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Abstract

This study explores the psychiatrization of migrants, particularly asylum seekers and
refugees as individuals institutionalised by the reception system. Adopting this perspective, the
aim is to observe the intersections between human mobility, its commodification, and the
application of Western psychiatry amid the outsourcing of services from public to private bodies.
In particular, the study focuses on the working practices of both psychiatric and social work
practitioners and how these practices are applied to migrant patients, with what premises and what
outcomes. By investigating the psychiatrization of migrants, the study also sheds light on the state
of the welfare system, addressing both therapeutic best practices and malpractices when dealing

with individuals from the Global South and cultural diversity.

The initial hypothesis posits that the psychiatrization of migrant people functions more as
a dispositive of social control than as a therapeutic intervention, lacking the tools and the political
intention to address cultural diversity adequately. The research addresses three core questions: (1)
To what extent does the medicalization of migrants' mental health in Italy genuinely support care,
and to what extent does it serve as an instrument of social control? (2) How are psychiatric services
managing migrant distress, and what are the main challenges and opportunities for improvement?
(3) How is the boundary between migrants' social suffering and mental disorders defined within

Italian territorial services?

The objective is to critically assess the use of psychiatric interventions, labelling, and
pharmaceuticals with asylum seekers and refugees within a racialised welfare context. The study
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draws on Foucault’s theories, a Bourdieusian relational approach, and Sayad’s contributions to
migration studies. Using a qualitative case study method, data were gathered through participant
observation in two contexts (a Mental Health Centre and an Emergency Reception Centre) and
discursive interviews with three participant groups (refugees, social workers, and mental health
professionals) in the Marche Region, central Italy. Thematic Analysis was employed to analyse
data. Findings show how the interactions between social actors involved in migrant management
produce and reproduce structural and epistemic violence, identifying the phenomenon observed as
a case of on-the-ground practice of silencing. Ultimately, the study argues that migrant suffering
is more a matter of social justice than of mental health, reframing it as a fundamentally political

issue rather than a medical one.
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Introduction

Context and background

Although it is fashionable to start with numbers, quantitative data on asylum seekers' and
refugees' living conditions in Italy still need standardisation, accessibility, and reliability
(ISTAT, 2021). Data produced by SISM (Sistema informativo salute mentale) as the main
national mental health data source include in the sample the generic category of “foreign users

9]

with residence in Italy”" (utenti stranieri con residenza in Italia): it lacks granularity and
excludes non-resident foreigners (for instance, asylum seekers, international students, temporary

workers who are not registered in any Italian municipality). Gargiulo (2021) highlights the

difficulties in municipal civil registration (iscrizione anagrafica). Registration is crucial for

1 Own translation from the Italian language
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acquiring fundamental rights in Italy and accessing welfare. Thus, it is important to bear in mind
that mental health statistics (see Di Cesare, 2023) exclude or inadequately represent migrants. As
municipal registration acts as an administrative barrier, a qualitative inquiry could reveal the
overlooked experiences of migrants in accessing mental health services, giving voice to an issue
that is otherwise invisibilised - or silenced (Spivak, 2023)- by numbers on the one hand, and
overrepresented in terms of psychiatric diagnoses on the other hand, as evidenced by the
proliferation of medical publications focusing on post-traumatic stress disorder (PTSD) within
the population of so-called forced migrants. Broadly, numbers do not account for the multiplicity
of statuses within the population of migrants in Italy. For instance, the ISTAT Report on non-EU
citizens (2023) highlights a huge growth in the release of residence permits to 2022 (449.118),
which had not been recorded in the last ten years. And yet, according to ISTAT data analysis
(2023), it is linked with the special treatment accorded by the Italian government to Ukrainian
citizens fleeing from war, offering them immediate protection (the residence permit for
Temporary Protection to Ukrainians was 148.000 on January 2023) without the need for the
individual assessment of credibility made by the Territorial Prefectures. This demonstrates that
numbers might reflect a racialised governance of human mobility which became understandable
by employing constructivist, qualitative approaches. In this context, the psychiatrization of
asylum seekers and refugees appears as an issue which poses multiple challenges. After giving
an overview of the current data on migrants in Italy and the wide perspective from which I look
at statistical data about them, I will start this chapter by presenting my educational and
professional background. Then, I will address four main issues, starting from the focus of the

study, discussing the significance of the research and the theoretical background, the
16



methodology used to produce data and finally, I will conclude by providing a general overview

of the thesis structure to guide the reader in navigating the research project.

I have a philosophical background, starting by enrolling at the University of Milan and
ending at the University of Urbino, where after my bachelor's degree I decided to add a more
practical perspective to my expertise by getting a master's degree in Sociology. My academic
interests, reflected in my bachelor's dissertation and master's thesis, focused earlier on political
philosophy - especially on biopolitics and Michel Foucault theories -, developing them in their
outcomes within social control and human mobility. In this regard, gathering data for my
master's thesis, in 2017 I had my first research experience with migrant people in a community
for unaccompanied minors. There, I noticed how cultural sensitivity could make a real difference
in the quality of interactions between migrants and locals. An entire relational world was
opening in front of me, unfolding its potentialities, and instead of applying for the PhD program
in Global Studies in 2018, as was previously planned, I decided to be on the margins where life
was happening: two months after the master's graduation, I was working in the reception system

as a social operator.

I have been employed in an NGO managing Emergency reception aids, and later in a big
social cooperative part of a territorial network managing a large SAI project. This, till the
pandemic time. A few days before the first Covid-19 lockdown in Italy, I resigned from the
organisation and started the development of what has become my research proposal. It arose
from a deep personal and collectivised interrogation of what I have been required to do as a

social operator, and what I have seen doing during my work in the reception system. On this
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point, my educational background - thanks to the fortunate meeting with some enlightened
professors - provided me with keys to reading the context from a centre, occupying a hegemonic
position in terms of whiteness and knowledge. Yet, being subaltern in terms of class, gender and
power relations within both the academy and the organisational structure of the reception system,
allowed me to have a perspective from the margins, in between a space liminal to that occupied
by blackened people. Indeed, as a recent graduate and newly employed individual living in a
context far from where I grew up and without a family network to rely on, I spent several years
residing in the same neighbourhoods and walking the same streets as the migrants I worked with.
In this regard, the dialectic between centres and margins, hegemonic power and resistance, posed
me several questions from where I started to move in the further development of my doctoral
research. Instead of fetishizing the distance between fieldwork researcher and research
community (Schuster, 2014), subject and object, looking at social research as a “heroized
journey into Otherness” (Gupta and Ferguson, 1997b, p. 16), I have been both part of the
fieldwork and part of a doctoral program. As Wacquant (2004) wrote, even though the
hierarchical structure still governs the practice among field researchers, “Bourdieu overturns the
undiscussed presumption, congenital to the craft, that one must necessarily be socially distant
and culturally different from those whom one studies to carry out valid participant observation.”
(Wacquant, 2004, p. 395). The following case study arises from the everyday life dilemmas of a
social operator and PhD candidate navigating different organisational contexts into a society
crossed by many invisible borders, in political terms, or impairments, according to the social

model of disability.
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The focus of the study, research questions and

objectives

When we talk of mental illness we are talking of the psychiatrist.
When we talk of the black we are also talking of the white.

(Littlewood and Lipsedge, 1993, p. XIII)

The study is based on the hypothesis that, at the territorial level, instead of providing care
psychiatric institutions function more as instruments of state custody and control within the
broader framework of migrant management. Migrants are often portrayed as a social security
threat rather than as individuals with rights (Artero and Fontanari, 2019; De Haas, 2023;
Sorgoni, 2019; 2019b), reflecting a state-centric, nation-based perspective (Malkki, 1992; Saada,
2000). This perceived threat to the community is reinforced using medical and legal discourses
as tools to ensure order and security (Basaglia, Ongaro Basaglia, 2024; Foucault 1972; 1975).
The purpose of this research is to examine the role that psychiatry and pharmaceuticals play in

the treatment of asylum seekers and refugees within the reception system.
To explore the field, the study relies on the following research questions:

e To what extent does the medicalization of migrants' mental health in Italy facilitate
genuine care and to what extent does it function as a dispositive of social control?
e How do psychiatric mental services manage migrants’ distress and what are the main

problems and possibilities of enhancement?
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e Where is the line between migrants’ social suffering and mental disorders within the

context of the Italian territorial services?

The objective of the study is to problematise the use of psychiatric interventions, labels
and pharmaceuticals with asylum seekers and refugees in the context of a racialised and
racializing welfare. The interplay between migration and social policies sets in force a selective
mechanism of inclusion/exclusion which, rather than providing care and social inclusion,
generates social distress and then mental suffering. In the field of critical studies and sociology
of knowledge, the aim is to contribute to a critical reflection on migrant people’s psychiatrization
practices, adopting a less explored perspective. According to my experience as a social operator
and social analyst, the uncritical display of collective everyday actions led to dramatic impacts
on migrants' lives which required to be addressed. I argue that the wide and problematic use of
psychiatric meds and coercion should be tempestively explored and discussed both in academia
and out, with the active participation of service providers and socio-sanitary professionals. The
issue has multi-scale broader implications, from the micro-level embodied lives of people and
communities to the medium-level welfare state and social rights governance in Italy, within the
European context. Beyond the local and territorial impact of the study, on a global scale it aims
to contribute to the broader discussion about the pharmaceuticalization of societies (Gabe et al.
2015; Williams, Martin, Gabe, 2011) within global inequalities and decolonisation of mental

health (Mills, 2014).
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Significance of the study and theoretical background

The present case study starts assuming that diagnoses are culturally and socially
constructed within the neoliberal Global North context. According to Michel Foucault (2005b;
2013), they are not ontologically true and universally valid but are usable under specific regimes
of truth and understandable as technologies to manage life under biopolitical governmentality
(Foucault, 1969; 2005a). However, scholars in the field of migrations and mental health have
still scarcely addressed this topic through a decolonised approach - meaning, giving for granted
the biomedical paradigm and its categories, amidst a state-based centred gaze on migrations
(Sayad, 2002b). In the last decades, ethnopsychiatry and anthropology have contributed to
challenging the ethnocentrism of our approach to mental health (Beneduce, 2019; Farmer, 2004;
Losi, 2010; 2020; Nathan, 2005; Taliani, 2006; Vacchiano, 2005), but the theoretical and
practical applications in social research and policymaking are still under-explored. With this case
study I want to contribute to stressing the urgency and the relevance of a more interculturally
informed approach to migrants’ well-being, arguing that to do so it must bear in mind how to
avoid and prevent the systemic approach to migrants being a stressor (for instance, those

characterising the reception system management).

The study aims to contribute to exploring the use of psychiatric intervention with migrant
people as an entry point to look into the “state thought” (Sayad, 2002b; 2010), highlighting the
criticalities assessed and the possibility of enhancement. The outcomes can be discussed and

used to implement innovative good practices based on a more ethically and interculturally
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informed approach within the organisations involved in the research, the academy, and beyond.
To recognise that the reception system de facto works as a technology for controlling internal
borders, selecting deserving and undeserving migrants might be a starting point for bottom-up
reflections. In this regard, an added value of the study is the inclusion of migrants' and patients'
perceptions: this approach differentiates from the commonly used ethnographic objectifying gaze
(Wacquant, 2004). The participants involved are framed as a cross-cutting Community of
Practices (Wenger, 1999) grounded within a context, which is more or less consciously

contributing to bordering and debordering social spaces.

On this point, I employed “borders™ as a key concept to analyse empirical data through
Walter Benjamin’s (2021) Toward the Critique of Violence, “structural violence” as
conceptualised and employed by Paul Farmer (2004) in the field of health and the Global South.
Finally, with regard to the findings of this research, a fundamental contribution to interpreting
the data comes from the concept of “epistemic violence” (Dotson, 2011; Fricker, 2007; 2017;
Spivack, 2023). In the vein of migration studies contributions (see Ambrosini, 2015; 2016; 2018;
De Haas, 2020; 2023), the study challenges the distinction between asylum seekers and
economic migrants as well as between forced and voluntary migrations. The binary perspective
assumes a clear-cut division albeit migrations exist on a continuum where categories are blurred.

In this regard, Abdelmalek Sayad with his seminal book La Double Absence. Des Illusions De
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L'Emigre Aux Souffrances De L'Immigre (2016[1999])? encourages to look at migrations as a

“social total fact”?

, mobilising a perspective never aligned with state thought, which is a
fundamental reference for this study. Rather, the national and international process of
criminalisation of human mobility compresses the migratory flows as a unicuum into the
reception system’s funnel, creating precise social patterns studied by scholars as migrations’
related trend topics among which is the “health problem”. I had rather preferred to problematise

how mental health is perceived and medicalised by the state for what concerns those who are

non-citizens, unwanted bodies, charged by the institutions.

On this matter, the study focuses on “asylum seekers” and “refugees” because they are
institutionalised migrants. This temporary distinction made here is useful in clarifying that the
study does not focus on free access for foreign patients (long-term immigrants, second
generations, students) sent by the family doctor to the public mental health facilities, but on the

forced accesses of the so-called forced migrants. To gain a critical perspective, I relied on

2. From now on I use the Italian publication: Sayad, A. (2002b). La doppia assenza. Dalle illusioni dell’emigrato
alle sofferenze dell’ immigrato, 44.

3 Bourdieu, 2002, in Sayad, 2002b, p. IX
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seminal contributions: Aliens and Alienists (1997) by Roland Littlewood and Maurice Lipsedge,
Decolonizing Mental Health (2014) by China Mills and, broadly, Pierre Bourdieu's pivotal ideas
on sociology as a reflexive activity (Bourdieu and Wacquant, 1992) and a combat sport
(Burawoy, 2019). On this point, symbolic violence is also central for it is embedded in
Bourdieusian reflections as well as in intellectual production of knowledge. It is pivotal to bear
in mind this aspect to be ethically accountable as a social scientist. To do so, I tried to do
fieldwork, to describe and analyse data thinking relationally at the entire process as well as to the
research community. The social dynamics in the field, the activity of doing fieldwork research,
the choice of putting in dialogue the groups of participants’ voices in the data presentation and
discussion, as well as the theories with data within the analysis, are intentional attempts to follow
Bourdieu’s reflections linking “theory and method to arrive at a robust understanding of (social)
practice” (Murphy and Costa, 2015, p. 6). As a social researcher, I looked at the field using this
layer; its application within the academic institution is still a less explored practice albeit it

arguably might enhance the mental health conditions of people involved and PhD pathways
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(Berry et al. 2020)*. According to Bourdieu and Wacquant (1992), a relational, self-reflexive
approach to knowledge production should make it more difficult to bring a passive and
unconscious contribution to symbolic domination - in other words, contributing through the
intellectual work at reproducing symbolic violence which structures the hierarchies of a social
field. At last, in positioning myself as a PhD student in between my personal story, the academy
and the fieldwork, and looking for my voice in this often-conflicting field, I owe a lot to bell
hooks’ intersectional approach and idea of margins not just as a site of oppression, but also as a
place of resistance and transformation (2000[1984]). On this point, as [ wanted to avoid
"othering" already marginalized populations, Intersectionality ensures that research questions
and interpretations empower disadvantaged groups rather than perpetuate inequalities. This
involves critically analysing how privilege and oppression are mutually constructed and

interrelated, with implications on the study’s methodology, data analysis and ethicality as well

4 Significantly, there is still limited high-quality research in this field
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(Cho et al., 2013; Collins, 1998; 2015; 2017; 2019; 2020; Crenshaw, 2013; Davis, 2014; Glenn,

1985; 2011; 2019).

Methodology and research community

[...] the brunt of empirical research continues to address questions that are more frequently the product of
"scholarly common sense" than of serious scientific thinking. And such research often justifies itself by
"methodology" too often conceived as a specialty in itself consisting of a collection of recipes and technical precepts

that one must respect, not to know the object, but to be seen as knowing how to know the object.

(Bourdieu and Wacquant, 1992, p. 175)

The research is carried out using a constructivist and qualitative approach. It is suitable
for this case study because it can unfold how things work within a specific, small-scale context
(Cardano and Gariglio, 2022) providing a thick description (Geertz, 1973) of a social dynamic
amid a specific field (Bourdieu and Wacquant, 1992; Grenfell, 2014), or order of things
(Foucault, 2005). Above all, it was important to be accountable for the so-called vulnerability of
the research community, the complex intertwinement between research groups and the sensitive
implications of the study. As Aldridge (2014) argued, qualitative research allows a case-by-case,
individualistic and more adaptive, flexible, and inclusive approach. To bear it in mind is

particularly relevant when the objective is to gain an ethically informed migrants-centred
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research design. As written, “the integration of a trauma-informed-ethical approach in qualitative
research is essential in amplifying the voices and experiences of survivors from displaced
communities and promoting a more empathetic and comprehensive understanding of their
realities” (Diab and Al-Azzeh, 2024, p. 2). It fosters a ‘bottom-up’, more ethical data gathering.
The latter has employed discursive interviews (in person and online) and participant observation
within two different organisational contexts (DSM and CAS). Data are analysed through
Thematic Analysis (Braun and Clark, 2006), relying on the support of NVivo, a Computer
Assisted Qualitative Data Analysis Software (CAQDAS). It helped me to familiarise myself with
the dataset and proceed with coding in a more systematic and organised way. It has been
particularly useful since during the last year of PhD I have been also working in the social sector:

optimising time and mental resources has been a very crucial issue.

The community of participants is composed of three social groups: 1) asylum seekers and

refugees who were beneficiaries of the reception system at the time of the fieldwork, or have

51 am further discussing the cultural construction of labels like “trauma”, which I tend not to employ in an uncritical

way
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been previously in reception facilities within the territorial area of interest (a Province in Marche
Region, central Italy); they come from Sub-Saharan Africa and Central-South Asia; 2) social
workers of the reception system, among whom refugees and migrants from Global South; 3)
medical and healthcare personnel of the mental health department. A purposive, convenience
sampling offered me ease of access by reducing time and resources, facilitating the participation
of a hard-to-reach population within a sensitive research topic. As a data source, I relied also on
the content analysis of relevant grey literature on a local and national scale, as reports produced

by the Marche Region’s Osservatorio sulle Disuguaglianze nella Salute (ODS)% and by NGOs.

The study situated itself in a field of power, critically - or reflexively - observed to turn
practice into knowledges and knowledge into practices. On this point, Michael Burawoy (1998)
divides the sociological work into bureaucratic and craft modes. Bureaucratic sociology works
within a precise, procedural division of labour which insulates the researcher from the field.

Craft sociology - or critical, reflexive sociology - is guided by a theoretical background “which

6 “Observatory for health access inequalities”, since 2000 part of the Agenzia Regionale Sanitaria (ARS) activities in

Marche Region (https://www.regione.marche.it/Entra-in-Regione/ODS)
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shapes even as it is reshaped by the interaction of participant and observer” (Burawoy, 1998, p.
12). Positioning the study into critical sociology means intentionally choosing the kind of
contribution it brings to society not as an antagonist of bureaucratic sociology, but as a needed
complement to enhance the development of the scientific community and communities of
practices (Wenger, 1999). In the attempt to reflexively and practically open new fields of the
possible, critical studies emancipate academic work from “scholarly common sense", practising
what Bourdieu and Wacquant (1992, p. 175) call the “micro-sociological revolution™. This

concept characterises in a way both the case study and my professional life so far.

Structure of the thesis and outline of chapters

The thesis is structured in three macro-sections as follows: Section A addresses the
literature review; Section B shows the research design and data (collection and presentation);
Section C, discusses data, analysing and interpreting the empirical part of the study in the light of

the relevant literature and theoretical framework.

In section A the literature review is divided into three chapters that go from the general to
the particular: Chapter 1 provides an overview of the social construction of mental health,
discussing the biomedical paradigm in the light of the social model of disability. Chapter 2
focuses on mental health and migrations, deepening the relationship between the two topics and

exploring colonial psychiatry and ethnopsychiatry implications. Chapter 3 frames the
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psychiatrization of migrants in the Italian context, reviewing the partial findings of territorial

projects aimed at taking charge of asylum seekers' and refugees’ mental health.

Section B is divided into Chapter 4, which explains the research design and
methodological choices reflecting on the unfolding of the study with its ethical and practical
challenges, and Chapter 5 in which the data produced with the participant community are

described and detailed.

In Section C, Chapter 6 is devoted to the data analysis in which empirical data and
relevant literature are made to talk to each other in a dialogical way, providing answers to the
research questions and discussing findings in the light of the research hypothesis. Chapter 7 is
the epilogue of the study, outlining its limitations and further research lines. Possible
developments of the findings within DSMs and the Reception system are provided, reflecting on

auspicate ramifications and implementations.

Conclusion

This chapter has laid the groundwork for a critical examination of the interplay between
migration, mental health, and social control within the Italian context. By situating the study
within the broader field of critical sociology (Buroway, 1998), I have aimed to challenge the
prevailing biomedical ethnocentric paradigms and explore the social dynamics that shape the
experiences of migrants in Italy. My journey, from a student of political philosophy and

sociology to a social worker within the reception system, has informed this research, imbuing it
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with a complexified perspective. Through this study, I have sought to interrogate the often taken-
for-granted practices of psychiatrization within a racialised welfare state, arguing for the need to
reconceptualize these practices considering their broader social and political implications. The
research questions and objectives outlined are geared towards understanding how psychiatric
interventions are used not only as tools of care but also as mechanisms of control, reflecting

deeper societal tensions around migration and belonging.

The significance of this study lies in its potential to contribute to ongoing debates around
citizenships and access to social rights, the decolonisation of mental health, the ethical
challenges of social research, and the necessity of a more inclusive, interculturally sensitive
approach to mental health care. By focusing on the lived experiences of asylum seekers and
refugees, this research aspires to include a/so marginalised voices into society and propose
pathways for more humane and effective practices within the mental health and social care
systems. The insights gained here not only address gaps in the literature but also offer practical

recommendations for improving the mental health outcomes of migrants in Italy and beyond.
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A) Literature Review

1. The social construction of health and disability

1.1 Introduction

The chapter offers an overview of the main literature on the social construction of health.
The topic is faced from a social science perspective. As the first issue sketches the contemporary
state of the art in terms of supranational and institutional framework, to outline the wide
framework and the main approaches to the topic. The Convention on Rights of Persons with
Disabilities is a fundamental reference for it grounds health within the social model of disability.
The latter has been employed as a key concept in the study because, on the one hand, it offers a
framework and a set of tools to deal with diversity. On the other hand, as the medicalization of
“otherness” is rooted in the unrecognition of socio-cultural differences (see Chapter 5.5, Chapter
6), opening with the social model of disability helps in understanding how society can disabled

people and specific communities.

Further are addressed in chronological order the major theories that constitute the modern
Western knowledge on health and disability, stress the paradigmatic difference in terms of social
and cultural effects between the medical model and the social model. To speak about disability

rather than only about health is a choice, since as argued by Virginia De Silva (2020) and
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Giovanni Pizza (2020), medical socio-anthropological studies might offer a critical vision about
body and otherness by layering them in disability studies, therefore overcoming the bounds of
the Cartesian legacy which tends to employ a dichotomic categorisation of life. In the attempt to
do so and offer an integrated perspective, the concept of mindful body (Scheper Hughes and
Lock, 1987) comes to help. Engaging in the effort to de-medicalise subjectivity and life, socio-
anthropologists decided to put disabled bodies at the core of the discourse (De Silva, 2020).
According to the Italian research group Antropologia Medica and Disabilita’ (AMandD),
disability represents a “field” (Bourdieu, 1983), a privileged arena of reciprocal recognition

among social actors, and also of conflict regulated by power relations.

In this regard, I found it important to address the contribution of disability studies in
acknowledging the processes of social construction of health, and its intrinsic limitations. Far
from the intent to normalise and medicalise the otherness (Goffman, 1963), the approach chosen

is that of the group AMandD and that is why the focus goes on disability rather than only on the

7 Medical Anthropology and Disability
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mere concept of health. Approaching the field from the perspective of disability studies is
supposed to guarantee a decentralised view of bodies that takes distance from the normative
binary logic which works as an inclusive or exclusive dispositive: in a normative, binary
approach bodies can be only healthy or sick, normal or abnormal, compliant or not-compliant,
rather than realising the multiplicity, the diversity, the specificity as the core of the embodiment
as a social and political reality (Pizza, 2020). This perspective allows us to critically approach
both the bio-medical model as well as the social model, highlighting the necessity for integration
in the direction of complexity and multiplicity of embodied, subjective experiences (Goodley,

2016; Shakespeare, 2017; Shildrick, 2012)

1.2 Literature Review

According to Pellecchia and Zanotelli (2010), pre-modern medicine approaches were
(and still are, in non-Western societies) largely aware of the determinant impact of social
conditions on health. A socio-political theory of health, as recognized by Pellecchia and
Zanotelli (2010), is pivotal in bridging the gap between the biomedical approach and a more
holistic understanding of health that includes social, political, and economic factors. While the
biomedical model has made significant advancements in diagnosing and treating diseases at an
individual level—focusing primarily on biological causes, symptoms, and interventions—this
framework often neglects the broader social determinants that influence health outcomes. By

incorporating a socio-political framework, health is understood not merely as the absence of
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illness, but as a dynamic state of well-being influenced by the distribution of power, wealth, and

resources in society (Bourdieu, 1986).

