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According to the World Health Organization (WHO), mental health is defined
as a state of mental well-being, enabling people to cope with life stressors, to
achieve their personal goals and to actively contribute to their community [1].
Mental health is a complex construct, which cannot just be explained as lack
of mental disorders, lying on a continuum between physiological and patho-
logical states.

Mental health conditions include different types of psychiatric disorders
and behavioural disturbances, which are associated with significant levels of
distress and impairment in social and personal functioning.

Thus, mental disorders have a complex etiopathogenesis, due to a complex
interaction between the brain, human social relationships, and individual and
social psychological domains. Although the etiopathogenesis of mental dis-
orders is still not fully elucidated, paradigms that conceptualize mental disor-
ders only as responses to genes or to adverse environmental situations or to
problematic interpersonal relationships seem to be too simplistic. Establishing
the superiority of a model over another is probably a useless exercise, which
has led researchers and clinicians far from the identification of what really
causes a given mental health problem. In this respect, mental disorders can be
considered not different from other chronic diseases, such as diabetes, cardio-
vascular diseases, or cancer, for which the interaction between biological,
physical, social, and psychological causal factors is well established [2].

In mental health, the social determinants are well-known and should rep-
resent the target for specific universal, preventive, and protective interven-
tions aiming to prevent the onset of mental health problems, to promote
positive attitudes towards mental health in the general populations [3]. The
social determinants of mental health include early childhood adversities,
physical and psychological violence, bullying, childhood neglect and mal-
treatment, lack of social and economic support, lack of social security, eco-
nomic crisis, war-related traumas, belonging to minority groups,
discrimination, and other forms of trauma. More recently, urbanization, pol-
lution, and other environmental factors have also been identified as increasing
the risk of developing mental health problems [4, 5].

Based on these premises, this book promoted by the Italian Society of
Social Psychiatry (Societa Italiana di Psichiatria Sociale, SIPS) includes con-
tributions on the impact of social determinants on mental health, discussing
the most up-to-date findings on social determinants of health and mental
health. In particular, the first chapter addresses the relevance of the revised
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biopsychosocial model in explaining the etiopathogenesis of mental disor-
ders (Fiorillo et al.), which seems to be more in line with recent findings from
mental health research and practice and may serve as a foundation for a more
granular understanding of the most severe mental disorders. Several chapters
focus on specific social determinants, including employment and socioeco-
nomic condition (Bellomo et al.), pollution and climate change (Tortorella
et al.), urbanization (Percudani), and traumatic events (Carmassi). New social
determinants of mental health are considered in other chapters; in particular,
the risk of novel psychoactive substances (Martinotti et al.) and the impact of
new technologies and digitalization (Volpe et al.) are addressed. Of course,
for each chapter, not only are the risks discussed but also opportunities for
mental health professionals to reduce such risk factors and increase protective
factors for the general population and for those at risk of developing mental
disorders.

This book is in line with the recent WHO report, “World Mental Health
Report: Transforming Mental Health for All”, which highlights the need for
all countries to achieve meaningful progress towards better mental health for
their populations by focusing on social determinants of mental health.

We really hope that psychiatrists and other mental health professionals
will find this book useful for their clinical practice and will help them to pay
more attention to the psychosocial determinants of mental health in order to
develop more personalized treatment plans.

References

1. World Health Organization. Mental health definition. https://www.who.
int/news-room/fact-sheets/detail/mental-health-strengthening-
our-response

2. Fiorillo A, Giordano A. The biopsychosocial model of schizophrenia and
cancer: unraveling the etiopathogenesis of complex diseases. Eur
Psychiatry 2022;65(1):e86.

3. Kirkbride JB, Anglin DM, Colman I, Dykxhoorn J, Jones PB, Patalay P,
Pitman A, Soneson E, Steare T, Wright T, Griffiths SL. The social deter-
minants of mental health and disorder: evidence, prevention and recom-
mendations. World Psychiatry 2024;23(1):58-90. https://doi.org/10.1002/
wps.21160.

4. De Rosa C, Sampogna G, Luciano M, Del Vecchio V, Fabrazzo M, Fiorillo
A. Social versus biological psychiatry: it’s time for integration! Int J Soc
Psychiatry 2018;64(7):617-21.

5. Deferio JJ, Breitinger S, Khullar D, Sheth A, Pathak J. Social determi-
nants of health in mental health care and research: a case for greater inclu-
sion. J Am Med Inform Assoc 2019;26(8-9):895-99.

Naples, Italy Andrea Fiorillo
Lecce, Italy Serafino De Giorgi

Preface


https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://doi.org/10.1002/wps.21160
https://doi.org/10.1002/wps.21160

Organization of Community Mental Health Care in Italy . . . .. 1
Serafino De Giorgi, Matteo Di Vincenzo, Riccardo De Giorgi,
Gaia Sampogna, and Andrea Fiorillo

The Biopsychosocial Model Revised for Mental Health . . . . . .. 11
Gaia Sampogna, Roberto Brugnoli, and Andrea Fiorillo

How Social Determinants of Mental Health Influence

Clinical Dimensions of Mental Disorders................... 19
Chiara Alessandra Capogrosso, Riccardo Matteo Cioni,

Cristina Crocamo, Francesco Bartoli, and Giuseppe Carra

Initiatives for Ending Stigma and Discrimination in

Mental Health . . ......... ... ... ... ... ................. 35
Matteo Di Vincenzo, Salvatore Cipolla, Eleonora Arsenio, and

