
55

Conferencia

Recent developments in
european Mental Health:
change, choice, conflict

and challenge
Shulamit Ramon

Profesora de “Interprofessional Health and Social Studies”
Anglia Polytechnic University Cambridge. Gran Bretaña

am pleased to be here today to look with
you at European mental health systems.
Perhaps a meaningful way to do so would
be to focus on specific themes, while bea-
ring in mind that Europe is diverse. "Euro-
pe" includes the UK, but also Central and
East Europe, Western Europe, and has a
pronounced South and North divide. The
diversity is partly due to historical reasons,
as well as current cultural, economic, politi-
cal and social differences.
Yet the similarity exists as well, especially if
we look at Europe from the perspective of
other continents. 
Perhaps I need to establish my credibility
before taking the plunge; I am a chartered
clinical psychologist and social worker by
training, currently professor of interprofes-
sional health and social studies at Anglia
Polytechnic University, based at Cambrid-
ge. 
I have been researching European mental
health  since 1982, focusing mainly on Italy
and the Netherlands, but visiting mental
health services in Bosnia, Greece, Finland,
Hungary, Ireland, Portugal, Russia, Slove-
nia, Spain, and Ukraine.
What has attracted me to Europe? I was
trained following British and US traditions,
but when I came to live and work in the UK
in the 1970s, the state of mental health ser-
vices was so different from what I have
envisaged it to be that I was ready to look
elsewhere.

Themes

In a one-hour talk it is not possible to cover
all themes. I shall not cover Central and
East Europe, though will refer to some rele-
vant examples there.

The comparative perspective

In principle Europe is a natural laboratory,
enab ling a  cross-country comparison
among societies which share a number of
important characteristics in common, thus
making the comparison more viable and
getting:

• More comprehensive knowledge about
common and uncommon features;

• I n d i c a t o rs o f w hat works and w hat
does not on a larger scale;

• Monitor changes over time and diffe-
rent social conditions;

• Pointers to useful policies;
• Verification of experimental schemes,

research methodology, and conceptual
innovations.

For example, the statistics highlight that
there are considerable changes in suicide
rates between countries in Europe and wit-
hin countries over time. Hungary and Fin-
land remain very high on the list, Greece
and Malta remain very low.There are some
major increases: Portugal and  East Ger-
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many, and a notable decrease in West Ger-
many. For most of the countries there are
modest increases.  
The statistics do not explain trends, but
establish their existence. How would we
explain the trends? Not by psychiatric mor-
bidity, but by social change; not by religion,
but by social change, not by deterioration
of economic standards, but by cultural and
political changes.
Anomie, th e c las sical concep t u sed  b y
Durkheim at the beginning of the 20th cen-
tury, seems to capture best the relevant
explanation - social and personal turmoil
due to e ither "up ward" o r "d ow nw a r d "
change, in addition to population characte-
ristics.

The diversity and similarities are further
h ig hlig ht ed b y Morant, in her  research
titled:
Research on the Social Representation of
Mental Ill Health in Communities of Mental
Health Practitioners in London and Paris (1)
This is a study of the views of managers of
community mental health services in Paris
and in London, in which the bi-lingual rese-
archer was interested in the views and
dilemmas these managers have. The data
was co llected  th roug h in divid ual inter -
views, s upplemented by observation of
team meetings.
The findings highlighted the shared sense
of not having enough knowledge, of uncer-
tainty about the knowledge one has, and
nevertheless of continuing to work through
practice wisdom and intuition.
This was the case despite the fact that
while the London managers came from a
m edical and behavio ural approach, the
Paris managers came from a psychodyna-
mic, almo st psy choan alytic pers p e c t iv e
combined with a medical approach.
From my own observations everywhere in
Europe I am aware of the high level of
u n c e rtainty co ncern ing ment al health
knowledge.

The impact of the context

One of the major changes from the 1907s
onward in Europe has been the establish-
ment of the EU.
It is in particular an important facet of life in
West Europe, symbolised by acts such as
the introduction of the European Human

Rights Charter in the UK as from this year,
which has legal priority over UK laws.
We need to ask if the development of the
EU has made a significant difference to the
development of mental health services in
each of the member states? In some of
them? if so, how?
Mental health is not a recognised arena of
action for the EU. Yet the EU has impacted
on mental health services, and has contri-
buted to the move to community focused
services. This has happened through the
var io us  an ti-p ov e r ty p ro grammes which
have been characterised by:

A typical example is provided in the Mistral
project. This was a project of four EU coun-
tries  (Britain, Italy, Po rt u gal an d Spain)
focused on introducing people with disabi-
lities into training for work, and for a work
placement.  My role was to evaluate the
effectiveness of the transnational collabo-
ration, and that of the British project (2).
Each country has gone about this task dif-
ferently, and eventually also each country
focused on a different group of people:

• Britain (Lincoln) constructed an induc-
tion to work course and placed a few
people for short periods with small
business employers. Although it was to
include people with mental illness, the
project wo rke rs felt unco mfort a b l e
with this group and fostered instead
their initiative almost exclusively with
people with learning difficulties.

• Italy (Savona, a therapeutic commu-
nity) constructed a theatre course in a
real theatre, leading to a number of
productions. They worked only with
people with mental illness.