Two aspects are embedded within the global diffusion of modern Western medicine: first,
the naturalisation of disease and the linked technical approach to care; second, the splitting
between the malaise in the individual body and in the relations of power. According to Pellecchia
and Zanotelli (2010), these two processes are obstacles to a fair comprehension of health and
care, which rather should be faced on a collective, global scale. Thus, we assume that the theory
on the social construction of health and any study on health and illness cannot separate the local,
micro-dimension from the global, macro-dimension of the international power balances. In this
regard, principally two paradigms shape the global health policies of the post-Second World
War: the first looks at health as to a universal right, emerging from the decolonisation processes

and enshrined in the Alma Ata Conference® of 1978; the second is the neo-liberal approach that

8 1t was jointly convened by WHO and UNICEF and aimed to recall the world's attention to public primary health
care as the key to reaching an acceptable global health level, focusing on the existent inequalities. The Declaration
of Alma Ata reports that “The Conference strongly reaffirms that health, which is a state of complete physical,
mental, and social well-being, and not merely the absence of disease or infirmity, is a fundamental human right and
that the attainment of the highest possible level of health is a most important world-wide social goal whose

35



looks at health issues as a market among the others, and therefore manages the health policies
from a private, corporativist, profit-oriented point of view (Pellecchia and Zanotelli, 2010; see in

this regard also Foucault, 2005b).

In this respect, the Convention on the Rights of Persons with Disabilities (CRPD) marks
a paradigmatic institutional achievement in the Western theoretical approach to health: entered
into force on May 3, 2008, it includes persons with disabilities among those entitled to human
rights. It is a cornerstone in approaching health within the social model® (Oliver, 2013; Winzer
and Mazurek, 2014; 2017) for it breaks with what has been termed as the medical model of
disability, wherein the disabled person is seen as an abnormal body which must be ameliorated
by medical professionals (Wildeman, 2013). The human rights approach underpinning the CRPD
emancipates disability policy from the dual dominance of the biomedical paradigm and the

charity-based framework, ultimately positioning disability as a matter of policy. Both the

realization requires the action of many other social and economic sectors in addition to the health sector”. See more
at https://www.who.int/teams/social-determinants-of-health/declaration-of-alma-ata

° See CRPD, Art. 1 and Art. 8;
36


https://www.who.int/teams/social-determinants-of-health/declaration-of-alma-ata

biomedical model and the charity-based framework have been criticised for objectifying persons
with disability, intended as recipients of charity, treatments, and social protection. On this point,
the social model has been recognised as capable of exercising a performative influence on

disability advocacy.

This approach is not free of internal tensions, as it will be analysed in the following
paragraphs - which inform the CRPD. Therefore, to the latter goes the merit to enshrine the right
of persons with disability to be considered active members of society (Wilderman, 2013; Winzer
and Mazurek, 2017). As the fastest negotiated human rights treaty, the CRPD does not define
disability, but articulates the social model defining the social determinant of disability, which
“results from the interaction between persons with impairments and attitudinal and
environmental barriers that hinders their full and effective participation in society on an equal

210

basis with others”"”. Moreover, it defines discrimination based on disability in Article 2 as

follows:

10'See CRPD, supra note 2, Preamble, sub-Article (e). See also Article 1 (Purpose)
37



Discrimination on the basis of disability” means any distinction, exclusion or
restriction on the basis of disability which has the purpose or effect of impairing or
nullifying the recognition, enjoyment or exercise, on an equal basis with others, of all
human rights and fundamental freedoms in the political, economic, social, cultural, civil
or any other field. It includes all forms of discrimination, including denial of reasonable
accommodation;

“Reasonable accommodation” means necessary and appropriate modification and
adjustments not imposing a disproportionate or undue burden, where needed in a
particular case, to ensure to persons with disabilities the enjoyment or exercise on an
equal basis with others of all human rights and fundamental freedoms;

“Universal design” means the design of products, environments, programmes and
services to be usable by all people, to the greatest extent possible, without the need for
adaptation or specialised design. “Universal design” shall not exclude assistive devices

for particular groups of persons with disabilities where this is needed.
(CRPD, 2006, art. 2)

As has been said by Wildeman (2013), despite the many controversies, the human rights
approach remains an effective linkage between the social model of disability and its
implementation in politics and law. What is important to stress here is that the conceptualisation
of disability as processed and rated in the CRPD includes the mental and physical dimensions as
a continuum, and this is the approach adopted in this study. Following Gill and Schlund-Vials in

Disability, Human Rights and The Limits of Humanitarianism (2016), relocating disability from
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the margins to the centre of the academic and socio-political discourse can be a productive way
to interrogate and challenge human rights as a politicised regime, with its possibilities and
limitations. Hence, the human rights rhetoric has been criticised by scholars as a neoliberal
dispositive used by the global North to justify its hegemony, based on unequal power dynamics

(Gabe, Cardano, Genova, 2020; Meekosha and Soldatic, 2011; Sherry 2016; Titchkosky, 2016).

Considering all those premises that characterise the current debate and the jargon used or
criticised, in the next paragraphs will be deepened the major theories which underpin the
different approaches to health and disability, with all its interrelated discursive dimensions,

internal tensions, aporias and innovative paths.

1.2.1 The biomedical approach and the Cartesian legacy.

The concept of health in Western epistemology cannot be understood without discussing
the Cartesian mind-body dualism. As told, it is a very recent achievement framed into the social
model of disability being able to talk about health in terms of embodiment, as a subjective and
lived experience. As argued by the anthropologists Nancy Scheper-Huges and Margaret M. Lock
(1987), social sciences have failed to problematize the body, tending to fall into the trap of the
biological fallacy — a tendency that is paradigmatic of the biomedical discourse. To challenge the
dominance of the radically materialist perspective inherent to biomedicine as the pillar of
Western epistemology, it is useful to start by saying that the latter is historically and culturally
constructed, therefore not universally shared. The mind-body dualism is pivotal to account for
the construction of subjectivity as well as social and political dimensions in Western societies.
To Rene Descartes (1956-1650) goes the merit of having freed the body as the domain of
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science, leaving the soul to the domain of theology. Doing so, according to Eisenberg (1977,
p.9), with “his ingenious solution” Descartes opened the field to mechanistic reductionism which
in the next three hundred years guaranteed biomedical research’s highly effective results in the
field of medicine. However, as stressed by anthropological literature (Comaroff, 1980; Quaranta,
2012; Scheper-Hughes and Lock, 1986; 1987), it left the mind and the relational dimensions

behind, both in clinical theory and practice.

The Western biomedical paradigm is defined by three main characteristics:
individualism, reductionism, and scientific neutrality (Annandale, 2014). In this panorama,
health and illness became an individual, materialistic and unidimensional matter, grounded in the
Cartesian legacy. The biomedical model can be briefly explained as follows, according to Wade

and Halligan (2004):

e all illness and all symptoms arise from an abnormality within the body;

e all disease give rise to somatic symptoms;

e health is absence of disease;

e psychological distress is separated and unrelated with other disturbances of bodily
function;

e the patient is a victim of the circumstances;

e the patient is a passive recipient of treatment, although compliance with treatment is

expected;

Nettleton (2006) adds attention to the separation of the body from the mind, in which the

first can be repaired as a machine through technology, and to the reductionism that places in the
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biological dimension the cause and consequence of disease, erasing the social and psychological
dimension from the picture. She denounces the lack of attention to the subjectivity and cultural

dimensions in the medical model analysis.

The outcomes of the medical reductionism discussed so far are interesting if we think that
Rudolph Virchow (1821-1902), who is considered one of the pillars of the biomedical model,
highlighted the social determinants as well in epidemiology and stressed the importance of
addressing both the biological and social determinants of health when it comes to population’s
health governance (Lange, 2022). As has been said by scholars (Farmer, 2001; Lock and
Nguyen, 2010; Quaranta, 2012;), the reductionist approach of biomedicine indubitability served
its success in terms of achievements: by identifying the cellular origin of disease it became
possible to conceive new ways to target the causes and the treatments, opening the field to the
pharmaceutical interventions. This has been indubitably a revolutionary advancement in
lowering the mortality rate: Virchow’s cellular theory paved the way for Robert Koch and Louis
Pasteur’s discovery of drugs and antibiotics. In this theoretical framework, health is conceived as
the absence of disease and the disease is explained as one or more malfunctions at the physical
level: medicine, as the discipline entitled to treat the soma, is then hierarchically superior as the
physic dimension tends to be considered as the only real, evidence-based, dimension. According
to Nairn (2014), who conducted a study titled Nursing and the New Biology, aimed at enhancing
nursing knowledge toward a holistic model, the limitation of the reductionist approach is that it
can result in overconfident conclusions. Its impact is recognizable in the lack of critical self-

reflection about the construction of theories and practices. In other words, Nairn criticises the
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self-referentiality of the biomedical model. Moreover, it must be recognized that biomedical
reductionism prioritises biology as a causative explanatory model, and this reduces the
complexity of the socio-cultural world. Moreover, Pichot (1995; 2020) stresses that historically
this has led to eugenics and racism and Nettleton (2005; 2020) points out that biomedicine
cannot explain a large amount of persons’ illness experiences, focusing in particular on

medically unexplained symptoms through qualitative study (Nettleton et al., 2005).

This awareness led the scientific community to discuss the biomedical hegemony but, as
argued by Scheper-Huges and Lock (1987), despite the last decades of the 20th century have
seen the struggle of social scientists and clinicians to adopt an integrated perspective on the
human, body, and health, nonetheless, the tendency has been to recreate — even if in new forms -
the mind/body opposition. A clear example is Eisenberg’s (1977) distinction between the
concepts of disease and illness, which undoubtedly helped in creating a new lexicon and domain
of knowledge and clinical intervention: “To state it flatly, patients suffer 'illnesses'; physicians
diagnose and treat 'diseases'. Let me make clear the distinction I intend illnesses are experiences
of disvalued changes in states of being and in social function; diseases, in the scientific paradigm
of modern medicine, are abnormalities in the structure and function of body organs and
systems.” (Eisenberg. p. 11). He clarified how traditional healers in sharing symbols and
metaphors that match lay beliefs are more responsive to the psychosocial context of illness.
Defining and distinguishing the disease and the illness, he sketched a new language for both
social scientists and clinicians to talk about the experience of sickness, as well as Engel (1979;

1996) who denounced the need for a new education for health professionals, focused also on the
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psycho-social aspects of illness. In the article How much longer must medicine's science be
bound by a seventeenth century world view? (Engel, 1992) he advocates for medicine to break
free from outdated mechanistic models and embrace a more integrated and dynamic approach to

health care.

In doing so, social scientists opened the field to the bio-psycho-social model and though,
despite the effort of critical studies in achieving an integrated vision that entails the coexistence
of the biological, social, economic, and symbolic-spiritual dimensions, it resulted in another kind
of distortion. One of the effects is that both the domains — the biological dimension of disease,
and the psycho-social dimension of illness - are claimed by medicine: even the “mind” has been

medicalized, within a paradigm trapped in the Cartesian legacy:

The Cartesian legacy to clinical medicine and to the natural and social sciences is
a rather mechanistic conception of the body and its functions, and a failure to
conceptualize a "mindful" causation of somatic states. It would take a struggling
psychoanalytic psychiatry and the gradual development of psychosomatic medicine in the
early 20th century to begin the task of reuniting mind and body in clinical theory and
practice. Yet, even in psychoanalytically informed psychiatry and in psychosomatic
medicine there is a tendency to categorize and treat human afflictions as if they were
either wholly organic or wholly psychological in origin: "it" is in the body, or "it" is in

the mind.

(Scheper-Hughes and Lock, 1987, p. 9)
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The meddling of the biomedical paradigm in the field of illness, with Scheper-Huges and
Lock (1986) alienates the human, subjective, and embodied experience that cannot be merely
reduced at the biological dimension, “purified” by its symbolic dimension. The authors, in
disagreement with Susan Sontag’s (1978) standpoint explained in the book //lness as a
Metaphor, argue that the sanitization of human distress within the technocratic biomedical
dispositive leads to the loss of the opportunity for a radical political discourse. There is already
common agreement in the scientific community that the model of health and illness adopted by a
society has important consequences in terms of inclusion/exclusion processes, meaning that it
works as a selection dispositive within the social hierarchy and is produced and reproduced. And
yet, as stressed by Oliver (1998), the positivist medical approach is nowadays still the dominant

influence on health care given to people with disability and marginalised populations.

1.2.2 The Parsonian structural-functionalist approach.

In the realm of the medical model of disability, the structural-functionalist approach is
here reported as a classic example of positivist sociological macro-theory (Bourdieu and
Wacquant, 1992) which promotes the idea of disability as an individualistic, pathological
characteristic. Bourdieu and Wacquant (1992) define Parsonian theory as “the paradigm (in the
sense of exemplary instantiation) of theoreticist "theory" [...], that conceptual melting pot
produced by purely theoretical compilation (Bourdieu and Wacquant, 1992, p. 224). The
deterministic role of the social dimension in health and its inherent limitation in the Durkheimian
tradition (Collins, 1985) of the first medical sociology perspective is well represented by Talcott

Parsons' theory of the social system and the sick role. Although they acknowledge the
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importance of the social determinants in health and disability, yet they reproduce the
deterministic reductionism rooted in the biomedical paradigm, embedding “those subjects in the

moral economy surrounding health and illness” (Varul, 2010, p. 18).

According to Chris Shilling (2007), the American sociologist is still a classic reference in
health-based issues, even though his analysis of the sick role cannot be undertaken in its entirety.
With Varul (2010), it becomes important to contextualise Parsons’ “interpretative tool” (Varul,
2010, p. 3) in its historical and theoretical framework: perfectly in the wake of the classical
sociological theory, heir of Emile Durkheim, Max Weber and Sigmund Freud (Habermas, 1981),
Talcott Parsons contributes to the social sciences’ paradigmatic shift in which the body is
thematized for its putting in play into the social arena - albeit mainly when it malfunctions and
threatens the “functional”, economic role of the individual in the society (Shilling, 2007). In a
nutshell, it can be said that Parsons’ thinking in medical sociology describes health and illness in
the perspective of capitalist societies: although the normative expectations are considerably

changing along the historical process, still Parsonian starting point of illness as a deviance is

explicative and actual (Varul, 2010).

Even though sociological theory till the second part of the past century has privileged the
structural, macro aspects of body and health, reproducing the mind/body dualism with its
inherent limitations (Ghigi, 2020), it contributed to opening the field to the problematisation of
socio-cultural values implicated in health conceptions. Talcott Parsons’ sick role is a classic
example of this meaning: developed in the 1950s and revisited in the later years of his career, the

concept contributed to shaping the studies on health and illness and the normative role of
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sociology in the field (Shilling, 2007). The sick role, even not pretending to be a general
description of how illness became institutionalised and medicalised, represents an interesting
analysis of how the cultural values - mainly religious - create an environment in which illness is
associated with instrumental action and, therefore, an aspect of human life to be maximised as
part of the integration processes in the social system (Parsons, 1958; 1975; 1985). Health, in this
canvas, overlaps with the normal functioning of the social system in which illness is not a mere

external damage, but an integral part of the social equilibrium (Parsons, 1951).

The sick role is characterised by three fundamental socio-structural aspects: first, the
individual is not guilty or responsible for their state of illness and yet, the moral imperative is to
return as soon as possible to the functional, productive state of health; second, the state of illness
temporarily suspends the normal functioning of the individual’s life; third, the sick role implicate
the right and duty to seek for help and to receive treatment by a competent, technical health
professional. Therefore, it appears clear that the medical profession is complementary to the sick
role in the social system, according to Parsons’ theory (Shilling, 2007). As said, the sick role
makes no sense if decontextualized from the capitalist, neoliberal societies and their intrinsic
morality: the complementarity of patient-medical professional is functional to the maintenance of
the social pact, given that the illness condition breaks the individual capacity to honour the duty
toward workplace and family (Varul, 2010). The conformity to the sick role compensates for the
temporary incapacity to perform, therefore the compliance to the moral imperative of “getting
well” is the core of the therapeutic medical-patient relationship, with a hegemonic role given to

the control of rational mind over the ill body. According to Habermas (1981), the original
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question behind Parsons’ theory “is the classic one: How is society as an ordered set of related

actions possible at all?”” (Habermas, 1981. p. 175).

It becomes evident that Parson’s intent is to maintain the system through the functional
integration of “social deviance”, where the latter is individuated in the dysfunctional aspects of
life concerning the “invisible hand of the market”. Medicine is then seen as a key institution,
among others, in the maintenance of social order by guaranteeing the take in charge of the
persons who are not capable of fulfilling their social obligations and rehabilitating them to be
able to perform their social roles (Dew, 2014). “This was not because of his productivist bias, or
because he was an ‘apologist for capitalism’, but because he assessed the cultural value placed
on instrumentalism. It was in this context that Parsons perceived health not primarily as a quality
of the body but as the ‘underlying capacity’ of individuals;” (Shilling, 2007, p. 624). And the big
absence in the macrostructural functionalist theories is, in fact, the body with its unique,
subjective experience. Critics address this rational mind supremacy as one of the weak points of
the sick role theoretical validity, also in the light of the lack of embodiment and the “absent
presence” of “the organic nature of the human beings” (Shilling, 2007, p. 2) that became central

in social sciences and humanities from the 80s.

If on the one hand, Parsons’ structural functionalism perfectly describes the socio-cultural
values underpinning capitalist neoliberal Western societies - principally the North American one
-, on the other hand, the biomedical legacy inherent to his theory makes it overcome in
approaching health. Not without reasons Parsons has been a big critic of the bio-psycho-social

model of health, presented at the Alma Ata Conference (WHO, 1978) as “a state of complete
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physical, mental and social well-being, and not merely the absence of disease or infirmity”.
According to Mascagni (2020), four main limits can be found in the broader structural
functionalist approach. First, it is limited to a specific socio-cultural background - the middle
class of the industrialised Western countries - and it is not gender and culturally neutral. Second,
the problem of chronic disease poses several questions (Varul, 2010) that the sick role cannot run
out. Third, the dyad medical patient does not give account for the diverse actors involved in the
care setting, in managing the illness: the context is relevant. Fourth, as said, the biomedical
paradigm underneath Parsonian theory makes it reductionist, meaning that the care appears to be
a mere technical intervention with no relational, emotional, or cognitive needs. Moreover,
Habermas (1981) highlights that Parsons’ theory cannot describe the process of rationalisation of
the life-world!! and the growing complexity of the action system as two separated and yet, often

conflicting, processes.

1 See Edmund Husserl (1999), The Idea of Phenomenology. A Translation of Die Idee der Phinomenologie
Husserliana II, Springer. The concept of Lebenswelt, translated in “life-world” is pivotal for the phenomenological

approach to knowledge;
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As has been said in the socio-anthropological more recent literature (Shilling, 2007;
Quaranta 2018), structural functionalism as well as the other macro-structural theories - for
instance, the Marxian political economy of health (see in this regard Collyer, 2015; Mongrieff,
2022), which is considered the counterpart of Parsonian structural functionalism -, overshadow
the dimension of micro-interactions. Here, the body claims its material, subversive, performative

role in shaping meanings and reality:

Practices of knowing and being are not isolatable, but rather they are mutually
implicated. We do not obtain knowledge by standing outside of the world; we know

because “we” are of the world. We are part of the world in its differential becoming.

(Barad, 2003, p. 829).

In conclusion, Parsons’ sick role embedded in the structural-functionalist theory still
represents a descriptive tool to acknowledge the discursive regime that supports and shapes the
governance of health within capitalist, neoliberal, Western societies in approaching health
(Varul, 2010). In this regard, critics argue that the theory underplays the role of social
inequalities, power dynamics, and conflict as drivers of social change (Althusser, 1971;
Habermas, 1973; Mills, 2000[1959]). Post-colonial and feminist authors address it as an
expression of a biassed Global North, white, and male gaze, naturalising Western gender norms
and the patriarchal order of things (Spivak, 1988; Yuval-Davis, 1997). In the following
paragraphs are shown the main results already obtained in the direction of a more embodied and

complexified perspective
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1.2.3 Post-modernist approach and the Foucauldian post-structuralism.

During the 80s within sociology and anthropology, the debate on postmodernism
characterised the diverse critical approaches which share the aim to deconstruct the big, classical
theories (e.g. Enlightenment, Idealism, Marxist structuralism, Durkheimian functionalism etc.).
Postmodernism laid the foundations for unpacking the dominant notion of culture which reduces
the minority cultures “to a discourse of the Other - who is said to lack any redeeming community
traditions, collective voice or historical importance.” (Peters, 2000, p. 588). Postmodernists
widely challenged the explicative value of the Western epistemology’s theoretical system and in

doing so, they stress its methodological weaknesses and intrinsic limitations:

We should bear in mind that our epistemology is but one among many systems of
knowledge regarding the relations held to obtain among mind, body, culture, nature, and
society. We would point, for example, to those non-Western civilizations that have
developed alternative epistemologies that tend to conceive of relations among similar

entities in monistic rather than in dualistic terms.

(Scheper-Hughes and Lock, 1987, p. 11)

According to Peters (2000), the postmodernist notion of culture as eminently political - in
contrast with Parsons’ individualistic and biologically founded vision of culture - contributed to
the spawn of a new field of inquiry (e. g. the post-structuralism, cultural studies and the disability
studies) which posed the basis for the later construction of the social model of disability (Oliver,
1983; 2013). Specifically, the main theoretical contribution of postmodernism to disability

studies is the individuation of the historical-cultural legacy under the hegemonic Western
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discourse on the body: “the Judeo-Christian racist logic, the psycho-sexual racist logic, and the
scientific racist logic” (Peters, 2000, p. 588). In contrast to the hegemonic discourse,
postmodernism approaches culture firstly refusing the distinction between elite and everyday life
culture. Moreover, the drivers to constructing meaning and subjectivity are reviewed, and the
difference is treated as a political, not technical category. In this meaning, the hegemonic
narratives are replaced by the narratives of those who are oppressed, challenging “the white
supremacist logic and recovering the legacies of historically specific struggles against
discrimination” (Giroux, 1992, p. 229). At last, the value of otherness and everyday life
embodied, phenomenological experience, is seen as a fruitful source for agency and self-

empowerment of the oppressed minority and disability studies (Giroux, 1992).

Despite this vibrant epistemological debate, it did not leave significant contributions to
medical sociology apart from a monograph by Nicholas J. Fox (1993) titled Postmodernism,
Sociology and Health. The author argued that modernist sociologists contributed to the social
creation of the “patient”, the health, and the illness and that those constructions underpin the
medical dominance in Neoliberal societies. The book overviews the postmodern social theory of
health and healing, deepening the contributions from theorists including Derrida, Deleuze and
Guattari, Foucault, Cixous and Kristeva. Except for this monograph and a few articles, the
postmodernist inheritance left few tracks in the scientific research about health, demonstrating
what was said by Cockerham in Social Causes of Health and Disease (2007), a seminal book in
medical sociology. He sustains that for a theory to be validated it is supposed to regard health

issues and to be empirically relevant and enforceable. The scarce empirical enforceability of
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post-modernist theories has been stressed by authors like Barad (2003) and Shakespeare (2017)
as well: as has been said, the focus on the discourse and the jargon is far from the realm of

persons with disability and, in general, from lay people and namely, from reality.