Gaia Sampogna

Mental Health and the Role of New Communication
Technologies. . . ...... .. ... ... .. .. .. . . ... 49
Laura Orsolini, Giulio Longo, and Umberto Volpe

Transforming Mental Health Systems for Youth:

An Unavoidable Priority ................................ 81
Paola Calo

Gender Inequality and Women Mental Health:

Where DoWe Stand? ........... ... ... ... .. ... ... ..... 101
Cinzia Niolu, Emanuela Bianciardi, and Alberto Siracusano

Violence and Mental Health. .. ........................... 113

Brunella Lagrotteria, Giovanna Paoletti, Corrado Villella,
Alessia D’ Andrea, Enrico Pompili, and Giuseppe Nicolo

New Psychoactive Substances (NPS):

A Rising Pandemic in the Mental Health Field? . ............ 129
Stefania Chiappini, Clara Cavallotto, Tommaso Piro,

Francesco Maria Semeraro, Ilenia Rosa, Francesco Di Carlo,

Mauro Pettorruso, and Giovanni Martinotti

vii



viii

10

11

12

13

14

15

16

17

18

19

20

21

The Mental Health of LGBTQIA+ Population ..............
Antonio Ventriglio, Gian Maria Galeazzi, Mattia Marchi,

Federica Pinna, Manlio Converti, Francesco Amaddeo,

Massimo Mirandola, and Andrea Fiorillo

Promoting Mental Health in Low-Resource Settings:

Focus on WHO Psychological Interventions ................
Corrado Barbui, Monica Bianca Bartucz, and Marianna

Purgato

Migration, Mental Health, and Human Rights ..............
Marina Lalatta Costerbosa and Ilaria Tarricone

Radicalization and Mental Health. . . ......................
Corrado De Rosa, Andrea Fiorillo, Valeria Del Vecchio,

Pierluigi Catapano, Davide Guadagno, Antonio Volpicelli, and
Gaia Sampogna

Promotion of Physical Health and Healthy Lifestyle

Behaviors in Patients with Mental Disorders. ...............
Mario Luciano, Bianca Della Rocca, Matteo Di Vincenzo,

Claudia Toni, Gaia Sampogna, and Andrea Fiorillo

Pollution and Climate Changes as
Environmental Determinants of Poor Mental Health . .. ... ...
Alfonso Tortorella and Giulia Menculini

Social and Cultural Determinants of Suicide. ... ............
Giuseppe Sarli, Lorenzo Polidori, and Maurizio Pompili

Trauma and Mental Health:

Individual and Collective Traumas . . ......................
Claudia Carmassi, Sara Fantasia, Virginia Pedrinelli,

Silvia Mammarella, Laura Giusti, and Rita Roncone

Urbanization and Mental Health. . ........................
Mauro Percudani, Matteo Porcellana, Ilaria Di Bernardo, and
Carla Morganti

The Impact of Job on Mental Health ................... ...
Pasquale De Fazio, Renato de Filippis, Antonio Ventriglio,
and Antonello Bellomo

Sport and Mental Health . . ..............................
Francesca Cirulli, Chiara Ciacchella, and Barbara Collacchi

Personal Recovery in People with Mental Disorders:
The Achievement of a Meaningful Life. .. ..................
Luca Pellegrini and Umberto Albert

Contents



l')

Check for
updates

Serafino De Giorgi, Matteo Di Vincenzo,
Riccardo De Giorgi, Gaia Sampogna,

and Andrea Fiorillo

Abstract

In Italy, the approval of the 180 Law in 1978,
also known as Basaglia Law, marked the transi-
tion from an asylum-based to a community-
based mental health care system. According to
the law, patients with mental disorders are
treated in the community, are integrated into
society, and their rights and preferences on
treatments are recognized. Following the Italian
model, similar acts were approved worldwide.
By 2000, all psychiatric hospitals in Italy had
been closed and all patients discharged.

Within the Italian National Health System,
the Department of Mental Health is responsible
for the provision of community-based mental
health care. It includes several facilities, such as
psychiatric wards located in general hospitals,
residential units, mental health centres, and
day-hospital and day-care facilities.
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The main effects of the 180 Law include
the shift from a custiodialistic to a therapeutic
paradigm of mental health care and the respect
for autonomy and dignity of patients with
mental health problems. However, after more
than 45 years from its approval, several unmet
needs still persist, including low staffing lev-
els, reduced use of community facilities as
long-stay services, and economic disparities
between regions.

Keywords
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1.1 Historical Perspective

on Italian Mental Health Care

In 1978, the Italian Parliament approved the 180
Law -commonly known as “Basaglia Law”-
named after the psychiatrist Franco Basaglia
(1924-1980). This reform marked the transition
from an asylum-based to a community-based
mental health care system, aimed at treating
patients suffering from severe mental disorders
outside of the psychiatric hospitals [1, 2]. Indeed,
as an effect of the application of this law, psychi-
atric asylums were gradually closed down. This
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law imposed the closure of Italian psychiatric
hospitals in favour of a community-based
approach, and it returned civil rights to patients
with mental disorders. When the 180 Law was
approved, the infrastructures needed for the inno-
vations were not yet established, so a significant
burden was posed on relatives and family mem-
bers of patients discharged from the hospital [3].
The law allowed regions to manage indepen-
dently the allocated funds for psychiatric care,
resulting in variations in the level of treatment
provided [4]. With the Italian reform, it was
defined the procedure for issuing involuntary
treatments (“Voluntary and Obligatory Health
Checks and Treatments for Mental Illness”), with
the following conditions that must be present:
there are psychic alterations such as to require
urgent therapeutic interventions that are not
accepted by the patient, and there are no condi-
tions and circumstances that allow alternative
measures to be taken. This limitation of freedom
takes place with a view to safeguarding another
constitutional relief—that of the right to health.
Any doctor can propose a compulsory medical
treatment if the conditions are met. The valida-
tion of this procedure must be done by a psychia-
trist of the public service and provides for a
forced 7-day, renewable, hospitalization. This
document is sent to the mayor’s office, which
makes a validation ordinance within 48 h.

