil society in
the Western World began questioning psychiatric care conditions. The result was a significant revision of
psychiatric practices, starting with criticism of the “asylum”. There were different approaches to the needed
reforms. Some models became notorious in Spain: the Italian reform, leaded by Franco Basaglia; the Sector
Psychiatry, in France, leaded by Francesc Tosquelles, and others inspired in foreign models (1).

In Spain, the tide of real changes began some 30 years later that in other European countries, due to
political reasons. It was necessary to wait until the significant political changes happened in Spain, resulting
in our national transition to democracy in 1978, in order to be in a position to begin changes in policies and
practices that constituted the Spanish Psychiatric Reform. This reform sought to generalize the accessibility
of mental health services, and to humanize the existing treatment opportunities for people with mental
illnesses. It required changing the philosophy of attention - almost creating from scratch a philosophy - by

adopting the community approach, and starting a trend of closure of existing large psychiatric institutions.
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That is, creating a framework of care and investing in it. The result was the creation of a complex mental

health network. It was also necessary to identify the role of psychiatry as a specific speciality, since until then
psychiatry in Spain was not an independent specialty from neurology. In addition, it is worth mentioning
that the reform required a lot of discussion and negotiation among different stakeholders: those keen to
conservative hospital based psychiatric approaches, those pushing for wide reforms, academia, and others.

A very important milestone was the enactment of the General Health Act in 1986, which included
a small chapter about psychiatric care, providing that the community model was the chosen model in all
planning. Moreover, the new Law included provisions to create a network of “psychiatric rehabilitation
services in coordination with social services”. All these innovations were quite revolutionary then, since in
Spain psychiatric care was based on a very outdated model. The responsibility and the administration of
budget for health and social issues was delegated to the 17 different autonomous regions in Spain, so the new
system was highly decentralized.

The General Health Act 1986 (Ley General de Sanidad) (2) ruled that the community model was
mandatory in the development of the reform. The community model meant mainly that attention in
common mental health should be delivered by so-called Mental Health Services, with offices located in the
neighborhoods, rather than in mental hospitals as before. A network of those Mental Health Services was
progressively implemented, one in every district in urban areas, similar to the French model. These services
were served by teams that included psychiatrists, clinical psychologists, nurses and social workers.

The Law also ruled that hospital admissions due to mental health crisis should be done to psychiatric
beds created ex novo in general hospitals.

The priority in the Reform was a process of deinstitutionalization, aiming to relocate in the
community people that had for a long time lived in psychiatric hospitals, and reducing number of beds
in long term mental hospitals while creating new community services. There was progressive knowledge,
acceptance and dissemination of the theoretical framework of PSR with professionals and policymakers, and
slow creation of a growing number of different specialized services in PSR.

The Law also provided for the creation of a PSR network but did not provide directives about what
a PSR service should be like. So, after some public and scientific debate, considering approaches borrowed
from different countries, including some local and to some extent experimental experiences, a new model
began to be implemented with variations among different regions, not much coordination, and different
rhythms of implementation. The rationale of most of them was that the facilities should be located in the
community, in the neighborhoods where people lived; they should be attended to by psychologists, social
workers, and other mental health professional, but not necessarily by psychiatrists (generally located in
general mental health services). The new specialized PSR services was to address all the things that were
not part of medical treatment: everyday skills, social inclusion, housing, family support, and vocational
rehabilitation. The wisdom was that rehabilitation was something other than treatment. Treatment, as a
different issue, should be delivered by psychiatric staff in the community Mental Health Services, who were
also regarded as the gate keepers of the PSR system.