In this regard, albeit with some criticisms, the only postmodernist approach which left
significant marks in health and disability-related studies is post-structuralism which sees Michel
Foucault as the main reference (Giarelli and Vicarelli, 2020). Using the Nietzschean genealogical
method, he contributed to the studies on public health management and unfolding the concept of
“population” as socially and politically constructed, both as a concept and object of health
policy. Foucault’s contributions significantly impacted social sciences and, specifically, medical
sociology. According to Turner (1997) and Power (2011) construction of knowledge and
disciplines (Foucault, 2015[1963]), the fabrication of individuals through subjectivation practices
(Foucault, 2005a [1966]; 2017[1975]), the human body and sexuality (Foucault, 1019[1976]),
power and social control, theorised through biopolitics of life (Foucault, 2003[1976]; 2005b
[1976]). Foucault’s doctoral dissertation - later published as Histoire de la folie a l'dge classique
(History of Madness) in 1961 - analyses the confinement, pathologisation and treatment of
madness within the institutions aimed at the internment in Western history till the post-modern
times. He claims that mental illness is an adaptive response to the alienation that individuals
experience under capitalism (Foucault, 2014). The Marxist structuralist heritage is visible in the
early Foucauldian theoretical framework, although it is better deepened in a later
conceptualisation provided in Mental lliness and Psychology (1962), where he argued that

madness is natural within humans while alienation does not create mental illness: it turns

52



madness into mental illness because of the specific governmentality of capitalist, neoliberal

society (Mennicken and Millner, 2014).

Foucault's contributions to the sociology of health are found principally in two important
tools, which emancipate the discipline from the biomedical paradigm: first, the genealogic
analysis of knowledge on the medical and psychiatric practice. The latter is thought of as socially
constructed within the context of a particular authoritative regime, in a particular historical
context (Bradby, 2012). Second, he integrated medical sociology into a wider sociological
project, which offered an understanding of the birth of public health as new surveillance,
promotion and regulatory dispositive, used to manage a new political target in the context of
neoliberal governance: the “population”. In this regard, he introduced the term “biopolitics” as a
new form of governmentality characterised by the definition of new medical standards and
punishment of deviance - meaning, the exclusion and surveillance of those who do not conform
to the social perception of normality as defined by Western medicine (Foucault, 2005b). As a
model of modern disciplinary power represented by medical knowledge and practices, he recalls
the Panopticon described by Bentham (Foucault, 2023). As the archetype of the modern prison,
the population is always subjected to the soft gaze of power which, within the biopolitics govern

of lives, functions as a gentle micro-social conditioner (Giarelli and Vicarelli 2020).

As well as in the Panopticon, in The Birth of the Clinic: an Archeology of Medical
Perception (2015) the author explains the “medical gaze”. In modernity, it separates the
biological body from the patient’s identity. In doing so, Foucault challenges the biomedical

approach to health and bodies contributing to further studies on medicalization, introducing the
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body as a cultural, social, historical, and political place of regulation and resistance. Linked to
the body’s theories and practices are the three key concepts of power, surveillance and semiotic:
he argued that starting from the XVIII century, the practices of public health and social medicine
promoted by the state are pivotal to the biopower, which progressively replaced - but not
eradicate - the previous repressive pastoral power. Thus, the medical language replaces the
centralised violent sovereign power over lives by employing a soft language able to promote and
legitimise the governance of bare life — zoé, or the biological dimension - beyond the traditional
political sphere of intervention over anthropomorphised life, or bios (Dini, 2006). The feminist
critique employs the concept of biopolitics as theorised by Foucault to highlight how patriarchy,
capitalism, and colonialism intersect in the management of life, health, and reproduction.
Dorothy Roberts (2014).in Killing the black body: Race, reproduction, and the meaning of
liberty, shows how the biopolitics govern of life is associated with race and gender, especially
through reproductive and medical technologies and practices which are legitimised under the
guise of public health. In this realm, surveillance (or social control) is the duty of an

institutionalised clergy of therapeutic, so pervasive to disappear as something unthought.

According to Turner (1997), Foucauldian influence opens the field to further critical
studies on the socially constructed nature of health and illness, making the sociology of the body
emerge as a core area of study in the wider field of medical sociology. Some scholars criticise
Foucauldian body’s theories to prioritise the discourse on the body and power over the analysis
of embodiment and the body as an emotional and political agent: namely, scholars claim that

Foucault’s methodology does not account for the individual agency (Ghigi, 2020). Power (2011)
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refuted this argument by arguing that Foucault’s intention was not to offer a theory of social
action, but rather to discuss the circumstances in which individuals are acted upon. In short, he
does not account for human behaviour and why they act, but for the condition of the possibility

of dynamics of power, #ow they subjectivise lives and how bodies resist or incorporate them.

1.2.4 Social constructionism and cultural critical studies.

In discussing the domain of the biomedical paradigm and the main sociological macro
theories (e.g. structural functionalism, the political economy of health and post-structuralism),
health is considered a social construction. Regarding constructionism, in this study, I refer to the
model derived from the sociology of knowledge provided by Peter Berger and Thomas
Luckmann’s The Social Construction of Reality (1966) (Raskin, 2002). Moreover, according to
the theoretical choice made by Shakespeare (2017) when studying disability, it can be fitting also
to distinguish specifically the cultural and critical studies' areas, since the social constructivism
used in the critical studies, rooted in post-structuralism and post-modernism, splits itself from the

classic social constructivism theorised by Berger and Luckmann (1966).

In this regard, the two authors are a milestone reference in social sciences: while Parsons
was dealing with the macro social dimensions of the deterministic Durkheimian tradition, Berger
and Luckmann (1966) were inviting social scientists to focus on the micro-dimension of
everyday life, not giving it for granted but observing sow things are - or come to be — viewed as
real. This does not mean they argued that the objects of social studies are not “real” (e.g. gender,
race, and class); they contended that meaning is assigned and co-created, not inherent (Holstein
and Gubrium, 2007). In sum, classic sociology looks at reality as a product of macro social
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processes, whereas later social constructivism focuses more on how the person views reality as

subjectively defined (Chen, Shek, Bu, 2011).

On this point is important to mention Eliot Freidson (1970), a member of the post-Second
World War “Chicago School” with Anselm Strauss, Ervin Goffman, Howard S. Julius A. Roth,
and Fred Davis (see Conrad, 2007), contributed to medical sociology and social constructionism
by mapping out an independent standpoint borrowed by Berger and Luckmann constructionism.
He focused especially on medical dominance challenging the biomedical claim of neutrality,
highlighting the cultural character of medical knowledge (Bury, 1985). Using the negotiated
order approach (see Annandale, 2014; Mellinger, 1994), Friedson stressed the importance of
negotiating meanings, orders and therefore power relations in institutional (namely clinical)
settings. He thought that the relational dynamic between patient and medical is characterised by
conflict, challenging a whole corpus of apparently self-evident realities and truth (Bury, 1985)
within the medical model of health. Social constructionists challenge the biomedical paradigm
by treating it as just one of many forms of knowledge that can be examined and questioned. In
health studies, this approach reflects a broader trend of critically interrogating ideas that may
seem straightforward and self-evident. By doing so, they reveal how "truths" about health and
illness are socially constructed, and influenced by cultural, political, and historical contexts,

rather than being purely objective or universal.

As said by Margrit Shildrick (2019), critical studies (feminist, post-colonial, queer,
disability studies), in the wage of social constructionism, “forced us to rethink everything”

(Shildrick, 2019, p. 1). They are a branch of social constructionism, and to distinguish them more
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clearly from it, Shakespeare (2017) refers to them as "cultural studies.". They are rooted in socio-
anthropological epistemology but breaking with the positivist tradition and paying more attention
to the cultural representations, rather than to the economic, functionalist dimension of society as
in the previous theories (e.g. structuralism, functional-structuralism, the political economy of
health). Thus, social constructivism in the field of critical/cultural studies is strongly influenced
by functional structuralism and “apparently” (Shakespeare 2017, p. 74), it acknowledges that
social justice is not only a matter of social, economic and political determinants but also a matter
of psychological, cultural, discursive and material issues (Meekosha and Shuttleworth, 2009;
Shildrick, 2019). Foucault studies are a pivotal reference in this regard, fundamental in paving
the cultural turning point (Meekosha and Shuttleworth 2009; Quaranta 2018; Shakespeare 2017)
that shifted the focus of the academy from big dogmatic social theories to pragmatic social

research on language and cultures.

Albeit their strength in challenging the status quo by deconstructing epistemological
categories, according to critical analysis (Quaranta, 2018, Scheper-Hughes and Lock, 1987,
Shakespeare, 2017) Foucauldian theory and post-structuralism show the limitations of social
constructivism. Its reflexive approach can end in studying the discursive regimes on society
instead of society as object and subject, producing evidence-based knowledge (Sayer, 2011).
Shakespeare (2017) strongly highlights the importance of some kind of realism to avoid falling
into a total deconstruction of epistemological categories and to navigate in an unproductive,

absolute relativism. Not denying the substantial power of language, Barad asks

57



How did language come to be more trustworthy than matter? Why are language
and culture granted their own agency and historicity while the matter is figured as passive
and immutable, or at best inherits a potential for change derivatively from language and

culture?”

(Barad, 2003, p. 801)

She argues that social constructionism gets caught up between two mirrors where
knowledge is reflected back and forth, ruminated, but nothing new can be spotted. In this
meaning, scholars and activists in the field of health and disability studies individuate in a more
empirical, realist approach the way to making theory operational and fruitful by starting from

embodiment and subjective experience (Shakespeare, 2017).

Thus, as stressed by Quaranta (2018), the main feature of social constructivism in
medical anthropology and sociology is that of having recognized the historical-cultural nature of
embodiment, but this is only the first step. He argues that we do not merely save a body, but we
are a body and therefore we are living matter of the historical-cultural processes. In this regard,
at the end of the XX century took shape a new ethnographic approach engaged in combining a
phenomenological approach, able to recognize the subjective, embodied experience of social
actors, with a historical-cultural perspective able to grasp the ontological membership between
subject and society, but also its mutual conflicts and internal tensions. It appears interesting to
note here that the fragmentation in the mutual membership between body and society in Western

epistemology mirrors also the internal divisions of scientific research: social constructivism and
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cultural studies’ limitations, in terms of self-referentiality, are an example of what Comaroff

(1982) writes:

In my own view, there ought to be no 'relationship' between history and
anthropology, since there should be no division to begin with. A theory of society which
is not also a theory of history, or vice versa, is hardly a theory at all. This view is not
novel, yet, for practical purposes, it remains less than orthodox: because existing
disciplinary divisions are rooted in the establishment of positivist empiricism as the

dominant scientific ideology of western culture, they are tenaciously sustained.

(Comaroff, 1982, p. 144)

For this purpose, although distinguishing between social sciences and history, and in
dealing with health between the medical model and social model, Shakespeare (2017) could be
more productive in distinguishing between reductionist explanatory models and multifactorial
explanations. Accepting the existence of an external reality (ontology) helps to deal with the fact
that do exist bodies and subjectivities that sometimes are suffering. The approach of critic
realism as developed by Bhaskar (2013) recognizes the very existence of independent objects of
knowledge which are also self-determined subjects. Labels and gnoseological categories are
eventually descriptive and can be useful - or oppressive too - but they do not construct the health
and illness of a person. The impairment has its own reality and exists in the life experienced by
real people, that is why cultural sensitiveness is important as well as the deconstruction of
multifactorial determinants of health and illness, yet staying adherent to matter (Barad, 2003;

Bhaskar 2013; Shakespeare, 2017). In the field of nursing and sociology-anthropology of
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medicine, it has been stressed that research positioned in critical realism methodology can
contribute to the advancement of knowledge and be fitting in care, and operative practices
(William, Malone, Burton, 2016). It combines the best outcomes of the classic social model and
social constructivism, but not being reductionist and determinist, it keeps together the various

operative dimensions individuated by Bhaskar and Danemark (2006) as follows:

e Physical

e Biological

e Psychological

e Psycho-social and emotional
e Socio-economic

e Cultural

e Normative

Those are multilevel operative dimensions that cannot be reduced on top of each other: as
said by Shakespeare (2017), social constructivism criticises almost everything as a tool of power
and oppression, as seen in 80s feminism and Marxism of the second ‘900. Though illness and
disability are ontologically real, certainly they can be worsened or empowered by the social
context and political intervention, therefore the scientific focus should be more on the ordinary
lives of persons than on truth and discourse. With Turner (2004), social constructivism has been
pivotal in explaining the partiality and relativity of the biomedical paradigm, one among the
other models to think about the body and health. It challenges the medicalization of lives, but

henceforth health cannot be faced without approaching the body as matter and embodied
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experience. It means to hold on together and deal with a high level of complexity, recognizing in

this both constraints and opportunities.

In conclusion, within social constructionism and the cultural and critical studies across
“70-80s, the foundations for shifting from the medical model to the social model of disability
have been laid. Both the charity-based and the biomedical approaches to disability, which look at
“otherness” like deviance from normality, are overcome in the socio-anthropological field. Thus,
disability starts to be looked at from a collective perspective as a condition arising from a
discriminatory socio-cultural process. Therefore, the social model of disability focuses on the
social impairments that do not consent to equal access and functionality for all individuals
(Bordogna, Quaglia, Terraneo, 2021; Oliver, 2013). It contributes to the development of social
movements for the rights of persons with disabilities (see: UPIAS, Union of the Physically
Impaired Against Segregation, 1976) and to focus attention on the subjective, embodied
experiences lived by them, so that needs and claims could be seen and differentiated (Bordogna,

Quaglia, Terraneo, 2021; Shakespeare, 2017).
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1.2.5. Disability Studies: reflections for a non-binary approach towards a radical

otherness.

As argued by Alice Scavarda (2022), disability owns the power to bring to the forefront
the network of norms, meanings, and implicit expectations that sustain and reproduce the social
order - what Foucault (2005a; 2005b) terms the “unthought”. In so doing, it challenges the
implicit limitations of a social order demonstrating their inadequacy in responding to diversity'2.
As previously mentioned, Disability Studies emerged in the 1960s and 1970s alongside civil
rights movements. Activists and scholars in the UK, such as those involved with the Union of the
Physically Impaired Against Segregation (UPIAS), argued that disability arises not from
impairments but from societal barriers—physical, attitudinal, and systemic. Key figures such as
Oliver (1983; 1990; 2013) articulated the social model within Disability Studies, emphasising the
need to remove societal obstacles rather than "fixing" individuals. According to the second-
generation scholar Dan Goodley (2017), while functionalism and interpretivism frame disability
as a pathological condition that ontologically exists and can be objectively diagnosed, treated,
and, to some extent, improved, epistemological position such as radical structuralism looks at it
as the product of individuals’ voluntary actions within a socially regulated and constantly
reproduced order. This overturning of perspective, from the “regulation position” to the “radical
change” (Scavarda, 2022, pp. 185-186) sketches the divide from where Critical Disability
Studies construct their contributions, signing a distance from the functionalism by focusing on
the social conflict rather than on the individual on the one hand, but also starting a critical self-
reflection in the wide realm of the Disability Studies (see Goodley et al., 2019; Goodley et al.,

2021; Scavarda, 2022).
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Pivotal here is to remember Michael Bury's (2005) critique of the ideological tendency
within disability studies to downplay or ignore the role of biological and medical factors, which
can be significant in the lived experiences of people with disabilities. He argues that impairments
themselves can have real and substantial impacts that are not solely socially constructed.
Together with Tom Shakespeare (2008), Bury (2005) emphasises the importance of
understanding the subjective experiences of individuals with disabilities. He suggests that a more
complexified approach would consider both the social and personal dimensions and dynamics of
disability. In a nutshell, the second wave of Disability Studies - emerged partly as a response to
the limitations of the social model, which dichotomized impairment and disability - proposes
bridging the gap to achieve a more comprehensive understanding of disability and diversity fout
court, encompassing both structural barriers and individual concerns. On this point, Campbell’s
(2008) Exploring Internalized Ableism Using Critical Race Theory focuses on ableism using
critical racial theory, concluding that internalised racism and ableism should be fruitfully studied
by scholars, rather than focusing on disability/disablement. To do so, pivotal contributions such
as Goodley (2016), Goodley, Liddiard and Runswick-Cole (2018), and Meekosha and
Shuttleworth (2009) encourage interdisciplinary methodologies, including ethnography, narrative
analysis, and participatory research to guarantee dialogue with other-ness (namely communities,
cultures, disciplines, new emerging issues, etc.). This approach emphasized the co-production of
knowledge with disabled individuals, aligning with principles of disability activism and
advocacy, relationally and intersectionally (Campbell, 2013) looking at the relations between

subjects and objects, theories, and practices.
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In the Italian context, significant publications highlight the effort of researchers in the
realm of Disability Studies to engage in a dialogue with this disciplinary area up to the birth of
Disability Studies Italy (Medeghini, 2015), known also as Inclusion Disability Studies'. The
latter are engaging with different thematic areas under the macro-theme of “inclusion”, insofar as
stressing the social justice dimension over that of difference (medicalised, racialised, normalised
etc.). On this point, Medeghini (2013) in Quale Inclusione? Quali servizi nella prospettiva
inclusiva? Una lettura attraverso “DisabilityStudiesltaly” introduce the concept of Inclusion by
analysing the normative paradigms. Other important recent contributions are from Bocci et al.
(2022) and, on the international level, by Genova, Scavarda and Swiatkiewicz-Mos$ny (2023). An
emerging and relevant area of study, relatable to the present research, is Neurodiversity (Cascio,
2015; Scavarda and Cascio, 2023; Valtellina, 2024). Indeed, as noted by Cardano, Cioffi and
Scavarda (2021), neurological and mental conditions bear a heavier burden of stigma compared
to physical or sensory impairments (see also Cardano, Cioffi, Scavarda, 2020). This is of
relevance for the present study, insofar as well as for what concerns psychological sufferance,
neurological conditions (autism, ADHD, and Specific Learning Disorders [SLDs] are
characterised by social maladjustment at various degrees and scarce visibility of the “signs”
associated to the sufferance (Cardano, Cioffi and Scavarda, 2021); thus, constituting itself as

radical otherness (Scavarda, 2020).

1.2.6 Narrative-based medicine and the experience of illness.

The complexity of the embodied experience as an epistemological resource for social

sciences in dealing with health and disability has been caught by scholars in the socio-
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anthropological field. As seen previously, the necessity of innovative methodological
approaches, able to overcome the aporias of the biomedical paradigm that still dominates the
landscape in health policy and services, has been stressed by scholars and clinicians. An
important contribution has been given by those who started to enhance the subjective,
phenomenological meaning given to the experience of illness, distinguished from sickness and
disease. In this regard Arthur Kleinman (1977; 1988; 2016) marked a significant step forward in
the illness narratives. The American psychiatrist made a big contribution to the growth of
medical anthropology: in the article Lessons From a Clinical Approach to Medical
Anthropological Research (1977), based on his seminar intervention to the Medical

Anthropology Program at the University of California, on February 18, he wrote

Lay and practitioner models of sickness, analyzed in the often exigent setting of
sickness episodes, tend to be plural, fragmented, sometimes illogical, and even at times
demonstrably contradictory when compared with detailed ethnoscientific reconstructions

of "emic" categories. [...] Clinically-oriented studies teach us that the main function of

13 https://disabilitystudies.uniroma3.it/
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sickness beliefs is to provide behavioral options in the health care seeking process that
result in the choice of particular treatments. Oftentimes the culturally constituted context
of meaning those beliefs provide may be the sole basis for therapeutic response

(Kleinman 1974).

(Kleinman, 1977, p. 11)

The narrative reconstruction of each own experience of sickness took the name of illness
narratives: through them it is possible to analyse the subjective meaning that a person attributes
to sufferance, giving continuity to its own experience and therefore presence, and embodiment.
The process of narration fills the gaps and creates (new) order where the sickness has broken the
ground and the /ife-world of a person. In the care of chronically ill people, Kleinman (1988)
recommended that health practitioners are required to learn how to interpret the patient’s
perspective on illness and that of the family as the core of their profession. The therapeutic
intervention, thus, starts by giving the patient the role of expert as well as the practitioners
involved in the clinical intervention (Good, 1994). This shift of perspective, which puts the
actors in play in a position of reciprocity, is paradigmatic of the intellectual change that
happened at the end of the 20th century. As highlighted by Quaranta (2018) and Remotti (1993),
only when anthropology ceases to collude with “modernity”, representing the Western, civilised
gaze on “others”, modernity became an object of knowledge for anthropologists and social
scientists broadly. In this meaning, the reflection on subjectivity and its construction was able to

unfold and look at subjectivity not only as a product of culture but also as a cultural producer.
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Good (2012) suggests that the latest developments in theorising subjectivity, especially in
medical and psychiatric anthropology, passing through the study on violence, humanitarian
intervention and new citizenships, greatly challenged the older way to theorise subject and lived
experience. It can be said that social researchers now face “a new emergence of complex forms
of experience in the worlds” (Good, 2012, p. 515) and for this reason, he considers the act of
narrating in the field of health interventions as a way of action indeed, aimed to resist the
disruption of everyday life caused by illness (Good and Good, 1994). It is an innovative response
to the fast growth of societies’ complexity and new citizenships in the global era, supported by
the positive results obtained by empirical research and clinical practice (see Giarelli, 2005). As
said by Shakespeare (2017), the key to promoting innovative, methodologically strong scientific
studies and progressive policy on health and disability is to get in contact with the impairment,
not ignore it. The illness narrative appears then as an important tool for sociologists and
anthropologists to obtain a general understanding of the broad illness experience, overcoming the
limitations of the biomedical language and handing itself as the pivotal element of diagnosis and

treatment.

The official birth of narrative-based medicine is identified with the publication of the
article by Greenhalgh and Hurwitz (1999), titled Narrative Based Medicine: Why Study
Narrative? 1t has been published in the “British Medical Journal”, on which Greenhalgh (1999b)
also published Narrative Based Medicine in an Evidence Based World, challenging the
assumption that between narrative medicine and evidence-based medicine (EBM), there should

be necessarily conflict and opposition. The author claims that to reach an integrated clinical
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judgement has to combine both the narrative nature of the illness experience, how released by the
patient together with the intuitive and subjective aspects within the clinical method, and the
evidence-based principles. She criticises the conventional medical training in which students are
supposed to learn that medicine is a science and the doctor is an impartial investigator, able to
build differential diagnoses as if they are scientific theories - therefore excluding other

possibilities (and with them, complexity) by falsification of hypotheses. As written:

Clinical judgments are usually a far cry from the objective analysis of a set of
eminently measurable “facts.” Pitting oedema, for example, will be more readily detected
in a patient who has just mentioned that she ran out of “water tablets” last week than in
someone who has made no such comment. In the language of empiricism such an
observation could be interpreted as ascertainment bias, but in the language of social
constructionism it reflects the notion that even objective facts are theory laden. Our
medical training can be viewed as a kind of deductive narrative that predicts the fact of
pitting oedema for which the trained clinical mind is then prepared. Evidence supports
the claim that doctors do not simply assess symptoms and physical signs objectively: they
interpret them by integrating the formal diagnostic criteria of the suspected disease (that
is, what those diseases are supposed to do in “typical” patients as described in standard
textbooks) with the case specific features of the patient’s individual story and their own

accumulated professional case expertise.

(Greenhalgh, 1999, p. 323)
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Greenhalgh and Hurwitz (1999) firmly affirm that the information and the possibility of
understanding which come from narratives of illness are not obtainable in other ways. The
narrative provides meaning, context, and perspective and responds to the questions about Zow,
why, and in what way a person is ill. The clinical setting is seen as a highly structured
transactional space in which meanings are co-created by the doctor-patient relationship
(Cardano, 2015). According to Polvani et al. (2014), the integration of narrative-based medicine
into the health service by the AST of Firenze, Italy, empirically supported three main
advantages: first, it enhances the health professional’s ability to share diagnostic and therapeutic
strategies; second, it guarantees higher therapeutic compliance levels; third, it improves the
patient’s agency and empowerment, promoting the relationship between citizens and healthcare
system and doing so optimising resources. Nevertheless, the authors stress the need for more and
more successful experiences, as the one reported, to strengthen the validity of narrative-based

medicine in the health care services and clinic experience.

1.2.7 Bourdieu and the problematisation of the subjective experience on socially
ingrained bases.

One of the limitations that should be considered within the phenomenological approach
to the narrative of illness is that of a scarce sociological sensibility (Bury, 1982). According to
Bourdieu in Les sens pratique (1980), the subjective embodied experience is bounded by specific
social conditions of possibility. According to Turner and Kasler (1992), by rooting the theory
into practice and the subject into an objective, material context, the sociologist contributes to

enhancing the phenomenology of the /ived body. In this context, the subjective and objective
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dimensions are interconnected rather than oppositional, therefore Bourdieu's contribution is
crucial for shaping both the theoretical framework and the empirical developments of this study.
As argued by Silva (2016), Bourdieu’s epistemology goes beyond the subjective/objective
dichotomy, as it is aimed “to submit to an objective critique the social and epistemological
conditions which make possible the reflexive concern about the subjective experience of the
social world” (Silva, 2016, p. 76). Bourdieu’s approach to social science is grounded in what he
calls a relational mode of thinking (Bourdieu and Wacquant, 1992). Indeed, rather than viewing
the individual as a fully autonomous agent or as fully determined by structures, Bourdieu
proposes that social life is characterized by a dynamic relationship between habitus, capital, and
field. In brief, habitus informs how people navigate fields, while their access to different types of
capital determines their social power and influence. Through these concepts, Bourdieu bridges
the gap between structure and agency, accounting for how individual actions and dispositions are
both shaped by and contribute to the social world. Notably, he warns us toward “the fetishism of
concepts, and of ‘theory,” born of the propensity to consider ‘theoretical’ instruments— habitus,
field, capital, etc.— in themselves and for themselves, rather than to put them in motion and to

make them work™ (Bourdieu and Wacquant, 1992, p. 228).