On December 23, 1978, the 180 Law was
included into the 833 Law, which officially intro-
duced the National Health System (NHS) in Italy,
by redefining a comprehensive public health pol-
icy. The NHS was designed as tax-funded and
based on universality, equality, and equity, in
order to cover the health needs of the population.
Nowadays, it absorbs 6.8% of the whole gross
domestic product [5], while a further 2% is vol-
untarily and additionally spent on private health
services by individual citizens. The NHS is artic-
ulated into 139 local health trusts across the
country, each caring for catchment areas ranging
from 60,000 to almost 3,500,000 residents. Since
health care management is administered at a
regional level, disparities exist in terms of eco-
nomic indicators (per capita income, wealth dis-
tribution, unemployment rate, welfare level)

S.De Giorgi et al.

which reflect the diverse allocation of resources
for health among the different geographic areas.

In 1978, almost 80,000 individuals with men-
tal disorders were living in psychiatric hospitals;
they were 7704 twenty years later. By 2000, all
psychiatric hospitals had been closed and all
inpatients discharged [6]. In order to cover all
geographic areas across the country, mental
health services were disseminated, with the aim
to reduce admissions to psychiatric wards located
in the general hospitals [7]. From this moment
on, people suffering from mental disorders had
recognized the opportunity to choose treatments,
to keep their rights, and to feel part of the society
[8, 9]. This approach soon overcame Italian bor-
ders and many countries adopted similar models
of care [10].

In the period 1994-1996 and 1998-2000, two
programmes called Progetto Obiettivo Tutela
Salute Mentale defined aims and organizational
features of mental health departments, including
staff characteristics. In 2020, the expenditure for
mental health facilities in Italy amounted to
approximately 3% of the total NHS resources, by
excluding services for drug abuse and intellectual
disabilities. In 2022, there were 9.9 beds per
100,000 population for ordinary inpatients and
day-hospital cares in general hospitals, and 52
beds per 100,000 residents in community resi-
dential facilities at a national level [11].

Because the Italian community model was
implemented earlier than in the rest of the world,
and relevant efforts were made to move away
from the institutional model, Italy can be viewed
as a laboratory to assess the quality of mental
health care delivered in a community-oriented
system, especially for patients with severe mental
disorders [6, 12].

1.2  The Organization of Mental
Health Care
1.2.1 Mental Health Department

The Mental Health Department (MHD) is the
health organization responsible for providing
specialist mental health care in the community, as
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defined by the Progetto Obiettivo “Tutela Salute
Mentale 1998-2000”. MHDs include the follow-
ing facilities: community mental health centres,
day-care centres, general hospital psychiatric
wards, and residential facilities. MHDs deal with
prevention, treatment, and rehabilitation support-
ing mental health in a defined catchment area, by
planning, organizing, and managing medical and
social resources (Fig. 1.1). Moreover, MHDs
promote informative campaigns and educational
activities for the general population on mental
health themes, in order to fight stigmatization and
discrimination against mentally ill people. In
addition, MHDs organize training courses for
mental health professionals and research projects
on the quality and effectiveness of pharmacologi-
cal and nonpharmacological interventions.

1.2.2 Community Mental Health
Centres

Community mental health centres (CMHCs) rep-
resent the cornerstone of the community-based
system. They provide outpatient consultations
and manage therapeutic and rehabilitative activi-
ties delivered by daily-care and residential facili-
ties. Moreover, they are responsible for liaison
consultations in hospital wards, patients’ home
assessment, and management of emergency.
CMHC:s are open every day for 12 or 24 h, based
on regional organization. According to the
PROG-CSM survey [13], the CMHC/resident
ratio is about 1 CMHC per 80,460 inhabitants at

national level. Each CMHC should include four
psychiatrists, two psychologists, two social
workers or rehabilitation therapists, and eight
nurses, who provide integrated and personalized
interventions for patients with severe mental dis-
orders. The mean is about 24.8 full-time profes-
sionals per 100,000 residents, with some
geographic differences (on average, 25.9 + 11.5
professionals per 100,000 residents in Northern
Italy, 28.3 = 7.4 in Central Italy, and 23.7 £ 6.9 in
Southern Italy). In 2022, almost 750,000 users
accessed Italian CMHC:s at least once, mainly for
depression (33.2 per 10,000 residents) and psy-
chotic disorders (30.6 per 10,000 residents) [11].