This report would not be complete, without mentioning the pioneering leadership of some family

members and later family associations. From the very beginning of the Reform, their presence as fully
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legitimate stakeholders was a factor of impulse and credibility in the reforms. In fact, the first specific

rehabilitation center in Madrid was created under the leadership of a great lady, Margarita Haenkel, mother
of a man who lived with a mental illness. She was able to lead a family movement, gather other families and
create a pioneering specific PSR service in Madrid. Similar cases took place in other regions. From the start
the role and importance of the family movement was an important source of impulse. Families were able
to create the first association in 1983 already, before the enactment of the General Heath Law. Their moto
was the perceived paralysis of public institutions, that had thus far not been able to provide proper support
to those users that were not located in mental hospitals, and lived with their families, with very limited or
no support. They created their organizations under the model of previously existing organizations (i.e. of
persons with disabilities). The confluence of multiple local family associations resulted in the creation of
FEAFES, which was renamed as Confederacion Salud Mental Espafia in 2015 (3), and today reunites 360 local
associations. Their foundational mission is to represent the wide movement of families, improve quality of
life of people with severe mental health challenges, and advocate in the field of human rights.

Creation of FEARP, the WAPR Spanish Branch

Soon after the enactment of the General Health Law, around 1990, some professionals with particular
interest in PSR joined together and created small scientific associations, first at local, and afterwards at
national level. In 2003, under the leadership of a very small group of professionals, the existing professional
associations joined in the creation of the Spanish Federation of Psychosocial Rehabilitation Associations
(FEARP) (5). FEARP applied and was soon accepted as the Spanish branch of WAPR. To be fully operative,
FEARP was officially registered in the Home Ministry as a national organization. Since then, FEARP has
played a significant role in collaboration with public administrations, promoting the creation of new services
and delivering training.

FEARP’s role in promoting the PSR philosophy was furthermore important in providing scientific
credibility and academic background to this huge social endeavor. To do so, some FEARP officers, some
connected with WAPR, took the responsibility to attend conferences in other countries, learning, borrowing
experiences, and presenting them in our national conferences, so they could be discussed and disseminated.

In 2005, FEARP organized its first national conference, with participation of world experts in the
field, such as Julian Leff from the UK, Marianne Farkas, from the USA, leaders from user movements, and
several WAPR officials. At this conference, for the first time in history of professional PSR meetings in Spain,
the scientific committee organized a plenary session, where all panelists were service users, including the
chairman. The experience surprisingly resulted, in being very innovative and inspiring for all attendees. It
also resulted in a model for many subsequent professional meetings. It was a real milestone.

From then on, FEARP has worked in collaboration with users’ representatives, representatives of the
family movement, public agencies and policymakers to promote the creation of an array of PSR services in
Spain, establish standards and protocols, as well as to foster research and training in this field.

The creation of a national network of PSR services

The creation of PSR services in Spain was slow, yet steady over time. It also happened unequally in

different regions of Spain. As already mentioned, in Spain the health and social budgets are managed by the

regional authorities, in a decentralized model. Sometimes, PSR services were dependent on the budget of
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the mental health department; sometimes on the budget of social services. The models of management have

also been very diverse: sometimes service providers were public agencies, sometimes foundations, sometimes
private associations, or even for-profit companies. However, in most cases, services were financed with public
funding.

All kinds of other innovative practices were considered to enhance social participation, i.e. arts,
sports, and many other initiatives. Specially at the beginning of the reform, innovative experiences were
sought, such as theater groups presenting original plays in regular theatres, poetry contests, even an
international football tournament, with teams composed mainly of users and some professionals, coming
from different countries in Europe, with all the necessary requirements, including official referees from the
football federation. This was another milestone that contributed to normalizing social participation of users.

Stigma was uncovered as a social factor and was tackled in many creative ways. There have been
public campaigns paid by state agencies. Stigma has been acknowledged as a major issue in multiple
guidelines, with recommendations about how to tackle it on all levels. Several social events have been
organized every year in many places, combining professional artistic presentations with users’ participation
in a very friendly way. One of the first ones was in an important theatre in Madrid, Teatro Monumental, with
800 seats, where eight first class well-known songwriters participated.

Users’ involvement has also been enhanced and to some extent normalized, first as guests in
professional meetings, then encouraged and supported to create their own associations, and later working on
the model of the expert users. This point will be expanded on later.