Central for health-related studies, the concept of habitus is rooted in the Durkheimian
theory of individual socialisation (see Durkheim, 1922; 2005[1897]; 2018[1893]), Weber’s
concept of ethos (see Weber, 2002[1905]) and its effects on the individual, Mauss’ logic of the
gift and notion of techniques of the body (see Mauss, 2000[1925]) and other classical

epistemological references. Structuralism also informs the concept, as the epistemological
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unconscious idea is rooted in Cassirer and Saussure's contributions, particularly relevant in Levi-
Strauss’s ‘classificatory scheme’ (Silva, 2016). Integrating the mentioned social theories and
putting them 7o work in everyday life, Bourdieu’s theory of practice offers a synthesis, positing
that subjective experiences are always embedded within and shaped by objective social
structures. Thus, experiential modalities are not universally shared and theorised but depend on
the position occupied by the subject in society: gender, race, class (and class fractions), and
territory-based legacies affect the concrete possibilities of a person (Bourdieu, 1980;
2018[1984]). Habitus and field are structuring structures influencing lifestyle choices, including
health-related perception and behaviours, and the classificatory system through which certain
practices are produced and understood according to social norms (Bourdieu, 2018[1984]). These
considerations have been a foundation for further research with marginalised groups (see Skeggs,
2004) accounting for inequalities and differences intersectional impact on people’s lives (see

Reay, 2003; Wacquant, 1993)

In health studies, the Bourdieusian theory is highly explicative and useful for assessing
how structural variables drive health choices and illness experiences (Bourdieu, 1990).
According to Collet (2009), these theoretical tools are an invitation to observe what influences
the agents’ narratives and actions without reducing them to a model. The author supports the idea
that Bourdieu’s theories of habitus and field are very suited for analysing people’s behaviours
when in situations of particular crises and disruptive events (Collet, 2009), therefore being
particularly fitting in health studies and practices. According to Collyer (2014), a field is always

a site of struggle and contestation and yet it is important to acknowledge that this dynamism can
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tend to a conservative but also transformative direction (Bourdieu, 1983). This perspective is
significantly relevant for social researchers in approaching the research design and the fieldwork,
as well as in negotiating their position within the academy and the “outside world”, as it is

explained in Chapter 4. Here, in short:

The field gives the habitus structure (Bourdieu and Wacquant, 1992, p. 127), for it
is the mechanism through which the various capitals are produced and socially distributed
(Moore, 2008, p. 105). In this way the logics and forces of the field structure the
capacities of actors, differentially enabling or suppressing the realisation of various forms

of power, and giving shape to the kind of choices that can be made.

(Collyer et al. 2015, p. 17)

As argued, Bourdieu’s theory of habitus can be fully used in the healthcare field,
especially when it comes to choose. The latter regards individuals but involves public health
policy, health inequalities, and corporations’ capital resources management. As stressed by
Lunnay, Ward, Borlagdan. (2011), according to the result of their qualitative research that
investigates how social and cultural contexts are the basis, rather than the appendix, for the
drinking behaviour of teen Australian females, the researchers successfully demonstrate the
utility of Bourdieu’s social theory in overcoming the dichotomy of drinking as a rational choice
(stigmatised by society as a deviant behaviour) or as a determination of the cultural environment:
as previously suggested by Moore (1990) and then confirmed by Lunnay, Ward, Borlagdan.
(2011), the insufficient integration of sociological approaches to addictions has led so far to a

lack of knowledge and effective policy interventions.
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Bourdieu’s reflexive and relational approach as a social scientist acknowledged as a
theory of practice (Bourdieu and Wacquant, 1992) demonstrated being able to emphasise the
interaction between the social structure and the individual agency breaking through both the
binary logic and the risk of the “ungrounded” approach inherent to phenomenology (Lunnay,
Ward, Borlagdan, 2011). Even in the disability studies, Bourdieu’s habitus has been proven to
help in filling the theoretical and methodological previous gaps: Edwards and Imrie (2003) in the
article Disability and Bodies as Bearers of Value show how far Bourdieu’s theory provides a tool
to understand social inequalities that are core to the lives of people with disabilities. The
interesting aspect stressed by the authors is that through the Bourdieusan approach to body and
embodiment has been possible to overcome the dominant discourse on disability which
reproduces a dualistic conception (biological or social causes) and - as claimed by Shakespeare
(2017) - to reach an embodied and complex understanding of the matter. Namely, the researchers
used focus groups with persons with disabilities in order to gain not disembodied data, but
grounded, rooted information as experienced by the interviewees (Edwards and Imrie, 2003). As

written:

[...] to act is to act with a structured body which has incorporated the immanent
structures of a world or of a particular sector of that world — a field — and which

structures the perceptions of that world as well as action in that world.

(Bourdieu, 1998, p. 81).
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1.2.8 The antipsychiatry movement.

It emerged in the 1960s as a critical response to mainstream psychiatric practices,
particularly those involving institutionalisation, medicalization, and the pathologisation of
mental illness. Led by influential figures such as R.D. Laing (1960), and Thomas Szasz (1961),
and influenced by Michel Foucault (2018[1961]), the movement questioned the legitimacy of
psychiatry as a medical discipline and critiqued the oppressive nature of psychiatric institutions.
As seen so far, health conception is socially, culturally, and biologically defined as well as
disability conception. Nevertheless, as the biomedical paradigm is still culturally hegemonic
worldwide, the scientific community stressed the difficulty of defining mental disability, or what
is commonly named madness. In this regard, psychoanalytic contributions have been relevant,
such as Lacan’s Presentation on Psychic Causality (1947), a critique of the dominant psychiatric
approaches of the time - particularly their focus on biological and mechanistic models of mental
illness. He argues that psychic phenomena are not merely the result of physical or organic
disturbances but are tied to the subject's position within the Symbolic, the Imaginary, and their

relation to the Other.

A relevant issue highlighted by more recent critical literature on the medicalization of the
mind, such as the seminal works by Pilgrim and Rogers (1997; 2005a), is that despite its role
within the medicalization framework, psychiatry often lacks "visible" evidence of impairment
when providing proof of mental disorders. Although psychiatric diagnoses exist within a medical
context, they are frequently based on subjective symptoms rather than concrete, observable signs

of illness. In the wider spectrum of otherness policies (see Balibar, 2005; Butler and Trouble,
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1990; Crenshaw, 2013; Du Bois, 1903; Oliver, 1990; Said, 2023[1978]), the mind is diagnosed
by observing symptoms rather than through the evidence of signs (see Cardano, Cioffi, Scavarda
2020). Often, it is the positive response to drugs that makes diagnoses possible under the
biomedical criteria in the field of mental health. On this point, Rogers and Pilgrim (1994; 2005b;
2021) denounce the negative consequences of the separation between psychiatry and sociology
after 1970. They stress that the increasing tension of psychiatry in achieving greater medical
respectability has seen the biomedical approach returning to the fore, to the detriment of the bio-
psycho-social model. Meanwhile, many sociologists put their efforts into social theory and
qualitative research, retreating from the psychiatric and medical studies on mental health issues.
Rogers and Pilgrim (2005b) encourage a renewed engagement of sociology and anthropology in
this field to enhance an interdisciplinary, integrated approach as invoked by the earlier activists

and scholars of the antipsychiatry movement.

The latter has been reviewed by Nasser (1995), who provided a historical excursus along
the main authors and paradigms structuring the movement. As argued by Wurzburg and
Thompson (2014), the anti-psychiatry movement entails a wide and nuanced range of positions,
of which the most extreme sustains that mental illness does not exist. The advocates of this
viewpoint typically share antagonism toward psychiatric diagnosis criteria and institutions;
mental illness is thought to be a tool to normalise those who do not conform to social norms. As
noted by Pilgrim and Roger (2005b), Gelder, Mayou, and Cowen. (2001) in the Shorter Oxford

Textbook of Psychiatry, write:
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Many of the concepts used by sociologists are relevant to psychiatry [...].
Unfortunately, some of these potentially fruitful ideas have been used uncritically, for
example in the suggestion that mental illness is no more than a label for socially deviant
people, the ‘myth of mental illness’. This development points to the obvious need for
sociological theories to be tested in the same way as other theories by collecting

appropriate data.

(Gelder et al., 2001, p. 120—1, author’s comment in square brackets)

According to Roger and Pilgrim (2005b), from the *70s the psychiatric and social
sciences domains became discrepant in approaching mental health: sociology, for instance, has
engaged in the criticism of psychiatric theories (see: Goffman, 1961; Scheff, 1966), stressing the
weak validity of diagnostic categories; the lack of medical model’s self-reflection, affecting also
psychiatric practice and theory, and their (lack of) developments; the economic interest in drug
companies in the mental health industry; the absence of longitudinal studies in psychiatric
epidemiology. Those criticalities also affect the service provisions: while psychiatry advocated
for their benefits, sociologists were problematising them and their disciplinary, coercive role.
According to Roger and Pilgrim (2005b; 2021), the way psychiatric clinic practices and services
have been implemented reflects the exclusion of sociologists from the policy-making processes.
Sociologists on the other hand engaged in militancy within the new rising social movement of

disaffected patients and activists.

As a consequence, the emphasis of psychiatric epidemiology has been on

mapping the need for early intervention or on equitable service access. Services are
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viewed as sites of an uneven right to treatment, rather than as a threat to well being and
citizenship. This leads to the epidemiological study of ‘need’ (i.e. numbers of identified
diagnosed cases) in order to plan ‘appropriate’ services, inviting socio-political questions
such as: “Who are they ‘‘appropriate’’ for?’; ‘whose ‘‘needs’’ are being met by mental
health services?’; and ‘are notions of ‘‘access’ or ‘‘service’’ meaningful, when coercion

1s involved?’

(Roger and Pilgrim, 2005b, p. 229)

Italy found itself in a leading position along the antipsychiatry movement: Franco
Basaglia's radical standpoint against the asylum regime led to the closure of asylums, enshrined
in Law 180/1978 (known as “Legge Basaglia’) which regulated also for the first time the
discipline of consensus in the mandatory psychiatric treatment. The closure of asylums and the
abolishment of mandatory treatment without previous consensus have been immediately
followed by the Health Law Reform n. 883/1978 , which encapsulates several social core values
promoted by the society Psichiatria Democratica founded by Basaglia. Acknowledging the
asylum institution cannot be reformed, Psichiatria Democratica advocated for their abolition as
they represent institutional violence (Cardano, Cioffi, Scavarda, 2020). According to Foot in La
“Repubblica dei matti” (2014), Basaglia saw no medical benefits in the way patients were
treated within the asylums. On the opposite, he looked at their disturbing behaviours as to coping
mechanisms created by the institution itself. In this regard, Basaglia described the asylum in its
functions and aims as a total institution likewise prisons, as done in Goffmans’s Asylums: Essays

on the social situations of mental patients and other inmates (1961).
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Broadly, the anti-psychiatry movement contributed to the deconstruction of the positivist,
structural-functionalist vision of mental illness, addressing madness as a form of resistance —
non-adaptation - to the capitalist oppressive system (Nasser, 1995). It is important to note that at
the end of his career and life, Szasz (2008) affirmed that his lifetime militancy against
involuntarily institutional psychiatry had been blown by the creation of the anti-psychiatry
movement, a catchall term then used to delegitimise and dismiss critics of psychiatric fraud and

abuse.

If ever there was a “minority view,” today it is the view of the few Individuals
who oppose psychiatric coercions and excuses. Cooper, Laing, Foucault, and the French
intellectual fakes associated with the antipsychiatry movement were power-hungry left-
wing statists who were interested in taking over psychiatry, not destroying its intellectual
foundations and scientistic pretensions. Thanks to Laing’s opportunistic sloganeering,
psychiatrists can now do what no other members of a medical specialty can do: they can
dismiss critics of any aspect of accepted psychiatric practice by labeling them

“antipsychiatrists.”

(Szasz, 2008, p. 91)

Acknowledging the limitations of the anti-psychiatry movement as above shortened,
some of its positions are still explicative and useful in approaching medicalization (see Chapter
6). Although subjective mental pain does exist as a fact, beyond and behind the potential medical
label, Szasz (1961; 2019) and Scheff (1974) claim that psychiatric "diseases" are constructed by

society to explain behaviours seen as deviant or undesirable, and this is particularly productive in
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offering a critical perspective to analyse the management of otherness (or “diversity”, which can
be understood as both cultural diversity, neurodivergence, and disability etc.) and psychiatric
intervention. For Szasz (1961), the power that psychiatry wields over individuals—through
forced hospitalisations or treatments—represents a form of paternalistic coercion that violates
personal autonomy. For Scheff (1974) psychiatric labels are socially constructed and the
labelling process can isolate individuals and make reintegration into society more difficult, than
failing the principal aim of treatment. More recently, Shakespeare (2013) acknowledges the
value of medical diagnoses but challenges their dominance in defining disability and subjective
identities. He highlights that focusing excessively on medical diagnoses can pathologize
individuals and overlook the broader socio-political context that contributes to the enabling
process. According to the standpoints reviewed, distress objectively exists as a subjective
experience, yet treatment cannot entirely depend on the bio-medical classificatory system which

eventually must be operationalised within a psycho-social integrated framework.

1.3. Conclusions

This chapter highlighted how the discourse on health appears inseparable from that on
disability as a discourse on otherness. Although there are many different theoretical approaches,
the current view in dealing with health and rights implies the capability to approach the issue
starting from the perspective of otherness. Kasnitz and Shuttleworth write that disability “is a

socially and culturally constructed category with important implications about how societies
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differentially distribute power” (Kasnitz and Shuttleworth, 2001, p.2). Social sciences
understood the importance of contributing to the disability study to deconstruct the ableist
paradigm “we do breathe since birth” (De Silva et al., 2020, p. 10). Ableism does not indicate a
nature of things, but a constructed order of things rooted in macropolitical and economic factors
which educate people to consider the subject as self-entrepreneurs on a precise threshold of
productivity bases. From this, it follows that the persons who cannot meet the imposed standards
are disabled by society (De Silva et al., 2020). The overview of the Cartesian legacy which
informs the Western epistemology and the consequent biomedical approach to health and body is
the necessary starting point for further analysis. We have seen how this positivist reductionist

model also allowed the first approaches to socio-anthropological medical issues to be made.

It has been stressed how the biomedical paradigm which dominated and still dominates
the knowledge and the clinic in Western, neoliberal societies, has a disabling effect as well as the
charity-based model: both entail a dichotomous, binary vision of individuals. As an individual,
one is either healthy or sick; there are no nuances between the two polarities, and in literature has
stressed parallels between “chronic health” prescriptions and what is prescribed to chronic
patients (Varul, 2010). Health-centred lifestyle promotion is an always-growing field of capital
investment, and neo-Foucauldian authors like Lupton (1995), Nettleton and Burrows (1997) and
Nettleton (2020) highlight “the governmental inscription of such self-surveillance and self-
disciplines into subjects” (Varul, 2010, p. 18). In this framework, it is incorporated in the “moral
economies of self” an idea of otherness, of disability as loss and lack. As noted by De Silva

(2019; 2020), the rhetoric used by the public and political discourses, by the associations for
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promotion and development in the field of disability both in the global North and in the global
South, are soaked by victimisation on the one hand, and by victim blaming on the other hand.
The author recalls the attention to the lack of narratives centred on political claims and rights
rather than on compassion and moralism, as it happens also with other categories of social
subjects - for instance, with migrants (Ambrosini, 2023; Fassin, 2005; 2010). Sociology and
anthropology might play a key role in encouraging supranational organizations and health
services to review their approach to health. By moving beyond a strictly medical, reductionist
perspective and integrating the social model, these institutions can develop more inclusive
policies. This shift would allow them to better address "otherness," using it as a foundation for
fostering a more comprehensive conception of health rights that promotes inclusion and equity.
Nevertheless, it is important to also recognise limitations in the social model theoretical

framework.

The literature reviewed shows that both the biomedical and social models provide
valuable insights; however, much of the existing literature tends to treat these frameworks as
separate, often failing to explore how they interact. This creates a divide, where the biomedical
model focuses on biological factors, while the social model emphasises the role of environmental
and societal influences, without acknowledging their potential interconnection in shaping health
outcomes. The overemphasis on the biomedical model is another critical issue, particularly
evident in the realm of psychiatry and psychiatric labelling construction. The social model of
health recognizes the impact of social factors, but much of the literature fails to adequately

address intersectionality—how factors like race, gender, and class intersect to shape health
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experiences and outcomes. Much of the literature on the biomedical and social models focuses
on Western contexts, often overlooking non-Western healthcare systems and how they integrate
social and biological factors differently. Gaps in the literature highlight the need to include
glocal health perspectives and non-Western healthcare approaches, necessary for a more nuanced
understanding of health and illness in diverse cultural contexts and approached through culturally
diverse layers. Ultimately, both the biomedical and the social models provide a Global North
perspective on what health is and what it should be. While critiques of the biomedical model
highlight the risks of medicalizing social problems (such as labelling deviant behaviours as
psychiatric conditions), there is a lack of comprehensive analyses that address the
commodification of health within the social mode. It is important to bear it in mind in the further
analysis of the study because the interplay between the bio-medical model domain in psychiatry
on the one hand, and the transformation of health services, products, and care into market
commodities driven by profit motives on the other hand, do offer an explicative framework for
the phenomenon observed through the present research. In this regard, Nancy Fraser (1989) and
others in critical theory argue that commodification displaces the intrinsic and social value of

care with exchange value, often at the expense of equitable and fair access to care.
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2. Mental health and migrations

2.1 Introduction

The present chapter provides an overview of the relevant literature on migrations and
mental health. Mental health is acknowledged as being a prism to look at international
migrations, especially to assess the place that society assigns to persons who are foreigners
through the analysis of policies, access to rights and services and the migrants’ level of well-
being or sufferance (Petit and Wang, 2018). The chapter is structured following the
chronological sequence which reconstructs the historical framework in which the social
discourse on migrations and health interventions took shape. From this methodological decision
follows that the chapter is divided into two parts: the first is devoted to going through the main
conceptual knots along the history, sketching the way psychiatry managed cultural diversity. The
first paragraph and its sub-paragraphs frame the topic into the global context, using as
explanatory keywords the concepts of coloniality (Quijano, 2000) and structural violence
(Farmer, 2004; 2006; Galtung, 1969). Further sub-paragraphs gather literature on colonial
psychiatry, anti-colonial psychiatry and post-colonial approaches to cultural diversity and
madness - namely, ethno-psychiatry and the sociological theory of migration as a total fact
(Sayad, 2018[1999]). Before the metacultural, ethno-psychiatric approach, research has focused
on the study and dissemination of psychiatry as a medical intervention and instrument of social

control, particularly evident within the colonies (Petit and Wang, 2018). For this reason, the
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colonial legacy concerning migrations and psychology and medicine still matters both in

literature and in clinical interventions.

The second part of the chapter marks the turn of perspective of the new millennium,
characterised by a significant and paradigmatic change in the discourse on migrations and mental
health. Indeed, the so-called “refugee crisis” covers quite the whole landscape, prioritised over a
more nuanced, complex approach to exiled people as a cohort made by many diverse sub-
populations and subjective, embodied experiences. The paragraph provides a critical perspective
on humanitarianism and human mobility, focusing on the key concepts of “asylum-seekers” and

“refugees”.

The chapter does not deepen the literature on the psychiatric and psychotherapeutic
interventions published in the medical and psychological journals, since the study focuses on the
socio-anthropological related aspects. In the field of sociology of mental health, Sjostrom,
Gariglio, and Cardano (2022) offer a solid foundation for a sociology of madness, providing a
reminder of the main sociological perspectives applied to the government of mental issues, and
in doing so inviting to focus on the social control aspects inherent to mental illness discourse.
This is the perspective adopted in selecting the literature, offering a critical evaluation of the
main perspectives dominating the academic debate. Moreover, the selection criteria in
structuring the chapter follow a migrant-centric approach as a different option from the “state-
ethnocentric approach” commonly used in the hegemonic theories of migration studies (Avallone
and Gerbeau, 2021, p. 16). The first is rooted in the decolonial theories of Frantz Fanon and

Abdelmalek Sayad, looking at migrations as a total, autonomous and indivisible fact, canvassed
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in the international, contemporary relations as an inheritance of colonialism, driven by the
international division of labour and conditioned by borders and visa regime (Czaika, 2018;

Czaika et al., 2018).

2.2 Framework: international mobility and global inequalities

The anthropologists Pellecchia and Zanotelli (2010), in the Introduction to La cura e il
potere. Salute globale, saperi antropologici, azioni di cooperazione sanitaria transculturale,
argued that the research in the field of health and care should be always contextualised in the
global dimension of economic and power balances. They strongly affirm that for both health
practitioners and researchers it is fundamental to be able to link together the local, everyday life
stories that they face, with the global, “big history” in which we are all in. Without this
capability, the two anthropologists wrote, there is the risk of being unable to understand our own
experience when it comes to health work with foreigners. Both the social researchers and the aid-
worker medicals experience displacement: they are often travelling for work missions and facing
the reality of displaced people on the move - exiles, asylum seekers, refugees -. In this meaning,
their experience is intertwined with testifying to the unbalancing effects of the macro-economic,

political and social processes worldwide (Pellecchia and Zanotelli, 2010).

As argued by Quaranta (2010), once we intend sickness as a social process it emerges as
a psycho-biological process of incorporation of wider social forces, therefore the social justice

and human rights issues become central for the socio-anthropological analysis in the health field.
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The advantage in considering sickness as a social process is meant in the re-problematization of
the medical intervention: instead of a mere pharmacological treatment, in addition to it also
becomes relevant the right to access it. The medical intervention is then focused even - and this
is the core aspect - on empowering the negotiation and action capability of the individual through
the promotion of rights. These lasts are not intended only as civil rights, but also as social and
economic rights. Quaranta (2010) brought the example of his study on Aids in the Grassfields of
Cameroon (see in this regard Quaranta, 2003; 2006): in a collectivist society like the one of
Kumbo, in the North-West anglophone area of Cameroon, the body is not conceived as an
individual attribute due to the interpretation of the person as meaningful only as part of the
society. In this cultural frame, Aids is faced by local people as a sorcery explicative of the
injustice perpetrated by the State-nation and by the global North. In Western society, the
disease's individual and biological dimensions should be investigated, while in North-Western
Cameroonian society the investigation of the disease involves primarily the social relations
around the sick person. Through this interpretative approach, the anthropologist has been able to
understand the local explanation of Aids as an embodied representation of the social inequalities

and imbalances in power distribution.

According to Nubed and Akoachere (2016), the aspects mentioned above explain why the
Western biomedical approach to the Aids epidemic in Sub-Saharan Africa results inefficiently.
Indeed, to understand the mechanisms for spreading the epidemic, a task force focused on the
sexual practices of particular “risk groups”. According to the KAP (Knowledge, Attitude,

Practices) strategy (see Sacolo, Chimbari, Kalinda, 2018) the best prevention is to guarantee
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scientifically correct information about the nature and transmission of the virus to gain a
behavioural change toward safety. Yet, according to Nubed and Akoachere (2016), the KAP
strategy is rooted in a rationalist vision of the action theory, closer to the Western, individualist,
structural-functionalist approach rather than to the collectivist reality of the Cameroonian
society. In this regard, the main bias according to Quaranta (2010) is to consider Aids an issue
rooted in the local sexual culture rather than a result of specific economic, social and political
forces under which social actors are subjected. According to literature (Fassin, 2006; Tran et al.,
2006), HIV-seropositivity represented for some people the only key access to some rights usually
ascribed to citizenship rights. On this point, Quaranta (2003) invites us to look at Aids not as a
description of natural, biological processes, but as a category through which to read the reality
formation processes (a cultural category, so to speak). The perspective described so far is

considered fruitful in canvasing mental health and migrations issues.