1.2.3 Acute Inpatient Units

Acute inpatient care is delivered in general hospi-
tal psychiatric wards (GHPWs), closely linked
with CMHCs to guarantee a continuity of care. As
established by the 180 Law, a maximum of 15
beds is allowed for each GHPW [14]. In 2022,
more than 92,000 patients were discharged from
psychiatric wards, after a mean length of stay of
12.7 days [11]. Admissions to GHPW can be
either on a voluntary or a compulsory basis.
Involuntary admission is regulated by a specific
procedure, described in the 180 Law. According
to the Italian regulation, the patient is suffering
from a mental condition requiring urgent treat-
ment, the person does not accept the treatments,
and it is not possible to take appropriate extra hos-
pital measures. The procedure includes the initial



proposal by a physician and the confirmation by a
psychiatrist working in a public hospital. These
documents are sent to the mayor (the highest local
health authority), which are authorized by the
tutelary judge who is entrusted with the jurisdic-
tional safeguard of such treatment. The involun-
tary treatment lasts for 7 days, but it can be
revoked earlier or prolonged, if the clinical condi-
tions still persist [15].

1.2.4 Day Centres

Day centres usually implement short- and
medium-term rehabilitation programmes, that are
semi-residential ~ recovery-oriented facilities
operated by the MHD or are accredited no-profit
or for-profit structures. They are open 8 h per day
from Monday to Saturday and can accommodate
up to 20 patients per day. Multidisciplinary men-
tal health professionals working in day centres
include social workers, psychologists, rehabilita-
tion technicians, and volunteers. Psychosocial
rehabilitative interventions are delivered to small
groups of subacute patients in order to increase
their social skills, autonomy levels, and daily
global functioning.

1.2.5 Community Residential
Facilities

Community residential facilities are non-hospi-
tal services providing overnight assistance for
patients with severe mental disorders, upon pre-
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scription of CMHCs. They are public or private
(non-profit and for-profit). People living in these
facilities have relatively stable mental health
conditions, require rehabilitative interventions,
and receive periodic clinical and functional
assessment.

According to the Italian Ministry of Health,
community residential facilities can be classified
according to rehabilitation intensity and care
intensity. Residential facilities aim to support
residents to progress from more supported set-
tings to more independent settings as they gain
competences. The care pathway is organized so
that people move on from residential facilities
providing higher support to those providing inter-
mediate support and then to those with minimal
support [16] (Fig. 1.2). All patients receive tai-
lored therapeutic plans, including rehabilitative,
psychological, and pharmacological interven-
tions, for relatively short periods. However,
length of stay often exceeds 2 years [6].

1.2.6 Day-Hospital Facilities

Patients suffering from mental disorders can
receive diagnostic assessments, administration of
medications, and rehabilitative interventions in
day-hospital facilities, which can be located
within the hospital or in external settings. Day
hospitals usually operate for 6 days a week, 8 h a
day. The aim of day hospital is to provide person-
alized treatment plans limiting the need for hos-
pital admissions. Availability of beds varies at
regional level.
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Fig. 1.2 Types of residential facilities

1.3 Service Use Data on Mental
Health Care in Italian
Regions

Provision of mental health care in Italy varies
among the different regions. In particular, the
prevalence of treated mental disorders, consid-
ered as a proxy indicator of the coverage capacity
of community-based mental health care, ranges
from 266.1 individuals per 10,000 population in
the Autonomous Province of Bolzano-South
Tyrol (Northern Italy) to 84.8 in Sardinia.
Differences can also be detected in terms of inci-

dence of treated mental disorders that is higher in
Aosta Valley (Northern Italy) and lower in Friuli-
Venezia Giulia (Northern Italy), Tuscany and
Marche (Central Italy), and Molise and Basilicata
(Southern Italy) [11].

The national rate of compulsory admissions is
1.0/10,000 residents, ranging from 2.3 in Umbria
(Central Italy) to 0.1 in Basilicata (Southern
Italy). Indeed, after the implementation of the
180 Law, the absolute number of compulsory
admissions progressively declined, from more
than 20,000 in 1978 to 5118 in 2022. Similarly,
the proportion of compulsory psychiatric admis-



sions progressively declined from 1978 to 2005,
remaining stable thereafter, accounting for 6.2%
of all psychiatric admissions in 2022 [11].

The Italian Mental Health
Care System: What Else?

14

The approval of the 180 Law in 1978 marked sig-
nificant and enduring changes in the provision of
mental health care in Italy. First, the transition
from a custodialistic to a therapeutic model,
allowing mentally ill patients to be treated in
their own environment and with the same rights
as any other patient suffering from a chronic
physical illness. It took around 20 years to com-
plete the gradual closing down of all asylums, but
at the end the whole process can be considered a
happy-ending story [17]. Also, the dissemination
of community-based mental health facilities
opened the way for a community public health
care system. The opening of psychiatric wards
within general hospitals reduced the number of
admissions and facilitated the integration of men-
tal health care with other medical disciplines [6].
This new model of mental health care would have
not been possible without multidisciplinary
teams of professionals, which include psychia-
trists, psychologists, psychiatric nurses, social
workers, rehabilitation technicians, and other
health workers providing tailored and integrated
treatment for all patients, each professional with
his/her level of expertise [18]. Finally, the 180
Law facilitated the collaboration between mental
health professionals, patients, and family mem-
bers, who are now considered effective members
of the caring team.

However, some areas for concern still persist.
The Italian NHS came into effect with the prom-
ulgation of the 833 Law on December 23, 1978.
Since then, health care in Italy is provided on a
regional basis, with significant variations across
the different regions, especially between Northern
vs. Central and Southern Italy, and the number of
beds in psychiatric facilities cannot represent an
indicator of public health quality, but harder indi-
cators should be considered, such as suicide
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rates, involuntary admissions, and number of
patients placed in forensic facilities [9].