• Portugal (Algarve) focused on training
the trainers, and through a face to face
and CD-ROM course achieved this aim.
The course was aimed at trainers for
any group of people with disabilities.

• Spain (Seville) trained p eop le with
p hysical and learning disabilities to
undertake a variety of unskilled and
skilled jobs, by training them in a set-
ting that enabled direct work experien-
ce.

This project highlights the richness and
diversity within Europe, but also the diffi-
culty to evaluate such a high level of diver-

Conferencia

56



professionals. Alth ough th ese profes sio-
nals were exposed to the impact of the
many international support organisations,
including in the field of mental health, their
sense of devastation blocked the capacity
to learn, and the local context blocked rapid
change too, Paradoxically the war -more
correctly the physical destruction of psy-
chiatric facilities- enabled the Bosnians to
be ready for new structures, but mentally
this seems to be a leap difficult to take.
Small-scale innovations are taking place,
such as the establishment of a number of
user groups. The international organisa-
tions focused on responding to post trau-
matic stress disorder (PTSD), a necessary
feature given the circumstances, but this in
itself is insufficient to change approaches to
mental illness.
Although West European knowledge was
delivered, there was a lot the partners from
West Europe could learn from the Slove-
nian and Bosnian experiences. Yet for that
to happen, the partners had to come with
an attitude which enabled this type of lear-
ning. 

There are many small scale educational
exchange programmes available within the
EU, a few of these are focused on mental
health.

However, an exception to the rule that the
EU does not contribute directly and signifi-
cantly to mental health services is its con-
tribution to the re-structuring of mental
health services in Greece in a significant
way.The involvement with Greece has been
justified by the dire state of Greek mental
health services, b ut prob ably h as been
affected by having a commissioner at the
time who had a child with learning disabi-
lity. Following a public scandal about the
state of Greek psychiatric hospitals, espe-
cially the one in the island of Leros, in
which patients were habitually washed by a
hose, eating from one bucket  usually bare
footed, and did not have drinking water
between 5.00p.m. to 7.0 0 a.m. (the island
does not direct access to drinking water,
and uses bottled water brought from the
mainland). On the basis of human rights
the EU has decided to grant the Greek
government $8 million dollars, a large sum
in the early 1980s, for the purpose of:
• Establishing psychiatric wards in general

sity. It also highlights the existence of stig-
ma towards people with mental illness in
the UK. 
Concerning the process of collaboration,
the conclusion from the evaluation was
that it had enriched the workers in the dif-
ferent projects, and each could mention at
least one element of such a learning. Yet the
cu ltural differences were so great, and
could not be offset by the quality and quan-
tity of transnational interaction, which con-
sisted of short, half-week visits to each
other sites. This was particularly noticeable
in the attitudes to the Italian project, seen
as "outlandish" especially by the British
w o r ke rs, w ho  th erefo re did no t even
attempt to understand what it was about.
None of the users got to be involved with
users from the other projects, a reflection
of where the workers were. In other pro-
jects which I know this is not the case, and
service users too visit projects in other
European countries, and loving it.

I have also participated in two educational
projects focused on training for community
men tal health in  S loven ia (19 9 1- 19 9 6 )
( Ram on, 199 5) and Bos nia (19 9 9 - 2 001 )
(Magliajlic, 2001). In both we had partners
from social work, psychiatry, and psycho-
logy as disciplines; from Britain, Italy and
Austria as countries in addition to local par-
ticipants. The participants were all postgra-
duate, working in the field.
Both projects were supported by the EU
under the Tempus-Phare programme.
Aim ed at introd ucing know led ge abo ut
community mental health, a lot was about
how to introduce change, as well as its con-
tent and the implications of the move from
hospital based psychiatry to community-
based mental health. The participants were
eager to learn, and eager to come for a
three-six months period of observation and
participation in local education in a West
European country.
The Slovenians were much more ready for
the changes, as many of them were in
touch with what was already happening in
Italy and have moved rapidly from the
mentality of a communist society to a post-
communist Central European country.
The situation in Bosnia was very different,
because of the savage war that took place
there, and because we have been working
there with both Bosnian Moslems and Serb
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hospitals.
• I m p r oving  th e phys ical cond it ion s in

existing psychiatric hospitals.
• Constructing rehabilitation programmes

for those able to benefit from such initia-
tives both inside and outside the hospi-
tals.

• Establishing community mental health
centres.

An EU experts committee was asked to
monitor the implementation of the pro-
gramme, through regular visits, and pro-
fessionals from Italy and the Netherlands
to volunteer to work in Leros together with
the Greek professionals. A higher salary
was offered to Greek professionals ready to
come and work in Leros. It took the Greek
government about five years to master the
art of filling in correctly the EU forms.
Nearly twenty years later half of the inpa-
tients from Leros have left it and have been
resettled in the community, some of them
on the island itself and many more in
Athens (3).
My visit in 1993 was a mixed blessing. On
the one hand I saw the villa just on the hos-
pital perimeter where some of those who
did not talk and could not use cutlery star-
ted to do both after many years of literal
incarceration. I also visited the small group
living in a group home in an ordinary
house in the island, looking very relaxed
and treated respectfully by the local com-
munity.
But I also saw someone who choked on his
food and died, just three weeks before he
was due to leave the hospital, and all other
residents turning into statues unable to
move, either towards him or away from
him, and the International team deciding to
resig n becaus e th e ad ministratio n wa s
more pre-occupied with bureaucratic cove-
rage than with rehabilitation, people wal-
king without shoes even though there was
a cupboard full of shoes, for which no one
was ready to take responsibility.
In Athens, where most of the ex-Leros resi-
dents came from and where they were re-
settled, they seem to have blended well
into the mental health services, but led the
separate life of people in a group home. 