[The migrant] as an actor of globalization - care-receivers and caregivers - is a
prime carrier of medical and paramedical standards and therapeutic practices, and of non-
material transfers in the fields of training of health professionals. Indeed, not all migrants

are satisfied with biomedical care

(Petit and Wang, 2018, p. 4).

The first key concept explored to make sense of the following paragraphs is structural
violence, a term coined by Johan Galtung (1969), and it “describes social structures—economic,
political, legal, religious, and cultural—that stop individuals, groups, and societies from reaching

their full potential” (Farmer et al. 2006, p. 1686). The linkage between illness and structural
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violence is well explained by the example of Aids in the Grassfields of Cameroon as reported by
Quaranta (2003, 2006). On the one hand, the local neo-traditional ¢élite address the malaise as a
sign of the destruction of the traditional order; on the other hand, the local youth interpret it as
the structural violence through which the local, national, and transnational élites oppress and
exclude the young people, - the anglophone Cameroonian minority, and broadly the African
people - by the access to sources and auto-determination. Structural violence is pivotal in
framing the mental health discourse and the migration processes in the global scenario (Quesada,
Hart, Bourgois, 2011; Scheper-Huges and Bourgois, 2004). According to Farmer (1999; 2004a;
2004b; 2006), three main axes characterise the action of structural violence: gender, race and
culture. Along those three lines of difference spread pathologies of power, nurtured by social
inequalities, and justifying the status quo. Within this frame, structural violence is visible
through illness — in other words, by impairing the action capacity of determined social groups.
Recent studies, such as Artero and Fontanari (2021) Obstructing lives: local borders and their
structural violence in the asylum field of post-2015 Europe, highlight the border regime’s impact
— and the parallel, gradual but relentless restrictions of asylum rights - on human mobility.
According to the authors, structural violence becomes a core lens through which to look at - and
politicise - illness (see also Quaranta, 2010), especially when suffering is not self-evident at the
biological level as in the case of mental illness. According to Farmer et al. (2006), clinicians
(with few exceptions) are not trained to acknowledge the social forces that underpin the illness
condition; therefore many medical and public health programs are destined to fail if they lack the

understanding of the social determinants of disease.
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As highlighted by Guillot-Wright, Cherryhomes, and Wang. (2022), studying the
literature shows that im/migrants in the USA are at heightened risk for physical and mental
health disparities, which increase their vulnerability in terms of the development of malaise.
Those health disparities are demonstrated to be linked to structural factors that limit
im/migrants’s access to political, economic, legal and social resources, therefore for those who
study health and migration issues, it is pivotal to address social inequalities and structural
violence to properly understand mental health distress. And, on the other side, the authors stress
the importance of addressing im/migrants’ voices to dismantle the obstacles in accessing health.
The same discourse applies to im/migrants in Europe, as argued by Fassin and Rechtman (2009)
and by Larchanché (2012), both on a medium scale as well as on a local scale, as emerged by
empirical studies such as Artero (2019; 2022), Artero and Fontanari (2021), Fontanari (2023);

Gargiuglo, (2024).

A second theoretical framework in social sciences literature for addressing mental health
and migration studies is coloniality. Quijano (2000) calls “coloniality of power” the specific

power model in global capitalism. He writes:

One of the fundamental axes of this model of power is the social classification of
the world’s population around the idea of race, a mental construction that expresses the
basic experience of colonial domination and pervades the more important dimensions of
global power, including its specific rationality: Eurocentrism. The racial axis has a
colonial origin and character, but it has proven to be more durable and stable than the

colonialism in whose matrix it was established.
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(Quijano, 2000, p. 533)

As a milestone for those who are interested in the so-called “decolonial turn” (Salgado,
Garcia-Bravo, Benzi 2021), Quijano’s essay Coloniality of Power, Eurocentrism and Latin
America (2000) has influenced several intellectuals and activists involved in various fronts.
Reviewing literature on mental health and migrations on a global scale helps to understand the
importance of analysing data within a coloniality theoretical framework. As a matter of fact, it
can help to have a solid approach to the modern codification of differences. As argued by
Quijano (2000), two main axes characterise the model of power of global capitalism: race, and
the control of labour, sources, and production processes. Namely, race, race identity and labour
control are instruments of basic social classification that “meant a new way of legitimising the
already old ideas and practices of relations of superiority/inferiority between dominant and
dominated” (Quijano, 2000. p. 535). It is worth noting the concept of coloniality is strongly
intertwined with that of structural violence and is relevant for studies about mental health. Bhatia
and Priya (2021) utilize the concept of coloniality to explore how Euro-American psychology
continues to be shaped by enduring colonial legacies. They argue that despite the formal end of
colonialism, psychological theories and practices in these regions are still influenced by colonial
frameworks, reinforcing power imbalances, and marginalising non-Western perspectives. Their
study, contextualised in the Indian peninsula, argues that India has the largest youth population
worldwide, yet it is invisible in Western psychology. Decolonising psychiatric and psychological

knowledge requires acknowledging how they promote a neoliberal self as the subject of their
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interventions and target of success, and how they silence the stories and the identities of

marginalised populations.

In this regard, Didier Fassin and Richard Rechtman (2009) underscore that contemporary
psychotraumatology of exile!# inherited the ancient problems of the clinic of immigration. They
argue that new social actors - mental health practitioners and social workers within the
humanitarian system - are elicited as appraisers called to perform their role to verify and certify
the very existence of psychic distress in the im/migrant person as part of the neoliberal global
migration governance (see in this regard Betts, 2013). Beneduce (2019), in Etnopsichiatria:
Sofferenza mentale e alterita fra Storia, dominio e cultura, notes that a significant body of
research highlights how migration is often linked to elevated rates of mental distress and
vulnerability to illness. However, he argues that medical and psychological approaches to these
issues need to be framed within a more intricate narrative. This narrative goes beyond standard

clinical responses and delves into the complex relationship between individuals and the theories

141t refers to the psycho-social expertise regarding the psychological impact of forced displacement, particularly
focusing on the suffering experienced by those who are uprooted from their homeland, as well as by those who
experience cultural identity conflicts (e.g. second generations)
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and representations that shape their experiences. It encompasses how mental health is influenced
by the subject's interaction with cultural, familial, and societal structures, where these

representations of self and community are formed.

According to Petit and Wang (2018), until the rise of the metacultural approach that
linked together the medical and the cultural dimensions within Devereux ethnopsychiatry, social
research focused mainly on the introduction and dissemination of psychiatry within the colonies
and the use of medicine in that context as an instrument of social control. Collignon (1999) and
Akyeampong (2015) provide important contributions on this matter, reviewing the historical
process of psychiatric institutions and changing therapeutic practices in Africa. The following
paragraphs attempt to account for how the decolonisation process gradually shifted the scientific
focus from colonial psychiatry to the role of culture and social drivers in the onset and perception
of illness. From the metropole to the colonies, and then from the former colonies to the former
imperial metropole, the attention on otherness and cultural diversity started to engage the
scientific community within the urban realities in Western society. As written: “breaking out of a
dichotomy between the West and the rest of the world, contemporary studies on mental health
and mental suffering in the context of international migration are encouraged to consider all

spheres of the contemporary world” (Petit and Wang, 2018, pp. 2-3).
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2.3 Mental health historical approaches to cultural diversity

2.3.1 Colonial Psychiatry.

Given the pervasive influence of Michel Foucault and Edward Said on much historical research since the

1970s, it is no surprise that several historians have drawn their attention to a topic that brings some of Foucault's
and Said's most provocative contributions together: the problem of madness and its treatment in European colonies.
[...] This literature responds not only to Foucault and Said, but also connects to influential works in post-colonial
studies that investigate the psychology of colonial domination and complicate the racial divide that informed

colonial contact.

(Keller, 2001, p. 295)

According to relevant literature about the history of colonial psychiatry, it was used to
reinforce colonial hierarchies and justify domination by portraying Indigenous people as
inherently unstable or irrational, in doing so contributing to discriminatory definitions of race
and citizenship and to the alienation of colonised people from their own identities (Fanon, 1963;
Keller, 2001; 2008; 2019; Mahone and Vaughan, 2007; McCulloch, 1995). Colonial psychiatry
is characterised by the creation of asylum institutions in the colonies and by the birth of a
psychology of the colonised populations which contributed to reproducing racial, gender, and
class inequalities that structured the colonial hierarchised societies. The creation of the colonial
asylums responded to the colonial administrations’ necessity to manage social disorders and

rebellions (Keller, 2019; McCulloch, 1995).

A classic theoretical example of colonial psychiatry is Carothers’s The Psychology of

Mau Mau (1954) and the way he used the concept of “culture” to explain - using a
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psychopathological lens - the behaviours and rituals of the Mau Mau tribe rebels in Kenia,
abolishing any political and social meaning in interpreting their resistance to the British
domination (Beneduce, 2019). As stressed by McCulloch in Colonial Psychiatry and the African
Mind (1995), with Carothers’ contribution psychiatric science entered formally the political
domain. The author compares Carothers’ theories to that of eugenic: as a remedy for neutralise
the Mau Mau rebellion, they suggested to the British government to concentrate the population
in specific areas, easier to control for the colonial authority, and to “rehabilitate” the rebels,
mixing the political-administrative intervention to the medical psychiatric one. According to
Marquis (2024), in the beginning, this kind of mental health patients were often entrusted to
prisons and military hospitals, whilst some colonies began a protocol of evacuation measures to
transfer patients to metropolitan asylum institutions. The latter started rising officially in the
1860s, with a delay of French territories over the English faster legislation and its institutional

implementation.

At the outset, mental health care was in some ways identical to other private
ventures: investors with no medical training built houses of confinement that they
managed as businesses, ensuring profitability through a lack of competition and by
tapping a concern for public order within the European community. Psychiatry in India
also mirrored practices in England, where the government's use of privately operated
madhouses to preserve public order was commonplace until Parliament mandated the

establishment of public lunatic asylums in 1845.

(Keller, 2001, p. 299)
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Beneduce (2019) is among the scholars who strongly affirm that the colonial sciences,
among which medicine and psychiatry, covered a core political role. They were subordinated to
the interest of imperialist domination, aimed to discipline and subject the local populations in the
colonies. As argued by Keller (2001), the more recent histories of science and technology
support the idea of a core relationship between epistemology and colonial domination. As argued
by Cohn (2021), Western knowledge has been proven to serve the colonisers’ supremacy in the
more diverse areas, revealing troubling relationships between the effort of knowing “others” and
the impasses of culture’s dilemmas. As a result, instead of an actual understanding of others —
local people, owning a history and narratives -, it facilitates the disproportionate use of power in
colonies. Although historians have been reluctant to admit it, European imperialism has had a
determinant weapon in bio-medical knowledge. The asylum worked both as a hospital and as a
prison, and psychiatric intervention renders the mental institutions the last “correctional facility”
(Keller, 2001, p. 297). Colonial psychiatry aimed twofold: to save the workforce’s health and
construct the “new”, civilised citizens by subjection practices. Using psychiatric diagnoses
permitted the dominant groups to translate the social conflicts into disease strategically: from the
political collective dimensions, the conflict was placed into the biological, psychopathological,
and individual dimension. In doing so, sedating and pacifying conflict and imposing a violently
oppressive social order (Beneduce, 2019). The political role of colonial psychiatry has been

publicly admitted by alienist psychiatrists (Keller, 2001).

De Tours in 1844 was one of the first authors to publish an article on the alienated

hospitalised in various colonial countries, starting with the comparative analysis of the
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relationship between civilization and mental illness. The linkage between the two has been a
shared paradigm that supported the idea of a higher risk of developing mental issues among the
colonised populations and people coming from rural contexts (Beneduce, 2019). In other words,
this paradigm paved the campaigns of deculturation and detribalization that individuate in the
religious and tribal constructs of non-Western societies the main causes of mental disorders.
Dubow’s extensive work provides detailed critical insights into the intersections of colonialism,
race, and mental health, particularly in the context of South Africa. His work examines how
scientific racism and colonial institutions contributed to racial segregation (Dubow, 2000),
highlighting how colonial psychiatry contributed to inequalities by pathologizing racial and
cultural differences, often framing non-European populations as intellectually inferior and
mentally unfit (Dubow, 1991). According to the colonial alienist’s interpretation, mental
disorders are caused by the impact of freedom and modernity on those who are conditioned by
archaic mindsets. Authors like Boigey (1908), de Boismont (1853); Porot (1918) contributed to

19

this theory by addressing in the religion of “others" (especially Islam) the conditions for a
favourable attitude to the onset of mental disorders. For instance, Muslims “don’t have any
personality and are in a perpetual state of suggestion. They don’t have any individual taste or

opinion... The Muslim is... without any raison d’étre. [...] Once isolated from the Islamic mass,

the prisoners captured by our troops became nervous wrecks ... If we want to subjugate Muslims,
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13 (Boigey, 1908, pp. 10-11, in Beneduce and Gibson

it is necessary to isolate them from Islam
2017, p. 99). Another contribution in the domain of colonial psychiatry is from Mannoni, who
wrote Psychologie de la colonisation (1950) and Prospero and Caliban (1990). According to
Beneduce’s analysis, Mannoni's theoretical work has value for a critical understanding as able to
globally look at the relationship between colonised and colonisers and the new configuration of
self (or subjectivation practices) raised by the dynamics in the field. Even with the best
intentions, Mannoni’s studies stress the impossibility of an honest analysis when it comes to a
violent context in which both, colonised and colonisers, were immersed. Despite the fruitful
psychological insights, nonetheless, he argued that locals’ myths demonstrate the desire of
colonised populations to be colonised. In conclusion, as argued by Beneduce (2019) this racist
legacy is still present in the contemporary debate. He argues that the psychoanalytic
mystification behind the interpretation of locals’ behaviour (see Mannoni, 1950) denies the very

history and culture of the colonised populations. Thus, it can be said that even though colonial

psychiatry did not offer any scientifically valid medical and psychological discovery, its

15 Authors’ emphasis added
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definition of mental well-being and pathology and the practice of mental health care, as
historiographically documented, do offer an insight into the colonialist mindset. Through the
discourse constructed by colonial psychiatrists about the minds of their patients and about the
natives' behaviours broadly, it can be assessed the colonisers’ radical denial of the
dysfunctionality inherent to the political and social reality under an oppressive regime, rather
than the dysfunctionality of native’s oppressed minds (Keller, 2001). Therefore, acknowledging
the impossibility of treatment for people to whom humanity is denied (Beneduce, 2019), colonial
psychiatry has a historiographical and socio-anthropological value for shedding light on the
concept of race and its legacy in psychiatry and psychology. According to Keller (2001),
although many prejudices and biases render colonial psychiatry irrelevant to contemporary
psychological and medical knowledge, it indicates interesting further research in social sciences

field.

2.3.2 Anti-colonial ethnopsychiatry: Frantz Fanon.

Frantz Fanon's body of work is pivotal in the fields of decolonial studies, critical
psychiatry, and postcolonial theory. His writing, deeply influenced by his experiences as a
psychiatrist during the Algerian War of Independence and his broader engagement with anti-
colonial struggles, continues to shape the discourse on race, mental health, and social justice.
Among Fanon’s most influential works, Black Skin, White Masks (2023[1952]) explores the
psychological effects of colonization, particularly the internalization of racism among the
colonized. Drawing on psychoanalysis, he examines how colonialism creates a sense of

alienation and inferiority in Black individuals, who attempt to emulate whiteness as a form of
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self-recognition. Fanon’s analysis extends to the language, culture, and identity of the colonized,
emphasizing the dehumanizing impacts of racial oppression. Scholars such as Bhabha
(2012[1994]) and Gilroy (1993) have drawn extensively from this text to understand the psycho-
social dynamics of colonialism and its enduring legacy. According to Macey (2000) perhaps
Fanon’s most popular work, The Wretched of the Earth (1963) provides a searing critique of
colonial violence and its aftermath. Here, Fanon argues that violence is a necessary part of the
decolonization process, as it restores agency to the oppressed. He also addresses the
psychological trauma experienced by colonized peoples and critiques the postcolonial elite who
inherit power after independence but fail to address the socio-economic inequalities imposed by
colonial rule. Fanon’s ideas on revolutionary violence have influenced liberation movements
worldwide, and his work has been revisited by contemporary scholars (see Sekyi-Otu, 1996)
analysing ongoing neo-colonialism. Gibson (2017) extensively explores Fanon's legacy,
analysing the collection of essays Toward the African Revolution (1964) which reflects Fanon's
broader intellectual and political engagement with the decolonial struggle, particularly in Africa.
The work touches on themes of nationalism, liberation, and the role of intellectuals in revolution.
Fanon critiques both colonialism and the neocolonial elites, positioning himself as a leading
voice in the Pan-African movement. His work from this period emphasizes the importance of
solidarity among oppressed peoples globally. Undoubtfully less explored but relevant for the
present study, is Fanon’s contribution to psychiatry and clinic engagement. His work in the field
of mental health is often overshadowed by his political writings but is now compiled in
Alienation and Freedom (2018), where he critiques the role of colonial psychiatry in reinforcing

colonial power structures. Fanon (2018) advocates for a more humanistic and culturally sensitive
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approach to psychiatric care, particularly in colonial contexts, where mental health issues are
deeply intertwined with political and social oppression. According to Beneduce (2019), Fanon’s
contribution has had a profound impact on radical psychiatry, institutional psychotherapy, and
decolonial thought. His approach to mental health within the colonial framework—examining
how colonial violence creates psychological trauma—has inspired critical perspectives in fields
ranging from psychiatry to anthropology. His critique of colonial mental health practices has
been revisited in modern critiques of global mental health policies that ignore the socio-political

determinants of health.

As argued by Beneduce (2019), ethnopsychiatry is nowadays a controversial field in

which the violent legacy of colonial psychiatry is often scarcely acknowledged.

The encounter with the cultural Other, the construction of difference, and the
interpretation of insanity and suffering represent examples of these ‘situations’, which are
often marked by misunderstandings, violence and subjection. There are unexpected
continuities between the viewpoints and diagnostic categories used by psychiatry in the
colonies and the current attitudes adopted by many health workers faced with immigrant

patients.

(Beneduce, Martelli, 2005, p. 368)

To account for the complex intertwining of the historical, socio-anthropological, and
political processes from which contemporary ethnopsychiatry rises, it is fruitful to start from

Fanon’s thought, whose intellectual contribution brought an epistemological break into the
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dominant discourse on the conception of mental health and ethnopsychiatry (Gibson and

Beneduce, 2017; Beneduce, 2019).

Indubitably, Fanon's ethno-psychiatric approach presents limitations. As written by
Taliani and Vacchiano (2006), the question of how to respond to the unrealism through which
migrants communicate their distress is left open. Moreover, Taliani and Vacchiano (2006) argue
that even the cultural aspects, so relevant to their work with migrant people and patients from
non-Western societies, are underestimated and poorly deepened in Fanon’s theory. Nevertheless,
they acknowledge the determinant role of the time and place in which Fanon’s considerations on
the cultural dimension of his patients arose. Taliani and Vacchiano (2006) argue that when
situating Fanon's contributions within the context of his time and lived experiences, it becomes
evident why he focused primarily on the political and revolutionary dimensions of the
intellectual debates of his era. While Fanon's work gave significant momentum to the
anticolonial struggle, it left in the background what has now become a central concern for
professionals engaged in cross-cultural care, which reflects a shift in focus in contemporary

discussions.

2.3.3 The birth of contemporary ethnopsychiatry: Georges Devereux.

As seen so far, ethnopsychiatry is an extremely complex field since it is an
interdisciplinary activity that challenges researchers interested in generalisation (Karp, 1985).
According to Cerea (2020), historically, ethnopsychiatry—emerging from the need to examine
the linkages between psychiatry and the cross-cultural dimensions of human existence—has
developed along two main trajectories. The first, prominent in the United States, is led by
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researchers and clinicians with a strong academic orientation, emphasizing theoretical reflection
on cultural differences in mental health. In contrast, the second, driven by French clinicians,
focuses on the practical challenges of treating patients from non-Western cultures. In France,
particularly, the postcolonial period saw a significant influx of migrants from former colonies.
This rapid increase posed substantial challenges for healthcare services, as they had to address
the complex sociocultural and psychological issues related to the adaptation of these migrant
populations. The decolonization process not only reshaped the French societal fabric but also
forced its mental health services to rethink their approaches to care in a multicultural context.
French cross-cultural psychiatry landscape in the *60-’70s was twofold: on the one hand, we do
have the School of Dakar, in Senegal, centred around the figure of Henri Collomb and the
Lacanian tradition and for certain aspects close to Fanon’s position (Cerea, 2018); on the other
hand, we do have Georges Devereux school, characterised by the concept of complementarity
and countertransference. The term “ethnopsychiatry” itself was coined by Devereux, a
psychoanalyst and anthropologist who, together with Tobie Nathan, who was his apprentice, in

1978 established the first clinic of ethnopsychiatry in France.

Devereux emphasized that Western therapeutic practices could not be applied uniformly
across cultures and that understanding cultural norms and traditions was crucial for effective
treatment. Pivotal on this point is Devereux's work Reality and Dream: Psychotherapy of a
Plains Indian (1953), providing a detailed case study of a Native American patient treated by
Devereux employing psychoanalytic methods. In this regard, according to Corin (1997),

ethnopsychiatry is supposed to hold together two discourses that complement each other, yet
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never simultaneously: the discourse on psyche, and the discourse on culture. This
complementarity in approaching mental health is outlined in Basic Problems of Ethnopsychiatry
(Devereux, 1970), a landmark text in which Devereux outlines the core principles of the
disciplinary field, emphasizing the importance of avoiding ethnocentric biases in psychiatric
diagnosis and treatment. On this point, Kirmayer added important developments to Devereux's
theory, widely contributing to exploring the accommodation of cultural diversity within
psychiatry (see Kirmayer, 1989; 2005), advocating for the construction of a postcolonial

psychiatry (see Kirmayer, 2013; 2020; 2023).

Although Devereux’s work is heavily informed by psychoanalytic theory, he adapted it to
accommodate cultural differences, as explained in From Anxiety to Method in the Behavioral
Sciences (Devereux,2014[1980]). According to Young (1997), while Freud’s theories were
grounded in Western concepts of the mind and society, Devereux argued that the unconscious
and its workings could manifest differently across cultures. He emphasized that mental health
professionals must be sensitive to these variations, particularly when working in colonial or
cross-cultural contexts. His approach was distinct in highlighting the intersection of
psychological and cultural dynamics in mental health care. However, Devereux is defined as “a
separate and anomalous case” (Cerea, 2018, p. 2) in the realm of the medical and psychosocial
main schools of the time. Regardless, as an outsider - not included in the most popular trends and
debates of his time both in the United States and in Europe - he is known as the founder of

ethnopsychiatry as a specific discipline, paving the path for current reflection toward the future.
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Beneduce (2019) gives great importance to Devereux’s criticism of culturalism as a
constant in his intellectual work, as well as to the necessity of linking psychiatry and social
sciences, as only when grounded in the specific cultural context does the psychiatric data gain its
meaning. Without this systematic work of intersection - or integration - between the two
dimensions - medical and socio-cultural - it would be impossible for the clinician to recognize
when a behaviour or an idea is the expression of a specific cultural representation, rather than a

clinical disorder (Beneduce, 2019).