Given this heterogeneity in mental health care
provision, the “clinical pathways in patients with
severe mental disorders in Italy” (QUADIM)
study has been recently carried out to assess the
quality indicators of healthcare pathways for
patients with severe mental disorders in four
regions, namely Lombardy, Emilia-Romagna,
Lazio, and the Province of Palermo [19, 20].
Using the healthcare utilization databases, the
authors found significant heterogeneity in terms
of timing of starting medications, continuity of
care, accessibility to psychotherapy and psycho-
social interventions, monitoring of side effects
and mortality among patients suffering from
schizophrenia [21, 22], bipolar disorder [23], and
personality disorders [24].

The QUADIM project confirmed that the
quality of mental healthcare in Italy is extremely
heterogenous. Although community care is
accessible, continuous, and moderately intensive
in almost all Italian regions, main gaps exist
regarding delivery of psychosocial interventions.
In particular, psychoeducation and psychological
treatments are not frequently provided, and the
intensity of treatments is moderate. Regional het-
erogeneity for the prevalent cases is high in
almost all areas, while it is significantly lower for
newly taken-in-care patients. Accessibility to
home care and continuity of care between gen-
eral practitioners and community mental health
centres are relatively homogenous.

A relevant issue is the rate of employed men-
tal health professionals, which significantly var-
ies among different regions; thus, a reorganization
of mental health services at a national level would
be advisable, in order to reach adequate standards
everywhere. Although more resources are
urgently needed, an increase in resources alone is
not sufficient.

Regional disparity also affects the provision
of mental health to criminal offenders [25]. As
consequence of a Government Decree on April 1,
2008, the national healthcare system became
responsible for managing the health needs of
patients under detention. Following the closing
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down of forensic psychiatric hospitals in 2015,
MHDs provide mental health assistance to
offenders both in prisons and in residential set-
tings. In 2018, 37% of inmates in Emilia-
Romagna were affected by psychiatric,
behavioural, or substance use disorders; conse-
quently, amultidisciplinary and case-management
approach for mental healthcare in jails was pro-
posed [26]. Forensic psychiatric units were cre-
ated within the MHDs of Bologna, Parma, and
Brescia in order to create continuity between
forensic institutions and community facilities, to
collaborate with penitentiary authorities and to
support MHDs on legal matters [27]. Offenders
who were judged not guilty “by the reason of
insanity” but with “social dangerousness” can
now be placed in residential institutions which
replaced forensic psychiatric hospitals (the resi-
dences for the execution of measures of security,
REMS).

The low levels of economic resources allo-
cated to mental healthcare are associated with a
significant burden on patients and their family
members [28, 29]. Indeed, mental disorders are
associated with high levels of family burden,
making a priority the provision of supportive
interventions to patients and their relatives
[30-32]. Unfortunately, these interventions are
only rarely available, mainly because mental
health professionals are already overburdened,
have difficulties in integrating these interventions
in their routine work, and do not have adequate
rooms or support to provide supportive family
interventions within working hours [33].

Another area for concern is the separation
between adult psychiatry and child and adoles-
cent psychiatry (CAP), both in training of medi-
cal professionals and in the organization of
clinical care. In some regions, CAP units are inte-
grated in the MHDs, while in other contexts they
are included in paediatric trusts and provide pre-
vention, therapy, rehabilitation, social and school
support to children and adolescents with mental
problems independently from adult mental health
services. The transition from child and adoles-
cent psychiatry to adult mental health services is
particularly important at this age, since treatment

Table 1.1 Staff and resources for mental health care in
Italy (Source: WHO ATLAS [34])

Staff in mental health sector per 100,000

Psychiatrists 6.39
Nurses 23.84
Social workers 2.41
Psychologists 3.94
Inpatient facilities per 100,000

Beds for mental health in general hospitals | 8.09
Beds in community residential facilities 42.83
Outpatient facilities

Outpatient mental health facilities 1254
Day treatment facilities 843

discontinuation can seriously damage mental
health status of young patients [35]. Psychiatric
services for early intervention in psychosis tar-
geting people under the age of 18 are becoming
more widespread in Italy, but significantly less
than in other countries, and youth mental health
services are completely missing [36].

Further reasons for concern include the low
number of available mental health professionals,
which is not adequate to satisfy the growing
demands for care from the population (Table 1.1)
and the potential use of residential facilities as
long-stay residential services, with a subsequent
lack of alternatives to acute inpatient admissions
for many patients [14, 37, 38]. Patients should
live in these facilities no more than 2 years,
although with some regional variations. Finally,
the use of involuntary admissions and of coercive
measures remains a controversial issue in mental
health practice in Italy and needs to be reconsid-
ered [39, 40].

1.5 Conclusions

In conclusion, the organization of mental health
care in Italy—albeit one of the oldest models in
the whole Europe—is still modern and up to date.
However, several concerns remain, including dis-
parity of care provision at regional basis, low
staffing levels, and improper use of residential
facilities. Alongside with the achievement of
patients’ recovery, through a personalized



approach of care including pharmacological,
psychological, and psychosocial interventions,
psychiatrists are called to deal with other chal-
lenges. At the level of the general population, dis-
semination of knowledge about mental health
and fight against stigma remain priority areas of
action. Prevention and treatment of new forms of
mental health problems, as well as management
of special patient populations, such as migrants;
[41], adolescents [42, 43], and elderly people
[44, 45], require new models of mental health