On the whole the investment in Greece has
had beneficial effects on:
• Reducing the number of in-patients;

• In creasing th e n um ber of communit y
mental health centres;

• Introducing psychiatric wards in general
hospitals;

• Improving the physical quality of life in
the existing hospitals;

• But not leading to changing the regime
within the hospitals;

• Not leading to change in stigmatisation
by lay people.

Hospital Closures and Resettlement in
the Community

If asked to single out one element of chan-
ge as the most important one since the
1950s, I would opt for hospital closure and
resettlement in the community as signa-
lling a radical shift in the direction of men-
tal health services, the way we think about
service users, aims, knowledge and skills of
professionals.
The two countries which have gone for
wholesale closure and nearly wholesale
community based services are Britain and
Italy.
It is important to pause and ask why only
these two countries have opted for such a
policy, while the rest of Western Europe is
going for what I would describe as "mudd-
ling through" - i.e. introducing community
based services without phasing out the
hospital system.

Reasons for opting for hospital closure:
• Belief in the need to de-segregate and

de-stigmatise peo ple s uffer in g fro m
mental illness.

• Disappointment at the quality of refuge
hospitals have provided.

• Proven evidence that people with men-
tal illness can live in the community
and have a better quality of life than in
hospital.

• Government's belief that community
care will be cheaper than hospital care.

• Professional satisfaction from rehabili-
tation and resettlement.

Reasons for not opting for hospital closure:
• Belief that hospitals provide asylum.
• Disappointment which the way com-

munities have responded to the men-
tally ill.

• Sense of safety in  hos pitals , which
became important as we became more
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as the implementation of the values men-
tioned above depends to a large extent on
how is deinstitutionalisation being applied
(4).

As a consequence of the differences outli-
ned above, there were considerable diffe-
rences in the processes developed and
evolved in the two countries:
• The UK focus has been on preparing

i n d ividuals for resettlement; placing
them in very sheltered accommodation
and traditional day centres.

• The Italian focus was on:
-Changing  th e h os pital reg im e an d
using it as a re-socialisation setting.
- Prepar in g the variou s stake h o l d e rs '
groups for living and working in the
community.
-The Italians moved hospital staff to
community services; no one had to re-
apply for their jobs, or feared being
made redundant.
-Budget s were moved automatically
from a ward which closed to a commu-
nity service in Italy;
-Users were not placed in day centres,
but mostly in work co-operatives on a
part-time basis;  
-Work with the general public conti-
nued - e.g. involvement of local youth,
local artists, joint events which combi-
ne mental health and art.

• Th e Italians  hav e d ev elo ped  m ore
informal relations with users;

• The British process was more orderly,
better planned in advance, and more
bureaucratic;

• The British resettlement programme
applied only to those who were for
more than two years in hospital (the
"long long stay") and excluded those
wh o cam e fo r sh orter periods (the
"new long stay"), even though they
may have come often, but for short
periods only.

Major Outcomes
By and large the resettlement of people
with long term mental illness who were
institutionalised went well in terms of the
following indicators (5):
• Most of those resettled were highly

satisfied with their lives outside the
hospital; virtually no one wanted to re-
enter the hospital even for a visit.

focused on risk issues.
• Some professions feared loss of power

in the move to the community.
• Fear of losing jobs and influence (trade

unions).
• Good community services cost too.
• Some people need respite care some

of the time.

Why compare Britain and Italy in particular:
• A lot has been written about the Ame-

rican experience, and relatively much
less about the European experiences.

• These countries are only two European
countries to opt for a wholesale closu-
re of psychiatric hospitals.

• They share the belief in the centrality
of community-based solutions and ser-
vices to mental health issues.

• Are similar in population size (57m. vs.
55m inhabitants).

• The quasi-market dominates the scene
in both countries' health and social
care services.

There are, however, major differences bet-
ween the two countries which include:
• Italy's belated post Second World War

social reforms took place only in the
60s and 70s, but were more emancipa-
tory and participatory than the British
reforms of 1945-1950.

• Attitudes to politics among professio-
nals are different: Most British profes-
sionals continue to view politics as out-
side their domain; not as something
they need to get involved with; Italian
professionals view involvement in poli-
tics and influencing the public as part
of everyday work.

• Italy's professionals are less speciali-
sed in their training than the British
professionals are.

• The Italian psychiatric reform was spe-
arheaded by mental health professio-
nals; the British reform was mainly
government-led; there are advantages
and disadvantages to each choice.

• The Italian professionals committed to
the reform were interested in social,
rather than in clinical, solutions.

• Italy has poorer welfare provisions.

In looking at deinstitutionalisation, proces-
ses are not less important than outcomes,
as the implementation of the values men-

Recent developments in Eurepean Mental Health

59



• Less than one percent of the British
sample became homeless or commit-
ted offences; if any, a minority found
itself victims of violence.