One particularly demanding issue at the start of the reforms was, how to deliver training to a whole
generation of young professionals needed to work in a very rapidly increasing number of public and private
services, considering that there was no previous tradition of these kinds of innovative services in Spain.
FEARP played an important role in addressing this issue. This included collaborating with state institutions
to establish the philosophy of attention, and the appropriate standards and protocols out of a huge lack of
tradition, without intending to offend the small number of specific and small-scale initiatives that had
been developed previously as very interesting pioneering, local experiences. However, at this point it was
important to establish a regular connection between FEARP and WAPR, as well as the participation of some
professionals in WAPR activities to be not only aware of the experiences from other countries, but also of the
new trends in and evolution of the ideas in PSR.

Incorporation of PSR in the national health policy

FEARP was approached by the Ministry of Social Affairs in 2006, with the demand of creating an
official document for a consensus model of attention in PSR. The document was published in 2007 and
represented an outstanding reference for further developments (6). Since the publication of the consensus
model, PSR as a concept has been accepted increasingly and included in many official documents, both from
the Ministry of Health and the Ministry of Social Affairs.

This document delineated an umbrella philosophy of attention and established many ideas that are
still in force today. Concepts about how to describe a person with severe mental health challenges, their
characteristics, needs, different models of approach (through the lens of citizenship, recovery, dependency,

and so on), a framework of responsibility for public institutions, legislation, different services in need of
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adaptation to different users profiles, a map of all possible available services, ways to support employment,

coordination with the mental health system, assessment, quality, how to provide support to families and users
in the community, training, research, and good practices, and an index with references to existing foreign
guidelines.

This document already included all the most important topics we use today. For instance, the concept
of recovery — different from healing- borrowed from the international academic framework, was presented
as a guide for realistic and desirable outcome of the interventions. The Recovery model was an interesting
novelty that has remained as a basic tenet in the field of PSR. The document also included the vision of
a much more active role for users in the process of rehabilitation, recommending providing support to
organized groups of users, and anticipated the role of expert user, quite familiar in our system today, but at
the time a complete novelty.

Creation of the “National Center of Reference” (CREAP)

Another milestone of this evolving process was the creation of a specialized national center in
Valencia called CREAP, which stands for Centro de Referencia Estatal de Atencién Psicosocial a Personas con
Trastorno Mental Grave (7). CREAP falls under the Ministry of Social Affairs, with the mission to organize
collaboration of public and private efforts in promoting PSR knowledge and practices. Today CREAP
provides support to civil societal endeavors, families, users and scientific associations, to foster social
activities and allow then to be independent from the pharma industry or other agencies with legitimate
interest in the field.

Enhancing users’ participation

The first significant reference of participation of service users in PSR policies could be in the
already mentioned organization of a plenary session in our foundation FEARP conference in 2005, where
all participants were service users. The result was very satisfactory, since the presentations, in a critic but
respectful approach, elaborated on issues regarding the relationship among family members, professionals
and users, stigma, or the responsibility of self-care by users. It was certainly a very puzzling experience for
many professionals and family members to see it happening in the plenary session hall of the Medical College
in Madrid and could be regarded as a big success. Since that conference, it became normal to invite service
user as presenters at professional conferences, which resulted in a very positive incorporation of the voice of
users in normal debates of PSR.

FEARP also has advocated for the creation of organizations of users, and today we see many have
been created with different approaches and different agendas. Some organizations support collaborative
approaches to families and professionals, others take a much more critical stance, and argue in a very critical
way about psychiatry, psychiatrists, pharma industry, and society in general.

Many of those meetings involving users were very useful, since they represented for attendees a
positive model of other users present, and a strong piece of evidence in support of a public image of service
users as responsible citizens, able to work on a collaborative approach towards personal recovery, and reliable
partners in other PSR model tasks, such as fighting stigma. We will expand on this later.