As told before concerning Fanon, according to Beneduce (2019) Devereux’s contribution
to contemporary ethnopsychiatry is pivotal for its methodological sensitivity and critical self-
reflexivity. At the core of his psychiatry, he looks critically at both the shamanic healing
practices and the Western psychiatric tradition, reasoning on the social construction of
psychiatry, highlighting the bias behind the claim for objectivity. As evidenced by Ventriglio,
Ayonrinde and Bhugra (2016) in the article Relevance of the culture-bound syndromes in the
21st Century, the contemporary debate on mental health acknowledges the critical challenges
met by psychiatry when it comes to dealing with cultural diversity highlighting the efforts made

by the scientific community in starting a paradigmatic change:

As mentioned earlier, the rise of culture-bound syndromes may be a reflection of
the rise of Western diagnostic and classificatory systems and also the long-standing
impact of colonialism. Recent shifts in the DSM-5 may indicate a change away from
these factors. The two major psychiatric classificatory systems have used these

syndromes in slightly different ways. Interestingly, the ICD-10, which is a more
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culturally sensitive system, acknowledges that these syndromes are not easy to fit into

classificatory categories.
(Ventriglio, Ayonindre and Bhugra, 2016, p. 4)

Notably, in 2022, the last edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM), namely the DSM-5-TR!® abandoned the use of culture-bound syndromes as a
diagnostic category, which was already overcome in the 2000s edition, but also included explicit
strategies to address cultural diversity, racism and discrimination in the mental health field.
Devereux's work has had a lasting influence on contemporary ethnopsychiatry, particularly in
Europe, where his ideas have been taken up by clinicians and anthropologists working with
migrant populations. His interdisciplinary approach—melding psychoanalysis, anthropology, and
psychiatry—remains central to understanding how culture influences both the expression and

treatment of mental disorders. Researchers like Nathan (2024[2001]), Beneduce (2019) and Losi

16 The number 5 refers to the fifth and newest edition of the DSM, released in May 2013. The 2022 edition is the

most recent version with text revision (TR)
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(2000; 2009; 2020) have built under different layers on Devereux’s ideas to develop more useful
frameworks for addressing mental health in cross-cultural contexts. Devereux's tools for the
current times can be found in the capability to design further research lines able to acknowledge
the classificatory Western tendency to gain scientifically reliable results as a coping mechanism
for anxiety management concerning otherness (Beneduce, 2019). Precisely in that anxiety, in the
tension that comes at the border of encountering otherness, lies the resource for a fruitful
encounter in the clinic as well as in scientific inquiry (see Devereux, 2014; Nathan, 2005). As
stressed by Losi (2009), ethnopsychiatry is not immune to the market-oriented tendency of the
time, and this is an important point to bear in mind to looking at migrations and mental health

from a critical perspective.

2.3.4 The double absence: Abdelmalek Sayad and the migration as a total social
fact.

Sayad [...] was more than a scholar of migration: he was the phenomenon itself. The ethnographic

sensibility and rigor that animate his work were rooted in his active solidarity with Kabyle migrants; they enabled
him to dismantle prefabricated representation of immigration and to use the migrant, as social hybrid devoid of
legitimate place, in the manner of a flesh-and-blood analyser of the collective unconscious and to pose anew the

question of the relationship between citizen, state, and nation.

(Bourdieu and Wacquant, 2000, pp. 173-174)

In the realm of postcolonial contributions to migrations and their psycho-social
implications, the sociologist Abdelmalek Sayad is recognised as one of the most important and

original contributors (Bourdieu and Sayad, 2004; Palidda, 2002, in Sayad, 2002b). Never aligned
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with the state thought, Sayad’s La double absence (2016[1999])!7 is a masterpiece in the field
that underscores the psychological toll of migration as an enduring postcolonial legacy. Sayad’s
interdisciplinary approach, blending sociology, anthropology, and political analysis, places him
among the most original and significant contributors to the study of migration and its impact on
mental health (Balibar, 2012). According to Avallone and Gerbau (2021), Sayad challenges the
migration studies’ State-centred approach (see Sayad, 2002a) and the dichotomic distinction
between immigration and emigration concepts. Sayad’s theoretical originality arises precisely
from the critique of this dualism, making him emerge on the landscape of migration studies as a
pioneer. Specifically, the concept of "double absence" faced by migrants—an alienation both
from their home country and from the host society -, sheds light on how migration processes are
often rendered invisible within mainstream sociological analysis, particularly in their connection
to broader systems of social exclusion, structural violence, and political disenfranchisement

(Avallone and Gerbau, 2021). Moreover, Sayad's body of work throughout his career is highly

17T chose to employ the original title in the French language as it preserves the original meaning, while the English
translation focuses more on the concept of suffering rather than on the phenomenological meaning of being a
migrant person. To ensure completeness, here is the publication in English: Sayad, A. (2018[1999)). The suffering of
the immigrant. John Wiley & Sons.
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systematic and bounded by a strong inherent coherence, characterised by a critical gaze which
distinguishes his contribution from the self-proclaimed Marxist anti-colonialist current, but even

by pauperism, Third-Worldist, and so on (Palidda, 2002; in Sayad, 2002b).

According to Boudou (2021), Sayad contributes to migration and health studies with
insights that remain to be fully drawn out by scholars and policymakers. They are strictly related
to the persistence of state-based thought, thereby participating in the deconstruction of
methodological nationalism, and additionally stressing the importance of engaging sociology in
entertaining an active interdisciplinary relationship with political theory and policymaking
(Modood, 2020). Scholars like De Genova (2002; 2015) and Wimmer and Shiller (2003) have
furthered this analysis, examining how states regulate migrant populations and contribute to the
perpetuation of social inequalities, using Sayad's theoretical framework as a base. Indeed, the
latter provides a perspective connecting migration to larger structures of state power and social
control. In L'immigration ou les paradoxes de l'altérité (2006), Sayad examines how
immigration challenges the national identity of the host country while at the same time
reinforcing its boundaries. He critiques the legal and bureaucratic mechanisms that categorize
and manage immigrant populations, often reducing them to second-class citizens. This text also
touches on the issues of identity and belonging, as well as how the colonial legacy continues to
shape the experiences of immigrants in postcolonial societies. argues that the management of
migration by the state often results in the dehumanization of migrants, reducing them to mere
labour units while neglecting their social and psychological needs. This approach accounts for

broader structures of inequality and domination, rooting them in colonial history. Particularly
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relevant on this point is, Sayad (2002a), Histoire et recherche identitaire (see. also Bourdieu and
Sayad, 2004; Sayad, 1977). As written, “migration is the product and expression of a historical
relation of inter-national domination, at once material and symbolic” (Bourdieu and Wacquant

2000, p. 175).

Sayad’s ethnographic studies contribute also to reflections on methodology. For instance,
Un Nanterre algérien: terre de bidonvilles (Sayad, 1995), an ethnographic study of Algerian
migrants living in the shantytowns of Nanterre, France, is a foundational text in urban sociology
and migration studies. It is significant because it looks at the urban experience of migrants and
the way they navigate social and physical spaces that are segregated and marginalized within the
broader urban fabric. Authors such as Mezzadra and Neilson (2013), in their book Border as
Method, continue to use Sayad's insights to explore the border as a space of conflict and
negotiation, where migrants confront state power and create new forms of social belonging. As
said, “before he or she becomes an immigrant, the migrant is always first an emigrant (Bourdieu
and Wacquant, 2000, p. 174). As argued by Bourdieu and Wacquant (2000) in The Organic
Ethnologist of Algerian Migration, social studies on human mobility since their birth have
focused on a dualistic vision of the phenomena: immigration and emigration, privileging the first
over the second. In the academic field, this distinction constructs a hierarchised corpus of study
that naturalises the idea of a division between the experience of the immigrant and the
experience of the emigrant. This approach contributes to justify that “not all migrants are the
same, since the aforementioned categories [non-nationals, undocumented people], and the rights

associated with them, are attributed to them based on the principle of coloniality that reproduces
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the hierarchy between States inherited from the period of colonisation.” (Avallone and Molinero-
Gerbeau, 2021, p. 2). Therefore, Sayad’s attention to the total, organic phenomenon of migration,
invites social researchers to “reconstitute the complete trajectory of the individuals, households
and groups involved [...] in order to uncover the full system of determinants that first triggered
exile and later continued, under new guises, to govern the differentiated paths they followed"
(Bourdieu and Wacquant, 2000, p. 174), unfolding also the symbolic mystification — or
collective lie - which sustain migrations, as deepened in Sayad (2000), E/ Ghorba: From

Original Sin to Collective Lie.

Saada (2000) argues that Sayad’s perspective problematises an uncomfortable issue, that
is, migration studies lack an honest engagement with Sayad's work. For instance, in Noiriel's
(1988) Le creuset frangais. Histoire de l'immigration, apparently a study related to Sayad’s, the
focus delves around the stigmatization that broadly strikes people on the move, correlating
economic factors, migratory fluxes and xenophobia within the 70s France context. Not
differentiating among the diverse socio-historical characteristics of migrating groups but
embracing the rhetoric of “need” (e.g. for labour, house, health), a lot goes lost in the analysis.
For instance, the bounds of the migrant with the homeland and the host society are interwoven
by invisible conflicts and asymmetry of power that are determinants in social interactions and
life paths (Bourdieu and Wacquant, 2000). Otherwise, bounds are also generative (Saada, 2000):
“Immigration is undeniably a subversive factor to the extent that it reveals in broad daylight the
hidden truth and the deepest foundations of the social and political order we describe as national”

(Sayad, 2004, p. 2).

110



As observed by Beneduce (2019), Sayad’s reflection on Algerian migration in France and
his ethnographic studies provided very high-quality sources for ethno-psychiatric developments,
not only for others, non-nationals, but according to Losi’s (2009) ethno-systemic narrative lens
to approach ethnopsychiatry, collectively for us, both emigrants and immigrants as humans. To
look both at the immigrant and not at the emigrant means to erase the identity of someone who
comes from a historically and culturally thick place. As deepened by Marino (2019) in The
“Double Absence’ of the Immigrant and Its Legacy across Generations among Australians of
Italian Origins, the endogenous and exogenous factors met by those who migrate might lead to a
biographic fragmentation regarding society as a whole. Therefore, even though sociology does
not engage in an active debate with Sayad’s work, it is an endless source of methodological and
theoretical teaching, especially when it comes to human mobility and public policies, as
demonstrated by the broader use of his contribution made by Italian ethno-psychotherapists

(Beneduce, 2019; Losi, 2004; 2010; Taliani, 2015).

2.4. Migrants’ suffering navigating the new century:

humanitarianism and trauma

As has been argued by scholars (Fassin, 2008; 201 1b; Fassin and Matthews, 2012; Fassin
and Rechtman 2009; Malkki, 1996; 2005; 2007; 2015; Rajaram, 2002; Ticktin, 2014), at the end
of the last century new governmentality took place in the management of so-called crisis or

emergencies - natural catastrophes, conflicts, war, but also more micro and invisible situations of
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everyday precariousness like poverty, homelessness, addiction, unemployment and exile. Known
as “humanitarianism”, this governmentality is the frame through which specific social
phenomena have been dealt with by policymakers, scholars, and NGOs since the 90s. Shaped as
a peculiar entanglement of moral values and political discourse, the humanitarian is the lens
through which to look at the neo-liberal management of crisis using the cooperation of
transnational, non-governmental organisations and expertise (especially medical and legal
practitioners amidst a market-driven moral economy) (Fassin, 2012; Reid-Henry, 2014; Ticktin,
2014). Humanitarian intervention tends to mutually exclude the state or political intervention
(Malkki, 1996) assuming its specific, modern configurations in parallel with the rise of modern
transnational capitalism (Ticktin, 2014). Even though scholars such as Simms and Trim (2011),
and Farré (2012) contended that humanitarian intervention existed before, it was in the 90s that it
became strictly connected with Human Rights discourse. In particular, Ingiyimbere (2017a)
provides a critical perspective, explaining why the Global North human rights intervention is a
neocolonial issue and, according to the author’s punctual analysis, an imperialistic ideology
(Ingiyimbere, 2017b). Thanks to the new century's massive displacement of people, and the
social construction of the “refugee” category, social scientists gained a successful new and
productive field of research (Malkki, 1996;) which attracted funding, as argued by Helton
(2002), who highlights how humanitarian crises in the post-Cold War period led to greater
attention from international agencies, sparking increased academic engagement and funding in
refugee studies, and by Castes and Davidson (2020), who discusses the growing academic
interest in migration and refugee studies, alongside rising funding streams from the 1990s

onwards.
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It must be noted that in migration studies, even though the Global North agenda tends to
frame the so-called forced migrants as “asylum seekers” and “refugees”, the labels require to be
problematised. The United Nations High Commissioner for Refugees (UNHCR) in 2015 counted
that the total number of people who were forced to flee their homes was 65.3 million, which
means little less than 1 per cent of the world's population. For completeness, I report that at the
end of 2023, 117.3 million people worldwide were forcibly displaced, including 6 million
Palestinians under UNWRA’s mandate'® not included in the population that UNHCR assists
(UNHCR, 2024). In 2015, the EU contributed in terms of reception by welcoming 6 per cent of
those displaced people, thus the so-called “European refugee crisis” of 2015 should be rescaled

and read through different lenses:

Indeed, the ‘refugee crisis’ (or, more accurately, crisis of European border
politics) hardly left the front pages in 2015 across Europe, and as such constitutes quite a
test case for public engagement. The (long-running) political invocation of migration-as-

crisis is productive on multiple fronts (cf. Roitman 2014), and rarely more so than in

18 United Nations Relief and Works Agency for Palestine Refugees in the Near East
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2015. Vast amounts of research and reporting has been carried out on the dramas at the
Union’s borders; acres of newsprint have been dedicated to the chaos while ‘urgency
grants’ have been announced by research funding bodies; event after panel event has
been staged at European universities and think tanks; and policymakers and politicians
have gathered time and again to work out new ‘solutions’ — meaning, by and large, more
of the same old medicine of ‘border security’, mass encampment and outsourced (non-

European) policing.

(Andersson, 2017, p. 2)

Andersson’s (2017) The price of impact: reflections on academic outreach amid the
‘refugee crisis’ provides a critical analysis of the "humanitarian-security nexus" in migration
governance. His research focuses on how migration control measures—especially those related
to security and humanitarianism—intersect to produce a system that traps both migrants and
policymakers in counterproductive cycles. Andersson argues that efforts to control migration
often exacerbate the very issues they aim to solve, creating a form of institutional "bunker
politics" that isolates migrants and generates further insecurity. This dynamic, explored in his
book Illegality, Inc. (2014), highlights the political economy of border controls and the
securitization of migration, which Andersson sees as fuelling global inequalities by turning
migration into a profitable industry, benefitting private security firms and bureaucracies.
Additionally, in migration studies, scholars have identified a potential correlation between the
lack of effective migration policies in certain countries—particularly those in Southern Europe,

such as Italy and Greece— and a combination of overly regulated labour markets, extensive
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informal economies, and strict border regimes that often relax once migrants have entered the

country (Triandafyllidou & Ambrosini, 2011).

As argued, today’s imaginary about migrants is loaded with images of disembarks of
anonymous bodies and people on the move crossing borders and risking their lives (Malkki
1996; Pinelli and Ciabarri, 2017). In strict terms, as stressed by McMahon and Sigona (2018) in
Navigating the Central Mediterranean in a Time of ‘Crisis’: Disentangling Migration
Governance and Migrant Journey, according to the shared definition of refugee, “those making
the journey [through the Central Mediterranean route] are mostly not refugees but so-called
‘economic migrants’, as they originate from countries that are not engaged in warfare and their
main motivation is seeking employment and a better quality of life (McMahon and Sigona, 2018,
p. 498). Indeed, the scientific community generally agrees that the reasons motivating people to
leave their homes vary widely and are the result of a complex interplay of factors. These include
economic, political, social, environmental, and personal causes, which interact in different ways
depending on the geographical and temporal context. Factors such as poverty, armed conflicts,
persecution, climate change, and job opportunities may contribute jointly or separately to the
decision to migrate (De Haas, Castles, Miller, 2019; De Haas, 2023; Massey et al., 1993).
Academic studies then highlight how migrations cannot be reduced to a single cause but often
represent a response to both structural and contingent conditions that push individuals to seek a

better life elsewhere.

Studies such as McKeown (2012) explore how the concept of the "free migrant" in the

context of global migration patterns and so-called “forced migrants”, deepening the role played
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by brokers in this process. The study highlights the historical transformation of migration from a
relatively open and fluid practice into a more regulated, bureaucratically controlled system.
Brokers were pivotal in shaping what would later be considered "free" or “legal” migration,
despite the heavy influence of economic, political, and social structures that mediated freedom.
McKeown (2012) argues that the "black box" of migration was created through legal and
administrative mechanisms that obfuscated the underlying complexities of human movement,
reducing it to a simplified concept of "free" migration. In doing so, the study critiques the notion
of migration as purely voluntary and emphasizes the structured nature of the so-called free
movement, shaped by both colonial legacies and modern state regulations. One key insight from
McKeown's work is the critical role of intermediaries or brokers who facilitated migration,
navigating between local systems of control and emerging global norms. In this regard, Gill
(2013) employs the concept of "migration industry" referring to the complex web of actors and
institutions that have emerged around the processes of migration. This industry includes a variety
of stakeholders such as governments, NGOs, private companies, and informal brokers who all
play roles in facilitating, regulating, or profiting from migration. It encompasses a diverse range
of participants, including state agencies that create and enforce migration policies, non-
governmental organizations that provide support and advocacy for migrants, and private
enterprises that offer services such as legal assistance, transportation, and accommodation. Each

of these actors has its own interests and motivations, which can sometimes conflict.

Thereby, scholars argue that the construction of a “refugee crisis” narrative, that

describes migration as uncontrolled and dangerously directed straight to Europe, has driven
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precise transformations in the governance of mobility and border patrolling (McMahon and
Sigona, 2018). As argued by Duvell and Press (2022), research in the field of migration focuses
mainly on “irregular” migration and its infrastructure much more than on regularised agents (e.
g. work agents, students’ mobility and marriages): “Literature is often morally loaded or even
biased, sometimes blurring the distinctions between the two categories of trafficking and
smuggling.” (Duvell and Press, 2022p. 92). It can be problematic to trace a solid distinction

between people who have been sold and people who sold themselves to cross borders.

Those broader considerations on migration studies and migrants’ representation in the
current collective imaginary want to highlight the lens through which from the 90's the discourse
on migration is constructed, challenging the uncritical use of terms like “asylum seekers” and

“refugees” as forced migrants.

2.5. Conclusions

The studies on mental health and migrations, as highlighted by the literature reviewed in
this chapter, are historically rooted in the framework of colonialism and post-colonial studies
until the 90s, when the perspective breaks through into a kaleidoscope of methodological and
theoretically diverse approaches that have in common a market-driven production of knowledge
about human mobility and its governance. As argued by Sjostrom; Gariglio, and Cardano (2022),
sociological investigation on mental distress represents privileged access to other inquiry fields,

such as that of migration, for twofold reasons: “first, [...] mental health highlights the divide in
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considering mankind as biological and social; and secondly, by the extreme nature of mental

illness and the measures taken to manage it” (Sjostrom, Gariglio, Cardano, 2022, p. 773).

Structural violence (Farmer, 1999; 2004a; 2004b; 2006) and coloniality (Quijano, 2000)
are key concepts to ground the literature review about human mobility and mental health within
the transnational, globalised free market of goods and services shaped by visa regimes (Czaika et
al. 2018). To address the colonial legacy behind psychiatric interventions with cultural diversity
appears pivotal to understanding the historical and socio-cultural process behind it and the
further developments of ethnopsychiatry. Notably, the reviewed literature published between the
90s and 2015 reports a significant paradigmatic shift, with the academic and scientific-technical
gaze towards the post-Berlin Wall Global South people layered by humanitarianism. The
discourse surrounding asylum seekers and refugees becomes a trending topic both in the public
agenda and in academic knowledge production, and the attention of clinicians and humanitarian
workers turns to “trauma’” and how to deal with “traumatised victims”. This concept, along with
its offshoots (such as PTSD), is widely critiqued by the literature examined in the final part of
the chapter. According to Bova and Lusardi (2022), the asylum seekers and refugees population
is overrepresented in the sample of mental health epidemiological studies, leading to a biased
representation of the actual issues of the wider exiled people's mental health. As it is deepened in
the next chapter, in this regard, new research lines in the field of migrations and mental health
have been defined in the last few years, especially for what attain the social drivers of distress

and well-being in the phase of settlement accounting for the specificity of the host country.
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3. Migrant people’s mental health in Italy: challenges

and good practices

3.1 Introduction

The present chapter examines and provides a critical evaluation of the relevant existing
literature on migrations and mental health issues within the Italian context, also scoping the main
findings in reports and grey literature providing data about the current condition of SSN and its
capability to welcome and take in charge migrants, their descendants, and the peculiarities of the
population of applicants and beneficiaries of international protection. The lasts constitute only in
legal terms a distinct category. By using this label, I want to acknowledge the specific
connection between migration policies, welfare, and their role in shaping an individual’s chances
of inclusion or exclusion within the host society, as emphasised by literature (Ong, 1996). This

chapter aims to provide tools for the reader to step into the empirical sections of the study.

Paragraph 3.2 delves into placing migrant populations in Italy into a juridical framework,
observing existing discrepancies between law on paper and law in action. Paragraph 3.2.1 offers
an overview of the Italian governance of migrations. Paragraph 3.2.2 presents the main
transcultural perspectives about health and otherness which theoretically and practically
structured my gaze within the fieldwork. The same applies to Paragraph 3.2.3, in which

academic and grey literature is reviewed to explore the main topics and gaps in the field, as well
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as a sketch of the geography of transcultural clinics within the Italian peninsula. Paragraph 3.2.4
provides a brief introduction to the EU and Italian border regime preventing safe and equal
access to human mobility and legal entry into the EU for low-income Global South citizens, who
once illegally in Italy apply for international protection to legalise their stay. On this point, is
sketched a review of the principal studies about the reception system for asylum seekers and

refugees.

The literature revised in the present chapter supports the research hypothesis that looks at
the medicalization of migrants’ mental distress as a form of social control increasingly
transferred from the public to the private sector. The main publications report a structural lack of
funds and employees in the Italian public health system. This also sheds light on the current
condition of the public mental health departments, offering a theoretical perspective on its
effective capacity to handle ethnic minorities as a framework for the further empirical part of the
case study. Moreover, it identifies good de-medicalization practices providing knowledge on

possible ways to deal otherwise with migrants’ suffering.

Reconstructing the main institutional, Governmental steps that set forth the reception
policies and provisions and the governmentality that they express, the intention is to point out the
logic behind the Reception System and the material consequences that those policies and
practices brought in terms of containment and confinement of migrants within the Reception
System, and dispersion once passed in the second reception facilities or exit from it. The
literature highlights the re-traumatising impact of this process on migrants, and the correlated

issues in carrying out valuable studies on migrant’s mental health since they are marginalised
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and hard to intercept, as it emerges from their fragmented therapeutic pathways and troubled take
charge. In this regard paragraph 3.2.5. collects the findings and publications of Project
FAMI'"2219, carried out in the Marche Region during 2019, 2020 and 2021 to respond to the
need for a multidisciplinary territorially integrated take charge of forced migrants’ mental health
conditions. Project FAMI2219 deserves attention as an important source of territorial first-hand
data in a landscape where several gaps in the literature have been noted. Moreover, it has been

refunded in June 20242,

Inclusion criteria of the literature reviewed are articles and books published in English
and/or Italian languages, focusing on the Italian context and written by scholars in the fields of
Sociology, Anthropology, Social psychiatry, Ethno-psychiatry, Juridical studies; comparative
studies which include Italy as a country of comparison. Moreover, the chapter also includes

reports from international, national, and territorial institutions and NGOs, and conference

YRegione Marche, (2024), https://www.regione.marche.it/News-ed-Eventi/Post/104490/Le-Marche-destinatarie-di-
un-finanziamento-Fami-di-1-1-milioni-di-euro-per-la-tutela-della-salute-psicofisica-dei-migranti-forzati-e-dei-
minori-non-accompagnatid

20 Fondo Asilo Migrazione e Integrazione - Italian Migration and Integration Fund
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proceedings retrieved from the Marche Region website. Exclusion criteria are medical or bio-

political articles and doctoral or magisterial dissertations.

3.2 Migrations within the Italian mental health care system

Literature highlights a significant discrepancy between the principles of the universal
Italian health care system and the effective assistance provided by mental health care aids,

revealing a significant gap between law on paper and law in action.

According to recent data collected by the OECD and the World Health
Organisation (WHO), Italy lags far behind other G7 countries reviewed by the OECD,
with regard to human resources and available places in mental healthcare [...] and has the
lowest proportion of government expenditure on mental health. Consequently, patients
experience problems accessing mental healthcare in Italy. This is true for Italian citizens
as well as for asylum seekers and protection status holders. However, access is made

even more difficult for asylum seekers and protection status holders [...].

(Swiss Refugee Council - OSAR, 2020, p. 81)
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Albeit the negative feedback reported above regarding mental health care services in
Italy, the UNHCR website?! offering basic information to displaced people accessing EU
countries and their network of services, reports: “In Italy, urgent healthcare is provided to
everyone, even to undocumented people. If you are an asylum seeker, a refugee or you hold
subsidiary protection status, you are entitled to access health services on the same basis as

Italians™?2. Further indications are given for mental health services:

The Italian system has a dedicated network of assistance services for mental
health that you can access through your medical doctor. On the website of the Ministry of
Health you can also find the list of DSM - Dipartimenti di Salute Mentale (Department of

Mental Health) in your city.