• There was  a co ns id erable improv e-
ment in self care and social skills of the
resettled population;

• There was no change in its clinical,
symptomatic, state.

• Less than 5% had a relapse episode; no
homicide and few suicides within this
population.

• The cost of living and being looked
after for the majority of the resettled
population is less than it was in hospi-
tal; it is as expensive as hospital care
only for a small minority which has a
mixture of high security needs, physi-
cal and mental care (6) (7) (8). 

Italy
• Fewer people are hospitalised in Italy

than in the UK, especially via compul-
sory admission; the length of stay is
shorter too (9).

• A number of the resettled people -
usually the younger ones - are working
on a part-time basis in  co-operatives
(10).

• The Italian media is less hostile to peo-
ple with long term mental illness than
the British media is (11).

• There are no calls for re-opening psy-
chiatric hospitals in Italy or for halting
their closure.

• Less specialised interventions are offe-
red in Italy to people who use public
mental health services  than in the UK.

• N u rses, so cial wo rke rs , and  to  an
extent psychiatrists too have a more
flat career structure and scale in Italy.

• Having a good service for the large
g ro up of peop le with mild  m ental
health problems is a matter of luck in
Italy.

• There are fewer voluntary sector servi-
ces in Italy than in the UK; a number of
those which belong to the Church are
of poor quality and perpetuate institu-
tional mentality.

• Institutional mentality can be observed
in Italian psychiatric wards in the gene-
ral hospital, as well as in some of the
settings set up for the resettled popula-
tion.

• There is relatively little by way of for-

mal advocacy in Italy in comparison to
the UK.

The Italian government is taking a back seat
in terms of initiating mental health policies.

UK
• The UK government continues to lead

refo rm s in  mental h ealth , advised
mainly by psychiatrists ; bu t increa-
singly enabling users and carers to
take a formal part in service planning
(12).

• The government is no w moving to
focus on mental health promotion and
so cial in clusion, fo llowin g a  pub lic
health model of mental health, re-dis-
c overin g the conn ection s betw een
poverty and social exclusion and men-
tal illness (see Standard 1 of the Natio-
nal Service Framew ork for Mental
Health).

• Yet the government is also increasing
the control element in mental health
services (13).

• The government is also pushing the
focus on employment and education
for all people with a long-term disabi-
lity, including mental illness  (14) a
minority of profess io nals are beco-
ming engaged in these issues, these
are left mainly to the voluntary sector
and to non-professionals to handle.

• Ins titu tional mentality is visible in
many of the settings constructed for
the resettled population.

• There is a growing number of user-led
and carer-led organisations and servi-
ces; as well as in advocacy settings, lar-
gely poorly funded (15).

• The considerable growth in the volun-
tary sector has in parallel led to curtai-
ling the campaigning function of this
sector.

• There has been a considerable growth
in private, for profit, facilities in the
hospital and secure units sector, as
well as in private psychotherapy; but
not in other components of the mental
health system.

• The resettlement project is perceived
to be a failure among politicians, the
general public and man y profess io -
nals, despite the statistics which shows
it to be a success in terms of major
indicators stated above (16) (11).

• If there was a failure, it is in being
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Thus we need to understand where is this
difference in public opinion coming from.
The Italian services are less well resourced
financially; offer less economic benefits to
service users, and  the professionals there
have less specialised training than the Bri-
tish ones are.
There is no reason to assume that the Ita-
lian population suffers less from mental ill-
ness. Yet we do know that there are far
fewer compulsory admissions to the Italian
facilities. Of the few studies that look at
satisfaction of users, carers and professio-
nals, Italian users and professionals seem
to be more satisfied than their British coun-
terpart, but the Italian carers are less happy
than the British ones (who are unhappy
too, but less so).
Perhaps the difference in the public verdict
is due to focusing on working with public
opinion, on attempting to involve the com-
munity from the very beginning, develo-
ping a more informal relationships with
clients and emphasising employment and
sociability more than medication and psy-
ch o t h e r a p y. The Italians  s eem to have
accepted that their work is about care rat-
her than cure a long time before the Nor-
malisation approach has introduced this
perspective in some professional circles in
the UK.

The Netherlands.    
The lack of hospital closures in the Nether-
lands is equally worthy of at tention, becau-
se the Dutch were the first to establish day
care and  crisis in terven tion services in
Europe, as early as 1948. They do have a
wide network of services in the community,
which today includes obligatory groupwork
on employment issues, often run by servi-
ce users employed by the insurance com-
panies which run the 43 psychiatric hospi-
tals, most of which have a patients council.
The Dutch have also the most developed
user representation in Europe, which began
in 1974. They run an advocacy schemes
both at a group and individual levels, fun-
ded by the government. They have halfway
houses, sheltered accommodation, com-
munity mental health centres..
And yet not even one psychiatric hospital
has closed there since the Second World
War, nor is there a move to enforce such a
closure. One way to explain this state of
affairs is to think that the hospitals - rather

uninterested in changing attitudes, in
being afraid to admit that the hospital
regime was a poor option; in not offe-
ring a resettlement programme to the
"new long stay", and in being over-pro-
tective towards the resettled popula-
tion.