State of the art in PSR today

Today, we can say that a very huge reform was implemented. The budgets for PSR services, starting
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from zero, increased greatly. Users’ opportunities to access an array of different modern, recovery-oriented

services of good quality, have improved dramatically in Spain. A body of new experiences have been
increasingly consolidated, sometimes with spectacular results. At the same time, we must acknowledge that
the reform has not been uniform in all territories, that the resources remain insufficient, and that there are
waiting lists sometimes very long (for months) in accessing the programs.

PSR services.

As mentioned before, a network of services in PSR has been created in Spain. PSR services in Spain
are highly decentralized. So, every region has developed services according to their own priorities and
possibilities, adapted to population, demography, geographic determinants, and so forth.

A complex array of different services is now available in Spain, depending on region. As an example,
we can consider the network in Madrid (8). The list would include day centers for basic community support
—just catering services and some basic social activities-; centers for PSR served by psychologists, social
workers, and other professionals, providing complex rehabilitative programs. Special services for vocational
rehabilitation were also created, including programs that enhance the access to jobs, both supported and on a
normal market basis. Housing was addressed with residential units of different kinds — from small, supported
apartments for 4-6 users, to supported “Mini-residences” for about 40 users.

Users’ involvement.

Through different documents and recommendations, the Ministry of Health has established as
a priority “to enhance citizen participation though organized groups”, with special focus on experts by
experience, recommending fostering peer support networks, as well as including citizens in sensitizing and
training programs, and finding ways to include citizens further, in decision-making processes and advisory
committees.

The way peer support has been implemented in Spain is mainly though the so-called GAMs, “Grupos
de Ayuda Mutua” (groups for mutual support). These groups have been created in different ways: sometimes
under the leadership of professionals or institutions, sometimes under the leadership of some expert users.
More recently, the Health Ministry has included these groups as panel discussants in elaborating directives
for the national mental health system, and recommends providing them with training, advice and practical
support.

As an example, Activamente (9), an association from Catalonia, has developed a protocol for the
GAMs. After some years of experience, they proposed a refined definition for what a GAM is: it is explicitly
different from group therapy, from an informal meeting of friends, or from a debate group. Instead, it is a
small group of users that meet on regular basis, non-supervised, with no directive. Participants must be able
to react properly in a social environment. The explicit aim of these groups is to widen their social network,
establish relationships based in equality, and avoid rejection. The group establishes rules that must be
respected, and there is some commitment to assist. Moreover, discriminatory expressions are forbidden, and
suicide is not a topic to be treated there. This practice is only implemented in some parts of Spain, not in all.

Another significant network of peer support is some Spanish groups that adhere to the international
“Mad Pride” movement. These organizations have been organizing social actions since 2010. They are very

politicized, independent, usually very critical towards mainstream psychiatry, regard the biomedical model
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as iatrogenic, and encourage denouncement of whether suspicion of human right violations may occur in

psychiatric facilities.

The incorporation of experts by experience in institutions in different roles and tasks has been
explored (11). There are plenty of experiences, where selected service users receive training and became
active agents of care in different frameworks.

In 2010 an Advisory Committee of Person with Mental Iliness was created through sponsorship by the
Salud Mental Espafia (10), a major organization that is pro mental health, in Spain. This Committee has acted
as advisor for some national agencies, participating in the production of documents and statements for the
Ministry of Health, and others, as well in social campaigns.

There are experiences of expert users being incorporated in auxiliary roles in PSR services, sometimes
as mediators with new users, or as facilitators in different tasks. Sometimes, people with both personal
experience and an academic degree in psychology or similar, have been hired as a professional. It has been
reported that in pilot experiences, selected users in an advanced stage of recovery were hired as experts by
experience, receiving payment for their activity. The early outcomes of these experiences show lights and
shadows, and for some an invitation to focus on the difficulty to define the role of the expert user in relation
to other professionals on staff. There are also some difficulties in defining their relationship with other users.
It has been pointed out that there is a need to monitor the experience and be aware of the possibility of the
peer supporter’s exposure to retraumatizing experiences, as well as the importance of proper supervision.

Vocational Rehabilitation.