care and a restructuring of mental

health

facilities.
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Abstract

Mental health and mental disorders are com-
plex phenomena involving specific brain func-
tions, the area of human relationships, and
several individual and social psychological
domains. Although the etiopathogenesis of
mental disorders is still not fully understood,
paradigms that conceptualize mental disorders
only as responses to genes or to adverse envi-
ronmental situations or to problematic inter-
personal relationships seem to be too
simplistic. Establishing the superiority of a
model over another is probably a useless exer-
cise, considering that mental disorders are
complex disorders that reflect the complex
interplay between a complex organ (i.e., the
brain) and an even more complex function,
that is that of human relationships. The bio-
psychosocial model, which encompasses
social, biological, and personal factors, seems
the best model for explaining the etiopatho-
genesis of mental disorders. This model,
which is well recognized in other branches of
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medicine—such as cancer—is currently living
a renaissance in mental health research and
practice.
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2.1 Background
Mental health is a complex phenomenon that can
be approached from many angles, with a recent
renewed interest for interdisciplinary approaches.
The World Health Organization (WHO)
defines mental health as “a state of mental well-
being that enables people to cope with life stress-
ors, realize their abilities, learn well and work
well, and contribute to their community.” Mental
health is an integral component of health and
well-being that underpins individual and collec-
tive abilities to make decisions, build relation-
ships, and shape the world we live in. Thus,
mental health is much more than the mere
absence of mental disturbances. It exists on a
complex continuum, which is experienced differ-
ently from one person to another, with varying
degrees of difficulty and distress and potentially
different clinical and social outcomes. Mental
health conditions include not only proper mental
disorders and psychosocial disabilities but also
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other less severe mental health problems which
cause significant distress, impairment in func-
tioning, or risk of self-harm.

Several social determinants—such as poverty,
unemployment, war, migration, environmental
pollution, climate change—and personal factors,
including specific cognitive traits or tempera-
ments or genetic liabilities, such as polygenic
variants, may act both as risk and protective fac-
tors for mental disorders.

In the last century, the etiopathogenesis of
mental disorders has been explained through dif-
ferent models; however, it has been recently
highlighted that paradigms conceptualizing men-
tal disorders only as responses to genes or to
adverse environmental situations or to problem-
atic interpersonal relationships seem to be too
simplistic [1]. Furthermore, establishing the
superiority of a model over another is probably a
useless exercise, considering that mental disor-
ders are complex disorders that reflect the com-
plex interplay between a complex organ (i.e., the
brain) and an even more complex function, that is
that of human relationships. The biopsychosocial
model, which encompasses social, biological,
and personal factors, seems the best model for
explaining the etiopathogenesis of mental disor-
ders. This approach, which is well recognized in
other branches of medicine—such as cancer—is
currently living a renaissance in mental health
research and practice.

2.2 The Original Biopsychosocial

Model

The “biopsychosocial model” of mental disor-
ders was originally proposed by George Engel
back in 1960s. An internist with a training in psy-
choanalysis, Engel started from the biomedical
model of medical illnesses but considered the
isolated biological, psychological, social, and
environmental components of the various ill-
nesses. Since his publication of “A Unified
Concept of Health and Disease” in 1960 and his
work “The Need for a New Medical Model: A
Challenge for Biomedicine” in 1977, clinicians

G.Sampogna et al.

and researchers worldwide started to consider the
integrative model more appropriate to explain the
causes of most physical and mental disorders.

Engel contended that medical illnesses—and
particularly mental disorders—result from a
complex and dynamic interplay between physio-
logical, psychological, and social variables.

As a consequence of this conceptualization,
he proposed the first biopsychosocial approach,
which became widely accepted for a comprehen-
sive case formulation model and adapted to sev-
eral illnesses, including schizophrenia [2]. Since
1980s, the biopsychosocial formulation became
the organizing principle for psychiatric education
and training, gaining wide acceptability across
the globe.

The biopsychosocial formulation is a tentative
working hypothesis which attempts to explain the
biological, psychological, and sociocultural fac-
tors which have been combined to create and
maintain the presenting clinical problem
(American Psychiatric Association Commission
on Psychotherapy). It is a guide to treatment
planning and selection. It will be changed, modi-
fied, or amplified as the clinician learns more and
more about the patient’s history.

Recently, the sociocultural dimension of case
formulation has received increased attention with
the recognition that culture and ethnicity are
often ignored or mishandled through ignorance
or personal bias on the part of the therapist. In
fact, the DSM-5 has included a Cultural
Formulation Interview (CFI) in order to help cli-
nicians to address important cultural factors [3].

However, in the past 20 years, the biopsycho-
social model has been increasingly criticized for
being vague, useless, and even incoherent clini-
cally, scientifically, and philosophically. The
combination of these two points defines a crisis
in the conceptual foundations of medicine and
healthcare [4]. Thomas R. Insel (2012) stated
that “mental illnesses are not different from
heart disease, diabetes or any other chronic ill-
ness. All chronic diseases have behavioral com-
ponents as well as biological components, the
only difference here is that the organ of interest
is the brain instead of the heart or pancreas. But
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the same basic principles apply.” Furthermore,
Jerome Wakefield (2007) highlighted that by
placing too much attention on the biological
causes of mental disorders, we may overlook
important environmental, behavioral, and social
factors that contribute to mental disorders. But
also considering mental disorders as due only to
psychological or social factors seems to be too
reductionist. Establishing the superiority of a
model over another is not an easy task, consid-
ering that mental disorders are complex disor-
ders reflecting the complex interplay between a
complex organ, which is the brain, and an even
more complex function that is that of human
relationships [5]. Thus, a balanced view—con-
sidering biological, psychological, and social
factors—is again needed in order to correctly
understand mental health and manage mental
disorders.