The major lessons for other countries are:
• Deinstitutionalisation can succeed;
• The quality of life of the resettled popu-

lation has improved with their move to
live in the community;

• Integ ration  w ithin  th e com mu nit y
requires a non-institutionalised menta-
lity by the service providers and policy
makers;

• It is both necessary and possible to
involve the general public in a positive
way in the process of deinstitutionali -
sation;

• The achievements of deinstitutionalisa-
tion do not stand still; they require to
be re-fostered within the new context
c o n s t a n t l y, as attitu dinal ch a n g e
towards the resettled population has
yet to take hold;

• The over-emphasis on continued care
clients is detrimental to the provision
of a comprehensive mental health ser-
vice, to catering for the needs of the
growing, vast, majority of people who
suffer from mild mental distress, and
to a mental health promotion agenda.

Thus the challenge of continuing to be
simultaneously committed to deinstitutio-
nalisation yet to a mental health promotion
agenda is considerable; it requires a well
developed psychosocial approach and a
strength-focused pers p e c t ive; one which
takes on board community development
approaches and methods, the social model
of disability, and social inclusion. The medi-
cal model is insufficient to deliver this dua-
lity, and its dominance hinders the whole
project.

Presently, we have an unexpected outcome
of the way hospital closure went in the two
countries in terms of public opinion. Alt-
hough the outcomes of the resettlement in
the UK are largely positive, hospital closu-
re and community care are regarded as a
failure. The opposite is true of Italy.
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more comfortable than the British ones -
provide an asylum, and that the Dutch sys-
tem has not led to a change in approach on
the scale achieved by the Italians. Another
is the fact that hospitals are run by insuran-
ce com pan ies , and n ot  directly by the
government, and it is not in the financial
interest of these companies to close their
"golden egg". The government seems keen
to curtail the power of the insurance com-
panies and that of the hospital sector. Four
years ago the government made it manda-
tory for hospitals to give a slice of their
income to innovator community-based pro-
jects.

The Impact of the introduction of mar-
ket economy p rinciples to mental
health services

The introduction of such principles is taking
place all over Western Europe, even if at a
different pace, with the German system
having such elements from the very begin-
ning, the UK introducing it ten years ago,
and only five years ago in Italy.
The principles include:   
• decentralisation;
• greater autonomy over financial and

organisational matters given to local
units  (h os pit al tru sts , pr im ary care
trusts);

• enticing private for-profit, and private
not-for-profit organisations to enter the
service systems;

• fostering competition among the diffe-
rent providers;

• establishing a greater managerial sec-
tion with greater than ever responsibi-
lities for the financial, organisational,
and professionals functions.

This  introd uctio n is jus tified on th e
grounds that competition will reduce costs,
improve quality and quantity of available
services, and thus improve consumer choi-
ce.

Judging from the British experience, the
main outcomes of this fundamental change
are:
Positive outcomes:
• a much larger and stronger not-for-pro-

fit,  larg ely un med icalised, mainly
socially oriented, sector;

• a s mall sp ecialised  priv a t e - f o r- p r o f i t

sector catering for  th e high at risk
population;

• competition between the public and
the two private sectors at the begin-
ning of this change process;

• enthusiastic managers, keen on positi -
ve change and innovation;

• greater legitimation for user and carer
involvement;

• opportunities for re-thinking the exis-
ting system of services and reforming
it.

Negative outcomes:
• fragmentation of the system;
• demoralised workers in the public sec-

tor;
• losing the campaigning element of the

not-for-profit sector;
• split between professional and mana-

gerial interests;
• the managerial ethos becomes the dri -

ving ethos;
• running services for the sake of balan-

cing the books and for the sake of pro-
fit rather than to meet identified needs;

• over-emphasis on working with indivi -
duals as individual practitioners, and
under-emphasis of collective work.

Much greater focus on getting people with
mental health problems back to work or at
least into education and training than befo-
re can be observed in the British system.
This is positive in terms of enhancing peo-
ple's strengths, confidence, and social este-
em, and in reducing costs in the long term.
However, it also may mean that people are
penalised if they are not ready for any type
of training or work, and that the fear of
losing financial benefits may prevent peo-
ple from taking up employment opportuni-
ties, while if they remain on benefits they
can earn relatively little.

Innovation in Intervention Methods

A new approach to working with users and
carers has been introduced in the late 80s,
and further developed in the 90s. Using
education al method s, an d self-man age-
m ent  tech niqu es, s uch prog ram mes
attempt to provide:
• updated knowledge about a specific

mental illness;
• updated knowledge about patterns of
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It would be useful to understand the rea-
sons for this growth, after centuries in
which users were told that the professional
knows best, in order to ascertain the moti-
ves and to then look at whether these deve-
lopments follow the motives behind them.
Likewise, it would be relevant to look at
o p p o rtunities and  b arr i e rs fo r su ch  an
involvement

Th e m otivation for  invo lv ement diff e rs
according to the stakeholder. Thus:
• Users wish to be involved in order to

have greater control over their lives
and for the purpose of gaining more
say in what is happening to them and
the type of services on offer then they
had up to now;

• Carers wish to have more say for them-
selves, as they feel largely ignored by
profes sion als an d often b arred by
users from having information as well
as from having a say in decisions. They
have not demonstrated up to now any
interest in developing direct UI, and if
ny may see it as a threat;

• Professionals as we know do not speak
in one voice and do not represent only
one position on UI. Psychiatrists -iden-
tified by politicians, the public, carers
and users, and themselves, as the lea-
ders of this field- have not come for-
ward in favour of user involvement
thus far in most European countries,
perhaps with the exception of Italy and
the Neth erland s. Instead, they  may
tolerate it or oppose it, depending on
their individual and small group incli-
nation.