There is a body of laws in Spain that protects access to employment for people with disabilities in
general. The strategy is diverse: reserving jobs in big companies for that purpose, creating incentives for
companies that hire populations with certified disabilities, offering specific training, etc. There are also
similar incentives to create companies that hire mostly users. Sometimes, under skillful management, some
of those companies have been very successful.

Some models for vocational labor inclusion have been missed in scene in Spain with good results.
Some of them were previously the Mental Health Law. It is worth mentioning the project La Fragueda (12),
founded in 1982 by Cristobal Col6n, a visionary psychologist, who was able to create a successful cluster of
companies and services in synergy, providing work, housing and more for people with disabilities.

Some other initiatives in this line have been very creative. In Madrid there is a special unit for the
secondary process of pharmaceutical products, Manantial Pharma (13), with a huge investment in training
and infrastructure. Some 400 users work there, receiving full pay, and it is a very impressive experience,
however economic sustainability is a permanent concern. In other places, there have been agreements
between PSR agencies and regular companies, that accept to train and employ users on a regular basis.

Of course, not all situations are so brilliant. The usual wisdom in vocational rehabilitation is a version
of the “train and place” model. Specialized teams recruit, train and support users willing to work all along the
process, assisting in finding and retaining a job. Staff scan the market searching for job opportunities, usually
in regular companies that take advantage of the existing incentives in hiring users with certified disabilities.
There are also companies or foundations specializing in mediating in employment for people in disabilities.

There is a huge array of activities, including cleaning, administrative jobs, gardening, hospitality and
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restauration. Some companies have been created from scratch to be run by users, i.e. the restaurant Ricamente

in Madrid. In Madrid only, under the direction of the public network of PSR, there are about 3000 users
involved in labor programs or working with the support of a special team for labor inclusion. Sometimes it
has been possible to establish regular trustful collaboration between PSR services and for-profit companies,
i.e. in training and providing staff for hotels.

However, the full labor inclusion of people with mental illnesses remains a significant challenge, with
high rates of unemployment and underemployment remaining in this group.

Spain as a reference for other countries.

One of the outcomes of the Reform was that Spain began to be a reference in PSR for other Spanish-
speaking countries. Some Spanish professionals and institutions have begun to be influential in different
countries in Latin America, that are considering the necessity of their own psychiatric reforms. A special
case was the role of Fundacion Manantial (that was a member of WAPR) in Peru. Under the leadership of
Francisco Sardina, then board member of WAPR, Fundacion Manantial deserves credit for having invested
significative resources in training activities in Latin America, in collaboration with the local authorities. That
initiative has faced a lot of difficulties, as could be expected, with outcomes still uncertain. Despite this, it
deserves huge recognition.

Future perspectives in PSR

From the perspective of the Ministry of Health, the Mental Health Report 2022-26 (14) identifies
some issues to be addressed in the near future, some of them directly connected to PSR. It further recognizes
“generalized crisis in availability of well-trained mental health professionals”, the need to “enhance
community orientation” and “insufficient awareness of human and civil rights and stigma”. The Report also
place a spotlight on the need to “optimize prescription and better use of medicines’, the need to focus on
contexts and groups of special vulnerability: “people living in rural areas, migrants, the unemployed, victims
of human trafficking, gender violence, sexual diversity, people imprisoned, people at risk of social exclusion,
and disabled people”.

The Report underlines, when looking to the future the idea of professionals no longer being the
“owners of knowledge” or “directors of the PSR personal process™; it rather suggests the role of professional
as “a companion in the process” The Report furthermore places a spotlight on, given the many associations
interested in mental health -professionals, users or family members and as a specific weakness of our current
situation, that “there is no consensus among societies about shared orientations and interests”.