2.3  TheBiopsychosocial Model:

Revised

Since then, several models have been proposed
for integrating biological and social aspects.
These models have considered social factors as
antecedents to biological processes (i.e., the bio-
logical consequences of social disadvantage
accumulate over time), as modifiers of genetic
effects (i.e., the gene-environment effect [6]), or
as an integral part of biological systems (i.e., bio-
logical and social aspects are intrinsically related
as demonstrated in animal studies in which the
social context changes the neuronal response to
serotonin). However, how social factors are inte-
grated with biological ones is still a matter of
debate and no clear answers can be provided at
the current level of knowledge.

The emotional tone of a person, his/her per-
sonality, the surrounding environment, and other
social parameters do influence the manifestation
of illness. This principle applies to basically all
complex conditions, including cancer, neurologi-
cal illnesses, and mental disorders.

Schizophrenia and cancer are complex disor-
ders causing severe impairment and premature
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mortality. They both include a wide range of dif-
ferent illnesses, with different symptoms, course,
and outcome. While the causes of severe mental
disorders, such as schizophrenia, depression, and
bipolar disorder, remain largely unknown, research
into the etiopathogenesis of cancer has led to clar-
ify its main genetic and environmental factors.
Hopefully, a similar pathway will be applied to
mental disorders if the approach used for under-
standing the etiopathological mechanism of can-
cer is going to be translated to severe mental
disorders. In fact, nowadays, schizophrenia is con-
ceptualized as a neurodevelopmental disorder,
lying on a continuum, from mild psychotic experi-
ences observed in the general population to frank
psychotic episodes. This conceptualization is very
similar to that of neoplasia. Several genetic loci are
responsible for the liability to the illness, and sev-
eral biological (e.g., hormones), environmental
(e.g., pollution), or behavioral (e.g., healthy life-
styles) factors either protect against or prompt the
illness. Such conceptualization of cancer has
paved the way to a personalized approach to the
disorder. This model has been recently proposed
also for mental disorders, since cancer and mental
disorders share the same environmental and
behavioral risk factors, while responsible genes
are still far to be identified [7].

The interplay between biological and psycho-
social phenomena does not allow to draw certain
linear causal links. What is causal, that is, respon-
sible for a cause—effect between two observable
events, may appear casual, that is, the result of
chance and randomness, as we are often unable
to determine a direct relationship. In mechanisms
as complex as cancer and schizophrenia, scien-
tists often fail to discriminate between what is
causal from what is random or chaotic.

Mental disorders, exactly as cancer is, are het-
erogeneous, multifactorial “genetic diseases of
environmental origin,” in which genetic and envi-
ronmental (chemical, physical, and biological)
factors contribute. In fact, evidence is accumulat-
ing which confirm the role of social determinants
of health as risk or protective factors for the
development of severe mental disorders. The
hope is that sooner or later we will be able to find
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a genomic alteration caused by stressful environ-
mental factors in patients with schizophrenia [7].

Genetic Determinants
of Mental Disorders

24

A study carried out by the Brainstorm Consortium
[8] published on Science for quantifing the genetic
sharing of 25 brain disorders from genome-wide
association studies. The authors found that mental
disorders share common variant risks, whereas
neurological disorders appear more distinct from
one another and from psychiatric disorders. These
results highlight the importance of a common
genetic variation as a risk factor for brain disor-
ders and the value of heritability-based methods
in understanding their etiology.

Molecular genetic methods allow estimation
of genetic correlations between psychiatric disor-
ders and subclinical traits of these disorders
based on additive, common genome-wide vari-
ants. Such studies report strong genetic correla-
tions across disorders and traits for ADHD and
major depressive disorder, with a moderate esti-
mate for autism spectrum disorder. An alternative
approach is to calculate the polygenic risk scores
(PRSs) based on discovery genome-wide associ-
ation studies (GWASSs) of psychiatric disorders;
PRSs capture an individual’s common variant
risk for a phenotype. Although some preliminary
evidence supports shared genetic risks across dis-
orders and traits for some psychiatric phenotypes,
the evidence is still controversial. In a large popu-
lation study, Taylor et al. [9] found that genetic
factors associated with psychiatric disorders are
also associated with milder variation in charac-
teristic traits in the general population for many
psychiatric phenotypes.

The Gene-Environment
Model

25

Intriguing findings on genetic and environmen-
tal causation suggest a need to reframe the etiol-
ogy of mental disorders. Molecular genetics
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show that mental illnesses are due to the contri-
bution of thousands of common and rare genetic
variants. Epidemiological studies have identi-
fied dozens of environmental exposures associ-
ated with psychopathology. The effect of
environment is likely conditional on genetic
factors, resulting in gene—environment interac-
tions. The impact of environmental factors also
depends on previous exposures, resulting in
environment—environment interactions. Most
known genetic and environmental factors are
shared across multiple mental disorders.
Schizophrenia, bipolar disorder, and major
depressive disorder, in particular, are closely
causally linked. Synthesis of findings from twin
studies, molecular genetics, and epidemiologi-
cal research suggests that joint consideration of
multiple genetic and environmental factors has
much greater explanatory power than separate
studies of genetic or environmental causation.
Multifactorial gene—environment interactions
are likely to be a generic mechanism involved in
the majority of cases of mental illness, which is
only partially tapped by existing gene—environ-
ment studies. Future research may cut across
psychiatric disorders and address poly-causation
by considering multiple genetic and environ-
mental measures across the life course with a
specific focus on the first two decades of life.
Integrative analyses of poly-causation including
gene—environment and environment—environ-
ment interactions can realize the potential for
discovering causal types and mechanisms that
are likely to generate new preventive and thera-
peutic tools.