• As a group, psychologists do not have
a clear position on UI - some of them
have indeed led such initiatives, while
others did not

• Social workers have favoured UI in
mo st Eu ropean  cou ntr ies, includ in g
Britain. Their national orga n i s a t i o n s
have openly supported it, as it fits well
the valu e o f s elf-d etermination, the
st reng th appro ach  to  s ocial w ork
clients , and m ore recent ly that of
empowerment. In many cases social
workers initiated, with users, such pro-
jects.

• Nurses have not embraced as a collec-
tive UI, but have willingly participated
and initiated this in many instances.

behaviour and emotions to be expec-
ted from people suffering from the
condition;

• knowledge about early warning signs;
• s trateg ies  o f h and ling the  wa r n i n g

signs as constructively as possible;
• coping strategies for both users and

carers;
• conflict resolution tactics;
• things a person can do for him/herself;
• strategies to enhance self-esteem

The approach fo cu ses  o n kn ow in g and
esp ecially o n do in g, enables users and
carers to be more in control over  what is
happening to them than before, and treats
them as active, capable, learners, rather
than as passive patients.
Such an approach has its limitations too. It
can be used in a biased way, for example to
p r ovide o nly  kno wledg e th e p res enter
believes in, or to provide knowledge we are
unsure about as high in certainty, as users
and carers prefer certain ty over uncer-
tainty. More often than not educational pro-
grammes oversimplify the highly complex
issues aimed to be covered. Thus it is tricky
to provide accessible cover which does not
oversimplify, is not biased in one direction,
and admits to areas of uncertainty, as well
as to losses and suffering.

User involv ement: achievements, failu-
res, and challenges.

• The growing interest in user involve-
ment (UI) at the European level and  at
the level of each European society is
reflected in a number of ways, such as:

• The coming into existence of the Euro-
pean Users Network, based in the Net-
herlands in the mid 1990s;

• The systematic use of West European
user trainers to enhance UI in East
Europe;

• The presence of users in planning and
auditing groups in countries such as
the Netherlands, Sweden, and the UK;

• The involvement of users as trainers
on  p ro fess io nal cou rs es, m ain ly for
social workers, but increasingly also
for nurses in the UK;

• The involvement of users in running
user-led projects in a variety of fields.

It would be useful to understand the rea-
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• Occupational therapists (a profession
that does not exist in every European
country) have taken a position similar
to that of nurses;

• Politicians in North Europe have come
forward for UI, whereas those in Sout-
hern Europe have not. Politicians in
post-communist countries (Central and
East Europe) do not seem even to com-
prehend what it could possibly mean.

• The media, which plays a major role in
shaping and reflecting public opinion,
has underplayed publicity for UI, but at
times interviewed prominent members
of the user movement when their per-
sonal stories are judged to be of suffi-
cient news value. This is true of a mino-
r ity of quality papers; most p apers
have just ignored UI or examples of
users' success.

Achievements

UI in its recent, post-modern, incarnation,
dates f rom 19 74 , w hen  th e Dutch user
movement succeeded in becoming part-
ners to the planning cycle of policy of the
Dutch government and opened the first
patients council and the Client Bond (an
advocacy service run and managed by ser-
vice users) in Utrecht. 
Thus the Dutch have had three major achie-
vements:
• Involvement in making policy;
• Managing and providing a much nee-

ded advocacy service for other users;
• Creating a voice for the much-neglec-

ted  p op ulatio n of in patients, which
em po wered them  in the encounter
with hospitals managers.

These have become achievements to be
emulated throughout Europe, though not
all at once and not all at the same time in
the same country; some countries are still
not there.
For example, (17) was invited to come to
Nottingham in the UK in 1986 by Ingrid Bar-
ker, then development worker of Mind, to
train British workers and users in how to
set up patients councils. Yet participation in
planning -as distinct from attempting to put
pressure on planners from the outside- has
happened for the first time in the UK in the
early 1990s, when the Mental Health Task
Force came to exist for two years only, and

when in parallel members of the Camden
Consortium were invited to become mem-
bers of the management committees of the
new facilities established to resettle. people
leaving Friern Barnet psychiatric hospital,
as part of the planned UK hospital closure
and resettlement programme.
The recognition that users who participate
in planning committees, or any other com-
mittee for that matter, require training in
becoming eff e c t ive committee mem bers
followed much later. In an interesting sche-
me based in North Essex the newly esta-
blished Mental Health Users Network com-
missioned a training module from my scho-
ol.

Titled Pathway to Empowerment, it has the
following components:
• Update of knowledge of mental health

policies and legislation;
• Update of knowledge of structures and

content of mental health services;
• Formal and Informal understanding of

how mixed membership committees
work;

• Skills for effective committee mem-
bership, including a short field place-
ment

Southern Europe has less formal participa-
tion, and a greater focus on solidarity and
support network, often led by professionals
(18). Although by definition more paterna-
listic when led by professionals, these pro-
jects do not only reduce isolation and de-
medicalise user and staff experiences. They
also can enable the development of more
user-led initiatives, enhance the confidence
and competencies of users to imagine what
they wish to do and to be able to run it. 
Th e w ork co -op eratives, and the so cial
firms which exist all over Europe but in par-
ticular in Southern Europe (19) (10),  enable
to build another type of confidence and
competencies in an area which is so central
to our self and social esteem. 