(Swiss Refugee Council - OSAR, 2020, p. 81)

22 See UNHCR, Help Italy. Health Services, at : https://help.unhcr.org/italy/services/health/
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In short, although a strong juridical canvas should ensure equal access to mental health
care on a universal basis as enshrined by the Constitution (Art. 32), effective access to mental
health is hindered by many obstacles, making the right to health ineffective. This is evident
especially in the case of mental health due to a culture deeply rooted in the biomedical paradigm,
with all the limitations seen in Chapters 1 and 2, and due to specific impairments caused by
structural characteristics of the mental health facilities, in general, and when it comes to treating
people on the move and exiled. On this point, ASGI (Bove and Romano, 2022) points out that
the main obstacles for them are represented by a lack of specific training on international
protection among health operators; lack of training on specific diseases that affect forced
migrants, which may be very different from that affecting Italian population; and, above all, the
language barrier. The latter shed light on the structural lack of intercultural mediators within the
health services in general, and intercultural mediators trained to facilitate effective
communication and mutual understanding between the foreign user and the health operator -
even regarding second generations, which may speak fluent Italian yet not sharing the same

cultural heritage with the medical expertise (Inglese et al., 2016).

As argued, studying access to effective mental health care for a minority group - namely,
in this case, asylum seekers and refugees - should be relevant. because it offers a dual prism
analysis: “On the one hand, it reveals the care offered, its quality and means of access; and on the
other hand, it provides an insight into migration policies and conditions of integration in
countries of immigration.” (Petit and Wang, 2018, p. 4). Furthermore, social sciences discuss

medical power and medicalization as possible tools of social control used by institutions
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expected to control deviance (Gabe and Calnan, 1989) and normalise it through subjectivation
practices (Foucault, 2005a; 2005b). According to Conrad (1981), to be entitled to speak of the

medicalization of deviance, at least four basic conditions must occur:

1) traditional forms of social control are seen as inefficient or unacceptable; 2) the
problem is associated, even if in a rather ambiguous sense, with some underlying organic
cause; 3) the medical profession accepts the deviant behaviour as being within its
jurisdiction; and 4) there exists some form of medical technology which can be used for

social control purposes.

(Gabe and Calnan, 1981, p. 223)

For the reasons explained so far, it is pivotal to deepen the diverse aspects related to the
effectiveness in accessing mental health and migrations-minorities issues and which kind of
culture they express and promote. As seen above, the Italian National Health Service is
universal, therefore asylum seekers and refugees, as well as foreigners, should be enabled to
enjoy equal treatment and full equality of rights and obligations with Italian citizens concerning
mandatory assistance. It does not depend on being or not assisted by the reception system, since
there is no formal distinction between asylum seekers and refugees who benefit from reception

facilities and services and those who are out: all international protection applicants are required
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to register with the National Health Service®® as stressed by ASGI (Bove and Romano, 2022).
However, the exercise of this fundamental right meets several obstacles which hinder the actual
eligibility and enjoyment of the universal right to health that should be granted to each person
according to Article 32 of the Italian Constitution, by Art. 17(1) of the Reception Decree, by the
Italian State-Regions Agreement of 201324 and at the international level by the Art. 35 of the
Charter of Fundamental Rights of the European Union. In this regard, Paleologo (2020) during
the Audition at the Italian Chamber of Ministry on 23 June 2020, addressed Italy for being -
together with Malta - the only EU member to not legislate regarding a Commission for the
protection of fundamental rights of persons, linked with the lack of adhesion to other UN
Conventions - for instance, to the “Convention on the Rights of Migrants and of their Families”
(1990) or the “Global compact for safe, orderly and regular migration” of 2018, subscribed by
164 Countries.

According to Tarsitani et al. (2022), Italy is the third European Union country with the

23 Article 34 TUI; Article 16 PD 21/2015; Article 21 Reception Decree
24 Accordo Stato - Regioni del 2013 (Gazzetta Ufficiale n. 32, 7 febbraio 2013 - Suppl. Ordinario n. 9);
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largest international immigrant population, following Germany and the UK, and studies such as
Aragona et al. (2020); Tarricone et al. (2012; 2016; 2021; 2022) evidenced higher rates of mental
disorders among them in comparison to the local population and the other EU countries migrant
populations. The higher risk of psychosis in the descendants of internal migrants from Southern
Italy is stressed by Cardano et al. (2018): the study, carried out in the municipality of Torino,
highlights the correlation between social exclusion and the risk of psychosis. In a later
publication focusing on a team ethnography conducted in six Italian acute psychiatric wards,
Cardano and Gariglio (2020) argue that the politics of otherness, traditionally tied to issues like
race, ethnicity, and class, are being increasingly reframed through a neoliberal lens, where
diversity is commodified and used to perpetuate social and economic inequalities. Neoliberal
policies, rather than eliminating inequalities, often exacerbate them by focusing on market-
oriented solutions that ignore deeper structural issues of marginalisation. This reframing of
otherness serves to depoliticise the struggles of marginalised groups by turning them into issues
of personal responsibility or cultural difference, rather than addressing systemic issues of power
and oppression. Inglese et al. (2016) argue that public services must broaden their intersectional
approaches to encompass the evolving social spaces of migration, both institutional and
spontaneous. They critique the limitations of a singular, case-based intervention model and
advocate for a more systemic approach that facilitates sharing knowledge and practices that
mental healthcare professionals have historically acquired. They suggest this would empower the
development of an autonomous public perspective on the governance of care and reception

services.
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However, they point out that the Italian system remains unprepared to address the broader
implications of migration as a public health issue. As a result, it struggles to fulfil its
constitutional obligation to provide universal healthcare. Mental health services fail to honor
their original purpose—overcoming the legacy of institutional confinement—by neglecting their
public role. The Ministry of Health's 2017 Guidelines, aimed at formally ensuring competent and
accessible mental health services for those who survived violence and torture, demonstrate a step
forward. Yet, almost five years after their publication, according to Medicines Sans Frontiers
(2024) report on their implementation, the Guidelines on the care and rehabilitation of torture

victims remain largely unenforced across much of the national territory.

Namely, the normative milestone in Italy for the psychosocial identification, taking
charge and rehabilitation of people who suffered severe interpersonal trauma, are the Guidelines
for the planning of assistance and rehabilitation interventions as well as for the treatment of the
mental disorders of refugees who have suffered torture, rape, or other serious forms of

psychological, physical, or sexual violence* (Ministry of Health, 2017). According to those

25 See: https://www.trovanorme.salutanand.gov.it/norme/dettaglioAtto?id=59116&completo=true
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Guidelines, Italy is the third EU country after Germany and Sweden for international protection
applications (83.970 in 2015): this population is at high risk of the onset of psychopathological
issues due to migration-related stressors. The guidelines stress the need for operational
instruments planning, adequate to assist “this new multicultural, heterogeneous user population,
consistently marked by the trauma suffered®®” (Ministry of Health, 2017, p. 6). It also highlights
the need to reorganise the health services, defining new procedures and training for health
operators in a time of limited economic resources. The aim of the guidelines would be that of
harmonising the take in charge of exiles’ mental issues on the national territory, to overcome the
inequalities of the health care provisions from region to region. Based on the structured and
consolidated experience in the reception field, the guidelines are considered as a core to use a
multidisciplinary, participated, integrated and holistic approach with a major focus on the
certification of mental disorders and intercultural mediation. Moreover, another instrument is
given by the Istituto Nazionale per la promozione della salute delle popolazioni Migranti e per il

contrasto delle malattie della Poverta - INMP (National Institute Promoting Health of migrant

26 Own translation from Italian language
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populations and to fight illnesses caused by poverty), which operate under the supervision of the
Ministry of Health as a reference of the national network for issues related to the social-health

and migrant population as well as transcultural mediation in the health field.

3.2.1 The Italian immigration management.

Within the scholarly debate, when it comes to migration and citizenship rights, following
Sayad’s lesson it is useful to focus on migration policy to unveil social changes, both on a global
and local scale (Della Puppa and Sand, 2021). This is the reason why a focus on the Italian
approach to im-migration management - continuities and discontinuities - is thought to be
pivotal. Broadening the Italian migratory reality, the literature highlights a significant change
with the new century - although not properly in the migration phenomena, rather than in its
governance. It must be noted that even though irregular migrations and EU migration governance
underwent an indubitably change with the new century, irregular migration is not a new
phenomenon, nor an unprecedented shape taken by the migration flows (Rinauro 2009;
Ambrosini 2018). Hence, it is important to note that literature signals it is the specific
governance of international mobility to causes the irregularity of people on the move and the
increase or decrease of the phenomena (Colombo, 2012), with relevance to the link between
legal and political frameworks and between labour markets and asylum seekers - or irregular
migrants (Ambrosini, 2018). Moreover, Bartolucci (2013) critically examines how Italian
political discourse framed migration flows during the Arab Spring as a "humanitarian
emergency". The study delves into the symbolic and rhetorical strategies employed by politicians

and media to portray migrants as a threat, emphasizing how this narrative reinforced xenophobic
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and securitarian policies. Bartolucci argues that the concept of "invasion" was not based on
actual data about migration but rather constructed to evoke fear and justify strict border control.
This framing contributed to the securitization of migration and influenced public perception,
feeding into broader nationalist and anti-immigrant sentiment. Colombo (2012) argues that the
'90s radical change in the EU migration policies, hindering the entries of undocumented
migrants, explains the shift of the decision-makers' approach in the direction of the emergency
discourse, as if international migration flows toward the Mediterranean European countries like
Italy were new, before unfaced phenomenon. Instead, according to Colombo (2012) Italy was a
destination of international migration already in the 60s, with dynamic and structured systems
even though not so evident because the entries were not documented (Livi Bacci, 2006). De Haas
and Vezzoli, (2011) individuate three main important migratory systems toward Italy concerning
the job market: the direct or indirect colonial legacies, and seasonal work. Those systems have
been in function at least since the 70s and yet the Italian Law recognises the “migrant” only in
1986 (Colombo, 2012). Ambrosini and Caneva (2009) note that before the only juridical
typology referring to international mobility was the “foreigner”, whose presence in the national
territory was governed by public security law. The book Le seconde generazioni: nodi critici e
nuove forme di integrazione (Ambrosini and Caneva, 2009) highlights several critical issues,
including the impact of immigration policies, cultural barriers, and discrimination, which hinder
second-generation immigrants' opportunities for upward mobility. Ambrosini and Caneva (2009)
argue that while second-generation immigrants often show a strong desire to uproot, they are
frequently caught between their parents' cultural heritage and the expectations of the host society,

leading to conflict in their identity formation. On this point, the book discusses how Italian
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institutions and public policies have responded to these challenges, with mixed results. The
authors advocate for more inclusive policies and practices to facilitate integration, recognizing
that the future success of second-generation immigrants is crucial for social cohesion in Italy.
They also suggest that new forms of integration are emerging, driven by the agency of second-
generation immigrants themselves, who are actively shaping their own paths in society. Looking
at these considerations fifteen years later, ISMU (2024) Foundation's annual migration report for
2023, underscore a growing foreign population and the ongoing recruitment of migrant workers,
which reached historic levels in 2023. Despite this, crucial issues remain unresolved, especially
in terms of precarious employment conditions and access to long-term social inclusion measures.

Ambrosini and Caneva's (2009) scenario is still representative:

In contrast with the labour market, where immigrants are accepted and
economically integrated —albeit in a “subordinate integration” (Ambrosini, 2010)— the
cultural and religious integration is a theme that is rarely discussed and is never
considered carefully. Indeed, Italy is experiencing a profound contradiction: while society
is becoming more and more multi-ethnic, in its cultural self-representation it tends to
reject religious and cultural plurality. Migrants are accepted as silent workers, with a
specific and determined position in the labour market, when they are useful but they do

not ask for rights or advantages.

(Ambrosini and Caneva 2009, p. 2009)
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3.2.2 Transcultural mental health literature in the Italian context: main

contributions and epistemological positions.

In this sub-paragraph are resumed the main theoretical references used to organise the
literature review and the empirical part of this case study. By engaging in dialogue with the
authors listed below, I have shaped my perspective on the existing literature and selected the
most significant publications for the theoretical framework of this thesis. As the first reference
chronologically met, Roberto Beneduce’s publications and his work at Centro Fanon (Fanon
Centre, in Turin) have made significant contributions to the field of ethnopsychiatry and
postcolonial psychiatry. His focus on the cultural and historical dimensions of mental health,
particularly within migrant and refugee populations, offers a critical alternative to the dominant
Western psychiatric models. Through Centro Fanon, Beneduce has provided practical
applications of his theories, offering mental health care that is sensitive to the specific challenges
faced by migrant populations. Centro Fanon was born in Torino in 1996 and it is one of the most
important references in Italy for ethnopsychiatry and treatment of exiled people and survivors of
human trafficking and torture. Beneduce (1998), in the seminal book Frontiere dell'identita e
della memoria, explores the concept of identity and memory among migrant populations. It
delves into the psychological challenges migrants face, particularly how their sense of self is
fragmented by the experience of displacement. This work situates these experiences within a
broader socio-cultural and historical context, illustrating how migration and memory intertwine
with mental health. A later and fundamental publication which supported the construction of
main theoretical points within the present literature review is Beneduce (2019), Etnopsichiatria:

sofferenza mentale e alterita fra storia, dominio e cultura. This book emphasizes the importance
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of cross-cultural dimensions in psychiatry, challenging the ethnocentric and imperialist
perspective of Western medical knowledge. On this point, Beneduce critiques the Western
approach to mental health, arguing that it often fails to account for the complex historical and
socio-political realities of migrants. He advocates for an ethnopsychiatric approach which
considers the migrant’s unique cultural background, history, and transgenerational experience of
colonialism, to properly address their psychological needs. In Articolazioni fra storia, cura e
memoria (Beneduce, 2020), the author dialogues with Tullio Seppilli's huge contribution to
medical anthropology and proposes three guiding methodological principles. First, there is a
need to account for the traces of historical consciousness and counter-memory that influence
local medical knowledge and therapeutic rituals. Second, one must engage with and be open to
questioning alternative ontologies of experience, aiming to build a more democratic
epistemology. Third, medical anthropology and ethnopsychiatry should be seen as spaces for
political and epistemological contestation and mobilization. These three principles are essential
and must work together to resolve key theoretical impasses. Resuming here the work of years of
commitment along the borderlands, Beneduce (2013) sheds light on something that medical
anthropology had stressed in the 60s when Italy was crossed by internal migrations from South
to North: something had to be done to enhance the care and the well-being, both for migrants and
aid operators, acknowledging that ethnopsychiatry is a relatively newborn but promising

discipline in Italy.

In the field of Italian cross-cultural psychology, the second contribution met in

chronological order is the Ethno-Systemic-Narrative approach as theorised and practised by
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Natale Losi. In Losi's (2009) [ pazienti pensano difficile: dall'etnopsichiatria al pensiero etno-
sistemico-narrativo, he critically focuses on ethnopsychiatry as a new fruitful discipline engaged
in intellectual and clinical productivity, competitive in carving out a market. Focusing on the
psychotraumatology of the exile, the Scuola Etno Sistemico Narrativa - ETNOPSF’ directed by
Losi, employs an approach characterised by peculiar ethno-systemic narrative therapeutic tools.
The latter relies on the resources that each person can mobilise and activate in the very light of
each own experience, rather than focusing on the migration trauma as the event which gives birth
to “the migrant patient”, a victim that needs to be treated (Losi, 2010). Otherwise, in the ethno-
systemic narrative’s perspective, the migrant is framed as the hero of their own tale, which must
be read through the layer provided by Propp's (1968) Morphology of the Folktale. This
psychosocial approach, used also by the International Organisation for Migration (IOM) when
supporting communities shattered by the wounds of war and conflicts, has been proven to be
fruitfully useful to widely meet operational challenges posed by migrations (Losi, Passarini,

Salvatici, 2001; Losi and Papadopoulos, 2006). Specifically, the psychosocial approach

27 Ethno-systemic Narrative School of Rome
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employed by Losi and his team, which later shaped the ETNOPSI school methodology, relies on
the attempt to move beyond conventional methods of assessing and addressing “trauma”. To do
so it situates the personal issue within its broader socio-political context (Losi, 2018[2002]). For
the same reason, the ethno-systemic-narrative approach is aimed at training psycho-social
workers and humanitarian aid professionals so that they may have the tools to confront the
suffering and issues of displaced people and migrants as well as of locals, looking at patients’
distress not as a subjective sickness, but as a collective matter. In doing so, also the psycho-
social operator is called to actively participate in the co-construction and dissemination of a
healing and transformative narrative, rather than unintentionally perpetuating a narrative feeding
suffering and depoliticised violence (Losi and Papadopoulos, 2006). The ethno-systemic
narrative perspective is broadly theoretically explained in the book Vite Altrove. Migrazione e
disagio psichico (Losi, 2010), where a clinic case studies collection is also reported to provide
intervention “on-field” examples and outcomes. The same epistemological structure is used in a
more recent publication, Critica del Trauma. Modelli, metodi ed esperienze etnopsichiatriche
(Losi, 2020). Starting from the concept of violence constellation, the ethno-systemic narrative
approach individuates three main actors on the field: the aggressors, the victims, and the
authorities. “The conversations, the stories that people exchange and construct in situations of
conflict, are clearly important, whether they influence the conflict’s resolution or, on the
contrary, contribute to its perpetuation.” (Losi, 2001, p. 5). Losi criticises openly the diagnostic
label of Post Traumatic Stress Disorder (PTSD) for it compromises the possibility for people to

speak their truth, to uncover their own narrative on distress, sufferance, and grief. According to
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the author, although this diagnostic category made it possible to economically repair Vietnam

veterans, it never led to repairing any of them morally or psychologically (Losi, 2020).

The third ethnic-psychotherapeutic perspective relevant to the present study is the Centro
Studi Sagara, funded by Piero Coppo, who marked a turning point for the dialogue between
different medical cultures and societies. inaugurating a therapeutic approach enriched by a
pluralistic, “psychodynamic training, ethno-psycho- therapeutically oriented” (Coppo, Faranda,
Pisani, 2013, p. 1). Coppo (2003), scoping the review on the existing literature on culture,
ethnicity and race about epidemiology, depression and melancholy (those were the keywords
used in exploring the medical-psychiatric database), found that the USA and UK publications
addressed without reserve the word “ethnicity” and “race”, while continental literature -
especially the Italian one - resulted very cautious in their use. Moreover, Coppo distinguishes the
psychiatric literature related to cultural diversity in trans/inter/cross-cultural psychiatry and
ethnopsychiatry, a distinction based on the assumption that, in the first case, we have a
psychiatry translated into other languages; in the second case, we have a psychiatry that
accepting the leal and honest confrontation with other disciplines (such as sociology,
anthropology, ethnology) is a hybridization, a groundbreaking negotiation within a pluralistic
community. Therefore, in the Centro Studi Sagara’s vision, the ethnopsychiatry is not belonged
to the disciplinary area of psychiatry — in other words, it is not a hyper-specialised branch of
psychiatry - but a newborn know-how (savoir-faire) open to other disciplines, knowledges,
stories (Coppo, 2003). Highlighting the pathoplastic function of human cultures, Coppo (2003)

pointed out how each culture constructs specific shapes for human sufferance through
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socialisation, as well as healing practices and dispositives. In this regard, Coppo (1997) strongly
calls the scientific community to investigate Western psychiatry as their principal object, more
than other cultures’ so-called traditional healing practices, insofar as he claims a fundamental
continuity between cultures when it comes to social ideals of health, variety of sickness and
explanatory models. Thus, he advocated for a study - and “when necessary, denounce” (Coppo,
1997, p. 55) - of Western psychiatry, as one cultural system for the ritualisation and management
of deviance and disorder, and the dangerous bond with the nosological categories that it is
supposed to treat regarding the cultural construction and conception of “normality” within the
Western societies; the frequency and modalities of break down and crisis under a cultural
framework and the definition of risk and protective factors and the possible spaces of mediation
and resolution of conflicts. Those are the guidelines pointed out by Coppo’s research in Mali,
Guatemala and Italy to generate a psychology and a medicine capable of accounting for cultural
variations in a creolized context (Coppo, 1997). A comprehensive review of Coppo’s work is in
Faranda (2021), L'eredita intellettuale di Piero Coppo: Dai guaritori dell altopiano dogon
all’etnopsichiatria radicale. The article summarizes Coppo’s methods and philosophical stances,
illustrating his belief in the power of dialogue between cultural anthropology and psychiatry to
address the complexities of mental health across diverse societies, pushing for a methodology
that takes into account cultural variations in healing practices. His legacy includes efforts to
establish a field that is responsive to global transformations, making it relevant not only in
traditional settings but also within multicultural societies impacted by migration and

globalization.
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3.2.3 Academic and Grey literature about mental health and migrants in Italy: the

state of the art.

Recent academic publications and reports from NGOs on the national context concerning

cultural diversity, migrations and mental health provided a look into the main discourses on the

topic, criticalities, and interventions, as well as on the geography of available centres for

migrants to receive treatment. This part of the literature review helped me critically construct an

informed perspective about the fieldwork I was about to deal with across 2021 and 2022.

Barbieri (2020) The Torture Factory is a MEDU?®’s report is based on data collected
from 2014 to 2020 thanks to the direct testimonies of over 300 asylum seekers and refugees
passed through Libya. They have been met in Italy by MEDU’s operators. Barbieri (2020)
reconstructs the systematic violation of human rights and personal dignity happening in Libya
with Italian funding and bilateral agreements between State-Nations. MEDU operate in transit

countries like Niger as well as in Italy, in the medical clinic in Ragusa and the Centro Medu

28 Medici per I Diritti Umani — Human Rights Doctors
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Psyché per la cura, la ricerca e la testimonianza contro la tortura®® in Rome. The latter, as well
as Centre NAGA Har in Milan, is open to all persons beyond their legal status who have
survived torture and degrading and inhuman treatment. NAGA (2020) in this regard openly
denounces that NGOs are uncovering a duty that should be covered by the state and public
health. At the Centro Medu Psyche in Rome as well as at NAGA Har in Milan, the clinical staff
is multidisciplinary, offering the expertise of doctors, psychotherapists, psychologists,

intercultural mediators, and psycho-social operators. According to MEDU (2020):

85% of migrants and refugees from Libya suffered torture and inhuman and
degrading treatment in that country, 79% were detained in overcrowded facilities with
poor hygienic conditions, 75% suffered from constant deprivation of food, water and
medical care, and 65% experienced serious and repeated beatings. In addition, a smaller,
but still significant number of people, suffered sexual rape, burns caused with many
different tools, falaka (beatings on the soles of the feet), electric shocks and positional

torture, being forced to maintain stressful positions (handcuffing, position in standing for

2 Psyché Centre for the Rehabilitation of Victims of Torture
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a long time, hanging upside down, etc.). [...] Nine out of ten migrants said they had seen
someone die, be killed or tortured. Some survivors were forced to torture other migrants
to avoid being killed. There were numerous testimonies of migrants being forced to
labour under conditions of slavery for months or years. These data, which are probably
even underestimated, represent, in our opinion, a faithful picture of the systematic
violence to which almost all migrants and refugees who come from Libya to our country

are subjected.

(MEDU, 2020, p. 11)

MEDU’s report concludes that the mental consequences of the violations this population
passed through are less considered by Italian authorities and health-reception operators than the
physical ones. As they are ignored and not promptly diagnosed and treated, mental issues result
in very negative outcomes on the overall health conditions and social inclusion path of migrants
and refugees. Indeed, Claassen et al. (2005) Research on mental disorders and their care in
immigrant populations: a review of publications from Germany, Italy and the UK, highlights a
gap in the Italian literature on the topic of mental disorders among the immigrant population and
their care. Namely, the review aimed to assess the state of the art on the issue in three European
countries characterised by high levels of immigration. According to another study from Patan¢ et
al. (2022), Italy has the third-largest migrant population after Germany and the UK and yet the
gap in the academic studies in comparison with that of the other two named countries seems to
deny this evidence. The study of Claassen et al. (2005) covers the publications between 1996 and

2004: thirteen papers report empirical studies from Germany, ninety-five from the UK and four
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from Italy. The findings report a generally low development of mental health care services for
immigrants across Europe, even though the high number of studies on the topic in the UK is
interpreted by authors as evidence of a stronger culture of mental health care services. The article
concludes by stressing the need for funding research in the field of mental health care service and
immigration across Europe, especially in countries like Italy, where the studies' results are
insufficient when compared with others and with the number of immigrants - documented and
undocumented - within the country. Lindert et al. (2008), scoping the literature on mental health
care facilities and migrants in Europe, address a gap in the data due to the scarcity of longitudinal
studies. Moreover, the higher the number of asylum seekers and undocumented migrants, the
higher the risk of falling outside the health and social services. The article also shows the fallacy
in considering the migrant population as a homogeneous group concerning the risk for mental
illness, highlighting that access to psychosocial care facilities is influenced by the legal frame of

the host country.