The prescriptive concern with Human Rights, following the international guidelines and
recommendations, is widely accepted as a concern. It is commonly accepted that HHRR perspective is a
useful framework in assessing the quality of services and practices. However, this point has gained some
criticism, arguing that the political rhetoric towards the expansion of the domain of “rights” must be
accompanied by concerns about how to look after and maintain what we already have, and how to cope with
the problems that compromise its sustainability. That is, understanding the increasing pressure on services.
It has been noted how recent economic crises, whether major or minor, have increased pressure on the
system. It was clearly seen in the economic crisis of 2008, and in the past COVID pandemic, that a way of

tacking the difficulties of budget restriction was to ask the service providers “to do more with less”. No matter
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the enthusiasm and commitment of professionals or administrators, there is an increasing impression that

future concerns will be not only how to improve the system’s sensibility to HHRRs, but also how to ensure
its sustainability. The system is usually overloaded, waiting lists are common and there is currently a lack of
trained professionals in some services, i.e. psychiatrists. Professional burnout is a risk. While it is not easy to
assess, it is certainly present.

The recovery perspective, as mentioned before, is also a dominant topic, however it is not usually
used in a structured way for service assessment. Some professionals have added to the discussion the topic
of a gender perspective in PSR (15). They focus on detected differences in the profile and needs of male and
female users in PSR services.

Some professionals have embraced versions of critical psychiatry, which is an updated version of
the classic antipsychiatry. From this perspective, supporters strongly criticize conventional psychiatry, its
methods and practices. The usual areas for criticism are the use of diagnostics as stigmatizing and labeling,
the insufficient emphasis in analysis of context in explaining mental health issues, the raw denouncement
of psychiatry to convey social violence, or disagreements in the philosophical roots of the discipline. The
pharma industry is also a regular focus of critics. All these are ongoing discussions that it seems will
continue.

There is a significant disparity in the availability and quality of psychosocial rehabilitation services
among the different regions, leading to inequities in access to care. The explanation is simple since as
mentioned we have a highly decentralized administrative system with 17 autonomous regions, with full
responsibility for regional policies and budgets. Moreover, psychosocial rehabilitation is sometimes under
the control of the mental health system, other times under control of the social welfare system. Service
development across Spain varies widely due to specific conditions, political priorities, and budgets. It is also
true that given the disparity of social environments in Spain, sometimes fully urban as in Madrid, sometimes
rural with a very scattered population as in Andalucia, sometimes in different islands, as in Canarias, the
technical solutions for community care need to be different.

Despite all the efforts made and not ignoring the progress made, there is still some remaining
anthropologic stigma towards people with mental health problems. Similarly, there should be a permanent
awareness of the need for monitoring quality in services and facilities, so that the human tendency to relax
after achieving success will not result in practices regressing again over time.

Current trends in Mental Health

Looking to the future in a more general way, many stakeholders find some disconcerting and
somehow surprising trends, given that we live in a developed country, with a much richer economy than
before, and supposedly in one of the most socially advanced times in history. In this environment, we could
expect optimistic prospects of increasing wellbeing and improving the mental health of populations.

In contrast, we see that mental health of adolescents is shockingly concerning with ever increasing
rates of anxiety, depression, and suicidality in adolescents, as great pressure is reported from psychiatric units
and services for children and adolescents (16). Teachers and professors in their fields also claim pressure at
schools is perceived to be high, and so many voices are expressing concern about schools facing structural

problems: increasing rate of school dropout, especially in boys, teacher burnout, and for the first time in our
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recent history, decline in performance of students in some areas such as reading or mathematics.

Increasing numbers of high school students are seeking treatment for mental health issues, many of
them reporting bullying at school, that is also much more visible than in the past. Many schools have decided
to implement special protocols to detect and prevent self-harm or suicidal behavior at schools, which is also
unprecedent in Spain. Moreover, we recently saw an exponential increase in adolescents that report gender
issues, many associated with mental health challenges (17).

These trends are in stark contrast to the fact that country’s gross income has grown since the Spanish
Political Transition in 1978, and more investment has been allocated to social services, education, social
protection, health care, including mental health, and especially pensions.

It is not the goal of this article to determine whether this represents a trend in our society due to new
societal changes that have not been correctly identified. However, it is worth mentioning.