Within the social firms users are not only
acting as workers, but as:
• members with a say in the decision

making of the co-operative or the firm;
• head of work groups;
• rep res enting  th e project in contacts

with external agencies and the com-
munity;
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users can be researchers, in the same way
that only a minority in the general popula-
tion will be researchers, the importance of
taking on research by users is about chan-
ging the knowledge and evidence base  in
mental health. Both knowledge and eviden-
ce are central to our understanding of men-
tal health and ill health, of what works and
what does not in terms of interventions,
desirable and undesirable attitudes. Yet for
far too long this important component was
left only to professionals to create and
verify.
To date in Europe we find user researchers
in the UK only, though outside Europe they
can be found in the US and Israel.
As one of the relatively few professional
r e s e a r ch e rs engag ed in  initiating  th ese
type of research projects I cannot  suggest
that they offer "plain sailing". Not surpri-
singly they entail a number of likely obsta-
cles, which I will detail below, but all of
which can be overcome.
To provide one example of how users rese-
archers can contribute new knowledge, I
would like to look at the project in which
people with personality disorder were trai-
ned to research the experience of persona-
lity disorder of other people, carried out in
Colchester in 1999. (23) (24). 

Background to the User Researchers Pro-
ject on Personality Disorder:
• build upon an 18 months project by

local users in a Mind advocacy project
focused on local policy recommenda-
tions for services for people with per-
sonality disorder in the locality, incor-
porating their experien ces  into the
work of the project and its written
recommendations;

• proposed by a university researcher;
• financially supported by the university

throu gh  RAE (research assess ment
exercise) funding and by time and faci-
lities donated by the local Mind group,
as well as supervision free of charge by
two university researchers;

• training p ro gramm e p ro vided ov e r
three months, focused on listening and
recording skills, understanding rese-
arch principles and power relations,
ethical base, formulation of research
questions and turning them into an
interview schedule, role play of inter-
views in the group, piloting interviews

• demonstrating the strength approach
in practice.  

An important further step has been the
involvement of users in training, as it mar-
ked the acknowledgement that users' expe-
riences are not only valid, but also provide
useful new perspective to be understood
and taken into account by professionals.
Users trainers are operating on a regular
basis in Italy, the Netherlands and Britain,
and on a less regular basis in most other
European countries, including by now the
po st-communist co untries. Us er trainers
need to be trained in how to teach and in
particular how to find the right balance bet-
ween self-exposure and representing more
general experiences, and have to be sup-
ported at both the preparatory and debrie-
fing stages. Participants' (be they students
or workers) comments are usually extre-
mely positive, even if they felt uncomforta-
ble by the critique implied or stated by the
user trainer of current practices.
Yet another crucial step in the evolving UI is
the contribution of users to research as
active researchers. While there have been a
number of users who became fully quali-
fied researchers through the completion of
their academic studies and  working as pro-
fessional researchers, this relatively new
initiative entails:

• self-selection of users and selection by
professional researchers for the role;

• training within a relatively short period
for a general understanding of rese-
arch and for being able to perform spe-
cific research tasks (e.g. interviewing,
administering a questionnaire, compo-
sing a research tool);

• participation in the process of formula-
ting the research questions and taking
methodological decisions;

• participation in the process of getting
ethical permission;

• contributing to the recruiting research
participants;

• data collection;
• data analysis;
• writing up;
• dissemination

For references see: (20) (21) (22) (23) (24)
(25) 
While it is clear that only a minority of
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with friends, debriefing techniques;
• participation in the process of getting

ethical permission, facilitated by the
fact that the committee's administrator
was an ex-user and a Mind activist. 

• ensuring on-going support for the six
users researchers, all of whom have
gone through crisis periods during the
research process, four of whom made
it to the interviewing stage;

• none of th e u ser  research e rs were
researchers before; only two had a uni-
v e rs ity  deg ree in unrelat ed s ubjec t
areas.

Main findings
• 50 people with personality disorder

were interviewed;
• Most of them lived on their own and

were unemployed;
• Most women were given the diagnosis

of borderline PD, while most men were
given that of anti-social PD.

• Nearly all interviewees have had other
diagnoses, usually depression;

• More than 80% suffered from child
abuse, mainly sexual abuse;

• 80% felt that being attributed the diag-
nosis led to worsening the attitudes
an d int erven tions  o f p rofess io nals
towards them, while 20% felt these
have improved after being given the
diagnosis;

• 90% could identify some strengths in
themselves; some could not;

• All wanted to be better heard and their
traumas worked with;

• Family support was perceived by half
of the group as very helpful, and as
harmful by the other half;

• Police and CMHTs (community mental
health teams) interventions were rated
as the least helpful;

• GPs and psychotherapy were rated as
the most helpful interventions;

• With the exception of one person, no
difficulties were experienced in inter-
viewing by the user researchers or the
interviewees.