Social Determinants
of (Mental) Health

2.6

We cannot exactly predict when and to which
extent a certain environmental insult can cause a
specific mental (or physical) disorder, but it is
well established that the combination of genetic
alterations and environmental factors under cer-
tain conditions can lead to the onset of various
illnesses.



2 The Biopsychosocial Model Revised for Mental Health

Therefore, the social determinants of mental
health play an essential role in the etiopathogen-
esis of mental disorders. The social determinants
of mental health can be grouped in five main
domains: demographic, economic, life context,
cultural, and environmental, which can influence
the mental health of the population. The impact
of structural and economic conditions on mental
health has been highlighted by studies focused on
poverty and income inequality [10], and on the
different exposure to adverse life events—includ-
ing humanitarian emergencies, war, or interper-
sonal violence [11, 12].

As recently highlighted by the WHO [13], a
significant role is played by the environmental
domain. In fact, climate change is associated
with a heightened risk of environmental disas-
ters, such as floods, fires, hurricanes, thus
affecting the mental health and general well-
being of the population. In particular, the
Intergovernmental Panel on Climate Change
(IPCC) has documented an association between
recent climate changes and increased levels of
anxiety, depression, insomnia, and suicidal
behavior [14]. The impact of climate change on
the mental health of the general population is
mediated by several factors such as age, gender,
educational level, and socioeconomic status.
Furthermore, the association between some cli-
mate changes and some mental disorders, such
as seasonal affective disorders, is well estab-
lished since decades.

Recent studies carried out in different coun-
tries have documented that environmental pollut-
ants and global warming are predictive factors of
increased access to emergency room for mental
health problems [15-19].

All nongenetic factors, including infections,
childhood maltreatment and neglect, cannabis
use, alcohol, smoking, bullying, and air, water,
and soil pollution, can make the genome more
“instable,” modifying its structure [20]. Thus, the
environment would “trigger” complex and spe-
cific cellular pathways that, through epigenetic
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modification, can become transmissible from one
generation to another [20-27].

The concept that environmental factors, to
which each of us is involuntarily exposed, repre-
sent a negligible risk today is outdated, particu-
larly in light of growing incidence of cancer and
schizophrenia in children and adolescents. Thus,
there is the need for an integrated and multilevel
approach, which integrates politics, health educa-
tion, and an efficient health system.

2.7 TheBiopsychosocial Model
and Its Implications

for Ordinary Clinical Practice

The predisposing, precipitating, perpetuating and
protective factors (defined as “4Ps”) of the revised
biopsychosocial model include different factors
reported in (Table 2.1). Predisposing factors are
areas of vulnerability that increase the risk for the
presenting problem. Examples include genetic
(i.e., family history) predisposition for mental dis-
orders or prenatal exposure to alcohol. Precipitating
factors are considered as stressful events (that
could be either positive or negative) that may be
precipitants of the symptoms. Examples include
conflicts about identity, relationship conflicts, or
transitions. Perpetuating factors are any conditions
in the patient, family, community, or larger sys-
tems that exacerbate rather than solve the problem.
Examples include relationship conflicts, lack of
education, financial and occupation stress (or lack
of employment). Protective factors include the
patient’s own areas of competency, skill, talents,
interest, and supportive elements. Protective fac-
tors counterbalance the predisposing, precipitat-
ing, and perpetuating factors.

It can be useful to develop a formulation table,
in order to identify all factors occurring in the
specific case of the individual patient. It is impor-
tant to consider that not all boxes must be filled
in, since many factors can act both as precipitat-
ing and perpetuating factors.
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Table 2.1 Biopsychosocial model of mental disorders and 4Ps model

Biological Psychological Social
Predisposing | ¢ Temperament * Attachment style * Poverty
 Personality characteristics » Cognitive style * Low socioeconomic status
» Family history » Self-esteem * Early traumatic events
* Perinatal problems * Migration
* Neurodevelopmental history * Discrimination
* Racism
Precipitating | * Serious medical illness or » Attachment style * Loss/separation from family
injury » Cognitive style member

Use of alcohol or drugs
Medication non-adherence

Self-esteem

Interpersonal trauma
Work/academic/financial

stressors
* Recent immigration, loss of
home
Perpetuating | ¢ Serious medical illness or * Attachment style * Loss/separation from family
injury » Cognitive style member

Use of alcohol or drugs
Medication non-adherence

Protective * Good overall health
Absence of family history
No substance use

Based on [28]

2.8 Conclusions

The WHO report “World Mental Health Report:
Transforming Mental Health for All” highlights the
need for all countries to achieve meaningful progress
toward better mental health for their populations by
focusing on deepening the value given to mental
health, improve the physical, social, and economic
characteristics of environments, and strengthen men-
tal health care so that the full spectrum of mental
health needs is met through a community-based net-
work of accessible, affordable, and quality services
and supports. The revised biopsychosocial model
seems more aligned with the recent findings coming
from mental health research and practice and may
represent the basis for a full and granular understand-
ing of the most severe mental disorders [29-31].

Self-esteem

Positive sense of self
Adaptive coping
mechanisms

Good coping skills

Interpersonal trauma
Work/academic/financial
stressors

Recent immigration, loss of
home

Positive relationships
Supportive community
Religious/spiritual beliefs
Good interpersonal supports
Financial/disability support
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