Many suspect that some social determinants that are in clear connection with mental health issues are
out of control. Despite the optimistic view of Spain as a developed country, having a solid economic situation,
economic insecurity is a threat not only for psychiatric service users, who regularly face this challenge, but
also for many young adults who find it difficult to emancipate from their families, as well as many other
people, who find themselves in fragile societal layers. It is concerning to note that factors such as urban
violence, trauma and family instability are increasingly visible, especially in association with the already
mentioned increasing trend of fragile adolescents that face mental health problems. There are data showing
that leave taken from work due to mental health issues is increasing, surprisingly more frequently in younger
groups of the population and in some key community professions, such as nurses and teachers (17). Taking
note of this, the Spanish Health Ministry, has called for an in-depth revision of environmental conditions in

workplaces.

Conclusions
Psychosocial Rehabilitation in Spain has come a long way since its inception, achieving significant
advances thanks to psychiatric reform and the work of different organizations, including FEARP, the WAPR
Spanish Branch. However, significant challenges remain that require ongoing commitment from health
authorities, professionals, and society to continue improving the quality of life of people who live with mental

illnesses and their full integration into the community.

References
1. Minard, M. (1985). Sector Psychiatry in France—Democratic Psychiatry in Italy: A Propos of a Meeting...
International Journal of Mental Health, 14(1-2), 139-148. https://doi.org/10.1080/00207411.1985.114
48993
2. Ley 14/1986, de 25 de Abril, General de Sanidad. Boe-A-1986_10499. www.boe.es/buscar/act.
php?id=BOE-A-1986-10499

3. Confederacion Salud Mental Espaia. https://consaludmental.org/la-confederacion/

4. Diaz Jiménez, R.; Evolucion del Movimiento Asociativo de personas con discapacidad en Espaia.

Universidad Pablo de Olavide, Dpto. C. Sociales, https://www.fundacioncaser.org/sites/default/files/

2 3 ))) December 2025 - WAPR E-Bulletin


https://doi.org/10.1080/00207411.1985.11448993 
https://doi.org/10.1080/00207411.1985.11448993 
http://www.boe.es/buscar/act.php?id=BOE-A-1986-10499 
http://www.boe.es/buscar/act.php?id=BOE-A-1986-10499 
https://consaludmental.org/la-confederacion/
https://www.fundacioncaser.org/sites/default/files/adjuntos/2203.pdf 

WAPR BULLETIN Ne 55
adjuntos/2203.pdf

5. Federacion Espanola de Asociaciones de Rehabilitacion Psicosocial, FEARP. https://fearp.es

6. Guinea, R. (2007). Modelo de atencion a las personas con enfermedad mental grave. Ministerio de Trabajo
y Asuntos Sociales, Secretaria de Estado de Servicios Sociales, Familias y Discapacidad. IMSERSO.
https://imserso.es/documents/20123/0/atenenfermental.pdf/7ee2203a-daf9-ad27-f0d4-b7b97d4a42a5

7. Centro de Referencia Estatal de Atencién a personas con Enfermedad Mental Grave. Valencia (CREAP).

https://creap.imserso.es/web/creap-valencia

8. Red de Atencion Social a personas con enfermedad mental, Comunidad de Madrid. https://www.

comunidad.madrid/servicios/servicios-sociales/red-atencion-social-personas-enfermedad-mental

9. Sampietro, H., Carbonell, C.: Grupos de ayuda Mutua. Documento para la Constitucion y Gestion de

Grupos de Ayuda Mutua en Salud Mental. Activament Cataluya Associacio. https://consaludmental.

org/publicaciones/Guiagruposayudamutua.pdf

10. La salud mental en Primera Persona. Los comités de personas expertas. https://diversamente.es/salud-

mental-primera-persona-comites-personas-expertas/

11. Casas, L., Lépez, L., Carrasco, O., Nieto-Moreno, M., & Garcia-Heras, S. Profesional experto por

experiencia en salud mental. https://fsclm.com/web/images/stories/documentos/tepuedeinteresar/