Dissemination phase
• Involvement of the user researchers in

the dissemination was essential to this
project;

• Users researchers have participated in
most of the dissemination opportuni-

ties (more than 10 by now!), including
two to the professionals in the teams
working with them;

• Responses to the presentations moved
from great enthusiasm to utter silence;

• Four (short ) articles were written with
the users researchers, two (a disserta-
tion, and a long article for publication
in an academic journal) without them;

• A national newsletter about PD has
been established by the group;

• Two of the users participated in a uni-
versity research module, one of them
has gone back to college since.

I hope that this example has highlighted
that such projects are both possible and
desirable, even if they come with their own
set of difficulties.

Failures

Because UI is "politically correct", morally
right and recently developed, we tend not
to look at failures in this field. We are plea-
sed with every small project, and rightly so.
Yet without taking stock of both success
and failure we are not going to progress
further.
Thus far, the main failures have been:
• UI is not taking place every where, and

is not part of everyday practice;
• UI has not impacted on everyday prac-

tice with  individual service users;
• UI can be tokenistic at times;
• Users active in UI initiatives are not

being paid adequately; 
• Users do not seem to have an alterna-

tive vision of services against which
the current system would be judged;

• The media, and the general public, are
blissfully unaware of UI and  it has not
led to any change in lay perceptions of
mental ill health and of people suffe-
ring from it.

Again, most of these failures can be explai-
ned away by the short time since the intro-
duction of UI, assuming that for such a radi-
cal shift to take roots time is necessary. This
may be the case in part, but does not tell
the full story. Users are perceived by a
number of professionals as cheap labour
who should be grateful for being asked to
participate and do the work. The fact that
most of them live on benefits, that even
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of us in different ways, and it affects carers
and professionals more than most other
groups. 
Furthermore, as professionals and carers
too do not have only one position on most
issues of mental distress and health, these
groups too have to work out a shared
vision. Each group could contribute there-
fore to the process of arriving at such a
vision w ithou t h aving to reinv en t the
wheel, and share in owning it.
As long as UI is not an inherent feature of
the service culture, it is unlikely to make
any inroads to lay culture, even if reaching
the latter req uires th e u se of diff e r e n t
means.  The current growing interest in the
mental ill health at the workplace could
facilitate a greater interest by the lay public
in UI. 

Challenges

The first, and main, challenge relates to the
failure outlined above, namely the fact that
UI has not become part of everyday life of
service users and everyday professional
practice, a benchmark against which we
judge a service and a system.
If this will not happen UI will remain the
"icing on the cake".
Yet for this cultural change to happen a fun-
damental shift in the views of professionals
of the people they are working for and with,
and about their own role and competen-
cies, has to take place.
To get this fundamental shift a re-appraisal
of the following is needed:
• the strengths of users as against the

current dominance of their problems
and weaknesses;

• the limits of professional understan-
ding and of current knowledge;

• the value added by the insight users
have about their experiences and the
usefulness of different interventions;

• the value added by the insight carers
have;

• the necessity for shared work by the
different stakeholders in this field.

Conclusions

In conclusion, we are living in an era of
considerable changes and innovation in
mental health systems. Not all of these

those who do not live on benefits are free
lancers and have only part-time work, is
c o nven ien tly  forgo tten. The limit ations
imposed by the benefits system is another
impediment. 
Tok enism is hardly surprising if professio-
nals are not convinced of the necessity for
UI (26). Such necessity should be part of
training for professional practice in any of
the helping profession, as there is plenty of
evidence that lack of motivation by the
client is a major stumbling block to any suc-
cessful intervention at the individual level. 
Th e lack of alternative vis io n by users
reflects in part the heterogeneity of the
users group. In part it is derived from the
preference for a pragmatic perspective, a
focus on the achievable, and the fear of
clashing with the more powerful stakehol-
ders, such as managers, professionals and
politicians (26).
Yet the lack of vision perpetuates the exis-
tence of the aspects users do not like in the
current system, and makes it easier for
users to be co-opted into that system. For
example, relatively few users are against
the use of medication, but most of them
have difficulties in taking medication for
life, with the toll of the side-effects, with
lack of good enough explanations and loo-
king for alternative medication with fewer
side effects, and with the continuing pau-
city o f use of oth er in terven tio ns  o nce
medication has been prescribed. Yet we
have not s een s ustained  work by user
groups any where in Europe on this central
issue in terms of what they would like to
see instead, and how we can get there.
Likewise, no sustained attempts seem to
have been made by those professionals
keen on UI to work with users on these
issues. This aspect relates also to the sepa-
ratist agenda which is perceived to be the
mo re po litically correct approach to go
about UI.  Based on the lessons from the
women's movement and Black people, it is
assumed that an oppressed group has to
work on its own to gain a liberated identity
and to fight its own battles. It seems to me
that this is only partially true.  Yes, users
have to find their own voice and identity
and others can only help in facilitating this
process. 

But the future of European mental health
systems affects not only users; it affects all
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changes turn into innovations which bene-
fit service users, carers, or frontline wor-
kers.
Also, innovations once in place require
constant attention, or else the system will
easily revert to it’s the less demanding past,
as attitudes take even more time to change
than structures and ways of work. It is up to
those of us who work in these systems to
ensure that innovations are put in place,

and kept there. This most demanding task
requires partnerships between professio-
nals, manag ers, users , carers, and  th e
general public. 
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