ComunicacionAEN ProyectoProfesionalExpertoXExperiencia.pdf
12. La Fagueda. https://www.fageda.com/es/historia/

13. Manantial Pharma. https://farma.manantialintegra.org

14. Ministry of Health, Spanish Government. (n.d.). Mental Health Strategy of the Spanish National Health
System 2022 — 2026. https://www.sanidad.gob.es/areas/calidad Asistencial/estrategias/saludMental/

docs/EstrategiaSaludMental ingles.pdf
15. Rullas Trincado, M., Panadero Herrero, S., Cendoya, M., Cristina, R., Fernandez, J. L., Cases, J. G.,

Nespral, C., & Martinez, P. Differences of the derivated profile at the psychosocial rehabilitation
center by gender. (2013). Revista de la Asociacion Espariola de Neuropsiquiatria, 33(117), 35-46.
https://dx.doi.org/10.4321/S0211-57352013000100003.

16. Vazquez L., & Guitian, M. (2024). La salud mental infanto-juvenil en Atencion Primaria. El relato de este
siglo. Rev Clin Med Fam, 17(2), 92-93. doi.org/10.55783/rcmf.170202.

17. ANPE Nacional Report. (2024). Aumentan los problemas de salud mental en los centros educativos.

Professional Public Teaching Union.

18. Departamento de Investigacion e Informacion (INSST): Salud Mental y trabajo, diagndstico de
situacién. (2023). Instituto Nacional de Seguridad y Salud en el Trabajo. https://www.insst.es/
documents/94886/5326464/Salud+Mental+y+Trabajo+2023.pdf/9a0163c8-e840-0b47-ea05-
dc4e46e866ab?t=1687776097872

2 4 ))) December 2025 - WAPR E-Bulletin


https://www.fundacioncaser.org/sites/default/files/adjuntos/2203.pdf 
https://fearp.es
https://imserso.es/documents/20123/0/atenenfermental.pdf/7ee2203a-daf9-ad27-f0d4-b7b97d4a42a5
https://creap.imserso.es/web/creap-valencia
https://www.comunidad.madrid/servicios/servicios-sociales/red-atencion-social-personas-enfermedad-mental
https://www.comunidad.madrid/servicios/servicios-sociales/red-atencion-social-personas-enfermedad-mental
https://consaludmental.org/publicaciones/Guiagruposayudamutua.pdf
https://consaludmental.org/publicaciones/Guiagruposayudamutua.pdf
https://diversamente.es/salud-mental-primera-persona-comites-personas-expertas/
https://diversamente.es/salud-mental-primera-persona-comites-personas-expertas/
https://fsclm.com/web/images/stories/documentos/tepuedeinteresar/ComunicacionAEN_ProyectoProfesionalExpertoXExperiencia.pdf
https://fsclm.com/web/images/stories/documentos/tepuedeinteresar/ComunicacionAEN_ProyectoProfesionalExpertoXExperiencia.pdf
https://www.fageda.com/es/historia/
https://farma.manantialintegra.org
https://www.sanidad.gob.es/areas/calidadAsistencial/estrategias/saludMental/docs/EstrategiaSaludMental_ingles.pdf 
https://www.sanidad.gob.es/areas/calidadAsistencial/estrategias/saludMental/docs/EstrategiaSaludMental_ingles.pdf 
https://dx.doi.org/10.4321/S0211-57352013000100003.
http://doi.org/10.55783/rcmf.170202. 
https://www.insst.es/documents/94886/5326464/Salud+Mental+y+Trabajo+2023.pdf/9a0163c8-e840-0b47-ea05-dc4e46e866ab?t=1687776097872
https://www.insst.es/documents/94886/5326464/Salud+Mental+y+Trabajo+2023.pdf/9a0163c8-e840-0b47-ea05-dc4e46e866ab?t=1687776097872
https://www.insst.es/documents/94886/5326464/Salud+Mental+y+Trabajo+2023.pdf/9a0163c8-e840-0b47-ea05-dc4e46e866ab?t=1687776097872

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