Evaluating the existing academic and grey literature on the Italian social and mental
health facilities accessed by the migrant population, the many issues that do emerge according to
a sociological perspective such as Bova (2022) are as follows: first, the complex negotiation
carried out by mental health professionals between the institutional and social pressure for a
return to defensive (or repressive) psychiatry and the expression of social needs raised by
immigrant patients; the problematic distinction between social needs and mental disorders
increased by the cultural difference. Moreover, Lebano et al. (2020) scoping the relevant papers

published in nine EU countries (among which Italy) from 2011 to 2020, stress the lack of
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scientific research on migrants’ mental health despite the health practitioners denouncing an
increase of help requests and taking in charge of exiled people. An issue is that most studies -
both academic and grey literature - seem prone to focus on asylum seekers and refugees’ mental
disorders assuming that the stressors for this specific population are different from that of other
migrants (consider the Western imaginary that views asylum seekers necessarily as individuals
fleeing from war, fully aware of the violence characterizing the border regime) (Lebano et al.,
2020). And yet, as argued (Sayad, 2002b), being exiled - or im-migrant - is tout court a peculiar
condition that exposes one to a higher risk of social exclusion: Lebano’s (2020) report that
studies on mental healthcare oversimplifies the categories of patients, offering a bidimensional,
homogenised picture of migrants - intended massively as displaced people - versus locals -
intended as citizens. This oversimplification is a problem that should be challenged for it causes
a biased lecture of differences between health care users and access. Additionally, in EU’s
Southern and Balkan border countries training courses and transcultural competencies in mental
health and social services are insufficient. “Mental health is still relatively underexplored and
studied mainly in relation to refugees— where the presumption that mental health problems arise
from insecure migration status is confirmed.” (Lebano, 2020, p. 8). Affronti et al. (2014), in the

miscellany of the XIII National Congress of the Italian Society of Medicine of Migrations
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(SIMM?), pinpoint institutional and administrative barriers to access healthcare for migrants in

Italy as well as in Greece.

Looking at migration as a total fact (Sayad, 2002b) and through the paradigm of
heterogeneity (Quaranta and Ricca, 2012), the figure of the migrant is that of a multiple self
(Goffman, 1967) in which the migration marks a fracture between past, present and future (Losi,
2010). This can lead to the onset of mental distress, or - on the opposite - the migratory
experience can work as a resource capable of improving agency and sense of self (Bova, 2022).
Empirical recent studies, such as Bova’s, confirm “a differential use of mental health aids by the
immigrant population” (Bova, 2022, p. 1066). The latter is characterised by a high use of
emergency services rather than other local, long-term, services. Socio-health workers usually
meet immigrant patients in acute and severe conditions, dealing with poor adherence to
therapeutic prescriptions, cases of return to the country of origin, interruption of treatments and

new access to emergency services. These points sketch the image of fragmentation and

30 Societa Italiana di Medicina delle Migrazioni, 1990
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interrupted pathways, where it is difficult to distinguish between mental and social suffering.

Thus, the main trend in the Italian context noted by Bova (2022) is synthesized as follows:

e the increase of medicalization of mental health of foreigners - namely, those who come
from non-Western countries;

e the social pressure for psychiatry to assume the role and function of an agent of social
control, as it was in the past (see also Sjostrom, Gariglio, Cardano, 2022);

e a questioning of the biomedical, standardised approach to health - in particular here
mental health - and the consequent experimentation with syncretic therapeutic
interventions, which consider also non-Western healing practices. Those approaches have
been proven to be more personalizable, therefore enhancing the active participation of the

patient in the recovery process.

Moreover, Patané et al. (2022) stress another point related to the first emerged in Bova’s
study (2022), that immigrants are at higher risk of mandatory psychiatric intervention
(Trattamento Sanitario Obbligatorio - TSO). This is a very sensitive issue that according to
Ferracuti et al. (2021) poses several ethical and clinical challenges. A pivotal sociological and
juridical study on psychiatric restraint in the Piemonte Region, Northern Italy, has been carried
out by Cardano et al. (2020), by observing through a team ethnography the use of coercive
practices in psychiatry and the sociocultural variables that make them used. This study sheds
light on a phenomenon that is highly problematic under different aspects. It raises a crucial issue,
stressed also by Gariglio and Luvera (2023): public attention should be more sensitive to the

right to self-determination of the so-called psychiatric patient, even when he or she lives counter-
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culture lives. The wide issues of psychiatric interventions - especially when it comes to coercive
ones - and the control of madness and migration, are strictly related and yet, despite the several
criticalities assessed by scholars, as reported by Lebano et al. (2020) the literature on the topic is
very fragmented and it results in the difficulty to pursue a systematic literature review. The topic
cuts across diverse disciplines and it is still relatively unexplored, therefore a relevant
infrastructure to investigate as key access to intercept mental health and migration-related issues

is the reception system for asylum seekers and beneficiaries of international protection.

3.2.4 The Reception System for asylum seekers and refugees.

The complicated system of assistance to migrants appears to be centred on the production of specific kinds
of subjectivity. In the Italian context, ‘autonomy’, ‘responsibility’, and ‘emancipation’ are the keywords around
which assistance programmes organize their support services, through teaching and training workshops, in the

attempt to forge proper subjects: in other words, good workers, responsible carers and parents, fluent Italian

speakers, and diligent citizens (Ong, 2003).
(Quaranta 2017, p. 90)

In the wake of the imaginaries about the so-called European “migration crisis”, Barbara
Pinelli's studies are an important reference. Pinelli's work focuses extensively on migration,
particularly through a feminist and anthropological lens. Her research examines the
intersectionality of forced migration with issues of gender, power, and control, especially within
Mediterranean border policies and humanitarian regimes. One of her significant contributions,
the book Migranti e rifugiate: Antropologia, genere e politica (2019), explores how forced
migrant women navigate multiple layers of structural violence, from patriarchal societal norms to

state-enforced humanitarian control. Pinelli argues that these structures often reinforce rather
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than mitigate the precarity and vulnerability of migrant women, framing them within rigid
categories that can overlook individual agency and subjectivity. Still delving into the female
perspective, Pinellis’ (2021) article Death and Salvation of Refugee Women on European
Borders examines how female refugees experience border regimes as sites where race, gender,
and class dynamics intertwine to control and dehumanize. Pinelli critiques the humanitarian
framing that tends to depict refugee women primarily through their victimization, challenging
the limited agency often afforded to them in such narratives. Her research suggests that migrant
women often exercise agency, despite oppressive conditions, contesting simplistic portrayals of
them as passive beneficiaries of humanitarian aid. Directly relevant to the present study, Pinelli's
(2017) Control and Abandonment: The Power of Surveillance on Refugees in Italy, During and
After the Mare Nostrum Operation examines the dynamics of control, surveillance, and
abandonment that structure the Italian government’s management of refugees. It focuses on
Italy’s Mare Nostrum operation, which was initially established as a humanitarian mission to
rescue refugees in the Mediterranean. However, it is argued that it later evolved into a means of
policing borders and exerting control over refugee bodies and movements. On this point, Pinelli
(2017) analysed how the Italian state implemented rigorous surveillance and administrative
controls over refugees, including confinement within reception centres and various restrictive
measures limiting their autonomy. She critiques the Italian response as one that oscillates
between aid and abandonment, where the refugees are seen as subjects in need of control rather
than as individuals with agency. This power dynamic is further reinforced by bureaucratic
practices that deprive refugees of stability and rights, leading to cycles of dependency and

vulnerability. Pinelli and Ciabarri (2017) Dopo l'approdo. Un racconto per immagini e parole
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sui richiedenti asilo in Italia focuses on how migrants disembark and arrivals by sea reported by
media and exploited by political parties to gain support during election campaigns have largely
contributed to reducing complex migratory trajectories into the moment of landing, obscuring the

lives after the landing.

While previous publications focus on 2015 as the year of the so-called migrant crisis,
other articles indicate 2011 as the turning point for the Italian reception system, due to the
increasing number of migrants entering Italian borders and applying for asylum as a consequence
of the Arab Springs and the Libyan war (see: Campesi, 2018; Marchetti and Franceschelli,
2021). However, literature agrees in reporting the asylum application as a strenuous procedure
characterised by specific asymmetrical relations of power, particularly studied at the intersection
of anthropology, pragmatic and socio-linguistic, that focuses on the asylum seekers' narratives in
the institutional contexts. An example is Barbara Sorgoni's (2019a) "The Location of Truth:
Bodies and Voices in the Italian Asylum Procedure" which illustrates how Italian asylum
practices, especially following the influx of migrants during the Arab Spring, placed
disproportionate weight on verbal accounts without accounting for cultural and linguistic
complexities. This reliance often led to quicker rejections under the guise of efficiency, as
applicants’ stories were scrutinized in ways that sometimes ignored their lived realities. Another
significant work, “Because I Said the Truth, the Judge Didn’t Believe Me” (Sorgoni, 2023)
examines the nuanced role of translation and credibility in asylum hearings, where linguistic
barriers and cultural misunderstandings can severely impact the fairness of assessments. Sorgoni

argues that to improve outcomes, it is crucial to acknowledge asylum seekers as credible
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witnesses of their own experiences and to adapt legal frameworks that can accommodate diverse
epistemologies and cultural contexts. Sorgoni's work (see also Sorgoni, 2011; 2013; 2015; 2016)
contributes to broader debates on the politics of inclusion and exclusion within migration policy,
showcasing how the institutional treatment of asylum seekers can perpetuate social and legal
inequalities. This literature resonates with studies on the legal-political status of asylum seekers
in Italy and Europe, where bureaucratic practices can either protect or marginalize vulnerable

populations.

In this regard, the Italian reception system nowadays can be understood according to
Campesi (2018) as a fragmented mix of stratified policies and services structured around a sense
of emergency that, especially after 20153!, elicited the emergence of specific institutional
segments with specific aims and objectives, widely characterised by lack of consistency that
expose asylum seekers to the concrete “risk of spatial and social segregation within Italian

society (Campesi 2018, p. 491). Pinelli (2013) argues that as well as the Africanist literature on

31'In 20135 the Italian Government outsourced the reception system management to private organisations, further
fragmenting the delivery between public and private sectors (Ministry of the Interior, 2015).
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migrations coined the concept of “migration culture”, regarding the shared knowledges, practices
and representations about people mobility within a determined community, in the same vein we
can think to a “made in Italy” culture of immigration produced in and by the host country. This
means a step-by-step construction of sedimented, stratified knowledges and representations of
international mobility that inform and shape a specific cultural direction. Thereby, the author
explains the gradual social acceptance of refoulements and shipwrecks, as well as of the political
patrolling of geographical and cultural borders legitimation. The article deepens from an
anthropological point of view the forms of power in action on migrants’ bodies and lives exerted
by the Nation-states, in particular highlighting the value of studying governmentality to reflect
on hosting societies’ possibility not to act with repressive measures on migrants. In other words,

other possible ways to deal with migrations apart from the “securitarian” one (see: Ong, 1996).

Focusing on the governmentality of the application procedure for international protection
in Italy, it has been canvassed in of has been defined as a “convulsive evolution of the
[reception] system” (Campesi, 2018, p. 492). Marchetti (2016) explains that the facilities devoted
to hosting asylum seekers from their first entry, at least till the outcome of their claim, are
entrusted to the management of various and heterogeneous social bodies and started to
proliferate only at the end of the '90s. According to scholars such as Accorinti (2015) and
Campesi (2015; 2018), classifying the type of reception facilities in the Italian context is a quite
problematic exercise, due to nonlinear policymaking and implementation process that reflects the
lack of consistent and coordinated action between state and non-state actors (Ambrosini and

Campomori, 2020). According to Marchetti (2016), two main models of reception can be
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identified to simplify: the first is based on the concentration of migrants in camps - namely, large
settlements like Centri di Primo Soccorso e Assistenza (CPSA), Centri di Identificazione ed
Espulsione (CIE), renamed in Centri di Accoglienza per Richiedenti Asilo (CARA). The second
model arises from NGOs and civil society action, which launched a project in a network with
local authorities called Azione Comune in 1999. It has been formalised by the signing of a
memorandum by the Associazione Nazionale Comuni Italiani (ANCI), the Ministry of Interior,
and the United Nations High Commissioner for Refugees (UNHCR): the memorandum
transformed the program into the territorially widespread reception system known as SPRAR
(Sistema Protezione Richiedenti Asilo e Rifugiati) in 2002 (Campesi 2018). According to
Campesi (2018), the SPRAR project reflects the guidelines given by UNHCR, that is the idea of
complementarity between the so-called “first reception” - or emergency reception - and the so-

called “second reception”:

The Ministry-run facilities were seen as a better response to the needs of the first
reception, since, right after their arrival, asylum seekers need more services in terms of
health and psychological assistance and legal counselling and must be properly
channelled to the asylum procedure. The underlying idea was to concentrate the provision
of these services in a limited number of large reception facilities, while ensuring a rapid
turnover inside them. The N.G.O.-run facilities were instead believed to reflect the needs
of the second reception, given that the accommodation in small facilities or apartments is

more functional to the needs of those who often remain for long periods of time awaiting
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the outcome of their asylum request, and must therefore have the possibility to regain

their autonomy.

(Campesi, 2018, p. 493)

Those were the starting prompts behind the implementation of the reception system. Yet
literature highlights also that the latter underwent a complex process of morphogenesis that along
with the acceleration of the need to enlarge the accommodation capacity, saw in parallel the
incorporation of diverse institutional segments governed with three distinct different purposes:
containment, confinement, and eviction. Campesi (2018) highlights those three dimensions
explaining that the logic of control and containment characterised the first assistance at the
entrance, which often takes place under a blurred and unclear regulatory framework, under
exceptional circumstances and procedures that allow the detention of persons in the border areas
(see also: Pinelli and Ciabarri, 2017). The logic of confinement characterises even the
Emergency Reception System, where despite the persistence of the mandate of control and
contain migrants, the terms are more nuanced and ideally asylum seekers should stay in first
reception centres only for the time needed to formalise their application. After, they should be
granted permission to leave or to ask for admission into a second reception facility, and yet due
to the chronic lack of place in SAI, asylum seekers end up staying in the first reception for at
least twelve months when not till the outcome of the asylum application (Campesi, 2018).
Campesi, after an ethnographic study in first reception facilities in Apulia carried out in 2013,

writes:
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Reception centres look like traps from which escape is difficult for another
reason, too, which has to do with their original matrix as institutions designed to
concentrate and keep under police surveillance people that the government prefers not to
have scattered across the territory. When centres for asylum seekers were instituted under
Law no. 189/2002, they were at first designed very much like institutions for house
arrest. Attempts were made in subsequent years to improve the asylum seekers’ reception
conditions, but they have only made the centres’ surveillance and control dimension
diffuse. Asylum seekers are in effect trapped inside the reception centre because leaving

the centre would mean running the risk of compromising their application.

(Campesi, 2015b, p. 12)

Regarding the living conditions of asylum seekers who exit from the first reception
system, applicants who have not found a place in the local reception facilities, or rejected
(diniegati), Pontiggia (2021) reports their high presence among homeless persons rescued at
Milan Central Station by the so-called Piano Freddo (Cold Plan). The latter was a municipality-
driven plan implemented right after the death of Nica Tudor, a 64-year-old Romanian citizen
known by social operators for being homeless. The study points out three main insights on the
Italian reception system (in which the author also worked as an educator from 2017 to 2019): the
“expulsionist” role of the state, embodied in the set of laws, guidelines and everyday practices
and implemented by the Prefectures and Police headquarters; the “humanitarian” attitude of the
local authorities and social bodies that are expected to provide aid for the basic need of asylum

seekers through their “compassionate” work. An analogous research line has been followed by
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De Leo, Cotrufo, and Gozzoli (2021): their study investigates the criticism and support factors
met in a host facility by a group of asylum seekers. They highlighted how the Security Decree n.
113/2018 abolishing the humanitarian protection led to “the regularization of migrants who were
eligible for the humanitarian protection status, aggravating their access to the reception system
and leaving them in destitution. The Law also repealed the rules governing civil registration,
prohibiting asylum-seekers to register as residents, excluding them from basic health care and

social coverage.” (De Leo, Cotrufo, Gozzoli, 2021, p. 1225).

Another important issue raised by Pontiggia (2021) is that of the Dublin Regulation,
which causes a lot of the sending back of asylum seekers from other EU countries to Italy (or
other EU border countries). In this regard, Marchetti and Franceschelli (2021) address the Dublin
Regulation as one of the two main causes concurring with the Italian unusual trend in terms of
arrivals and asylum applications numbers: it lays down that the Member State responsible for
identification, registration and formalisation of the asylum application is the first country of
arrival. If we consider the consequences of this legislation - that consists in the sent back of
asylum seekers from other EU countries to Italy - with that of the Bossi-Fini Law (2002), which
established that non-EU migrants are not entitled to enter Italy legally making international
protection the only option, it is evident why the number of asylum claims has increased to
overcome the total number of entering in 2017. Yet the particularity of the Italian trend is
pointed out not so much in the numbers, but rather in the peculiar composition of the
nationalities of the asylum seekers from 2014 to 2017: if compared with those of other EU

countries, the Italian pattern result characterised by claims made by migrants (arrived by sea)
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coming from not “refugees producing countries”, according to The twenty-fourth Italian Report
on Migration (2018) and UNHCR (2015). While in other EU countries, the main nationalities of
asylum seekers in 2017 were Syria and Afghanistan, in Italy the nationalities of asylum seekers
perfectly matched that of the arrival by sea: Nigerian, Guinean, Ivorian, Bangladeshi, Malian and

Eritrean (Marchetti and Franceschelli, 2021).

Concerning the process of morphogenesis that renders it problematic to distinguish
between the various levels of reception facilities, the attention of scholars goes to the appearance
of a new kind of reception facility that is a sort of hybridization between first and second
reception systems. This is called Emergency Reception Centre (Centro di Accoglienza
Straordinaria - CAS) and emerged for the first time at the beginning of 2014, confirming the
prevalence of an emergencial approach against the will to invest in the second line reception
system (ex SPRAR-SIPROIMI, now SAI) that, accordingly with the legislation, were expected
to be the core of the reception system (Marchetti and Franceschelli 2021). According to
quantitative data presented, in 2014 first reception collective centres (CARA, CDA, CPSA)
hosted 9592 asylum seekers, 35.499 in first reception emergency centres (CAS), and 20.975 in
second reception centres (SAI), for a total of 66.066 people in the whole reception system. In
2019 the collective, large-sized centres were empty, 66.958 asylum seekers were hosted in CAS,
and 24.388 in SAI, for a total of 91.424 people were hosted in the reception centres (Marchetti
and Franceschelli, 2021. p. 327). According to the authors, the trend highlights how “the Italian
reception system has been acting in a state of emergency rather than looking at long-term

provision” (Marchetti and Franceschelli, 2021. p. 326-327).
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Another turning point in the marketization of reception management was 2018, with the
so-called “Decreti sicurezza”: according to ASGI reports (2021; 2022), the new tender
specification schemes (capitolati) de facto favoured the creation of big-sized reception centres,
thereby strongly penalising the small non-profit associations and cooperatives. Those large
concentration centres are managed by multinationals or for-profit organisations, thereby
cancelling the positive effects on the territory in terms of social inclusion, employment and
income. Moreover, the new tender specification schemes rendered the identification and
protection of specific vulnerable groups (e. g. children, unaccompanied children, persons with
disabilities - including mental disorders -, pregnant women, and persons who have been
subjected to torture, rape and or other forms of psychological and physical abuse) very

precarious and inadequate (Bove and Romano, 2021).

In this regard, Ambrosini (2018) introduced the concept of “battleground” referring to the
Italian reception system for it explains “the multi-actor, conflictual and plural local dynamics,
since [...] Asylum-seeker management policies can be framed as a battleground among different
actors and stakeholders. In this panorama, the attention to mental health is clearly depending on
the policymaker’s orientation, the contextual availability of sources and facilities and so on.
ASGI (2022) reports that after the Decree Law n. 113/2018, implemented by Law n. 132/2018
(the so-called “Decreti Sicurezza”, from now ahead “Security Decree”), the tender specifications
schemes for the reception services in governmental centres and CAS had drastically lowered the
costs of the first reception phase, eliminated the services and provided for a insignificant number

of operators compared to the number of accommodated (1 operator for 50 asylum seekers).
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Above all, in terms of services delating, psycho-social assistance and intercultural mediation

have been cancelled.

All these factors constitute as many daily stressors generating insecurity and fear,
anxieties already provoked by past trauma experiences. At this regard, the large reception
centres, such as CARA Mineo, can be considered as ‘re-traumatising models’ of
reception facilities which have detrimental effects on asylum seekers and refugees’
mental health. This aspect is particularly relevant as refugees and asylum seekers are
increasingly hosted in huge and overcrowded first reception centres, even in Western

high-income countries (EU Agency for Fundamental Rights, 2019).

(Barbieri et al. 2021, p. 393)

Yet Pinelli and Ciabarri (2017) highlight that even in the widespread, medium and small-
sized reception model persists the tendency to isolate the migrants, both dispersing groups with
friendship and family boundaries by relocating them to facilities located in different geographic
areas, on the institutional, bureaucratic basis and also because of the tendency of reception
facilities to flourish in peripheral, rural areas. De Leo et al. (2021) confirm the reception
structures to be a risk factor for mental health for producing social suffering and reiteration of
trauma. However, they also highlight the migrants’ resource factors often ignored by literature,
stressing the importance of resilience. Another core resource in the positive outcomes of a
migratory pathway is represented by the host society's capability to cooperate from an
intercultural perspective: Marchetti and Franceschelli (2021) studied two diverse case studies as

pilots for refugees social inclusion models, Refugees in Family and Tandem. They took place in
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the Italian city of Parma and were aimed at long-term social integration (as well as the SAI
project). The two projects offered important insights that have been analysed by the researchers
using the categories of “multiculturalism” and “interculturalism” (see: Romero, 2003; 2008),
providing tools to fill gaps and long-term models of social inclusion, reducing migrants’
segregation and marginality. Yet, the authors confirm that pilots also reflect obstacles in
mainstreaming good practices and the dependence of their success on the socio-political climate

as well as on national and international norms.

Finally, an important note must be made: the SAI project should grant additional services
specifically aimed at protecting the right to health for asylum seekers and beneficiaries of
international protection who have gone under the label of “vulnerable people”, meaning persons
with disabilities and or mental disorders according to Art. 34 Moi Decree 18 November 2019.

However, ASGI reports the places for the reception of vulnerable people to not be enough:

[...] In Italy, there are 734 places specialised in accommodation of vulnerable
refugees, compared to the 2,000 who, according to the Ministry of the Interior, have been
officially diagnosed with a disease. Only 2.3% of these people with severe mental illness

are adequately assisted.

(Bove and Romano 2021, p. 146).

In January 2022, only 41 reception projects were addressing people with disabilities and
mental sufferance, corresponding to 883 places distributed among the Regions Piemonte,
Lombardia, Emilia Romagna, Marche, Toscana, Puglia, Calabria, and Sicilia. Beyond those data,

there is a core point that is raised by the report Vulnerability in the Asylum and Protection
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System in Italy: Legal and Policy Framework and Implementing Practices, edited by Sabrina
Marchetti and Letizia Palumbo, published in 202132 using data gathered during 2020. The report
points out that in Italian immigration legislation as well as in the legislation on trafficking, the
definition of vulnerability is not provided per se, but offers a list of social groups considered

vulnerable (see Art. 17 of Legislative Decree 142/2015).

Although institutional tools, such as COI [Country of Origin Information] or
guidelines, constitute useful instruments in assessing situations of vulnerability, a number
of interviewees criticized the way some of these are used, highlighting that dominant
interpretations and paradigms risk downplaying certain vulnerabilities. Others stressed
that guidelines need to be frequently updated. Many participants highlighted how
vulnerabilities are produced and/or exacerbated by the country of arrival’s institutional

and social context (e.g. inadequate reception system or the lack of non-exploitative

32 Available online at: http://www.vulner.eu/
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working opportunities), including during the asylum procedure (e.g. bureaucratic

obstacles and invasive requests in administrative and judicial settings).
(Marchetti and Palumbo, 2021, p. 5)

According to the findings, the report suggests a situational and integrated approach to
vulnerability assessment, able to overcome the gendered, sexual and cultural-based one adopted

by the Italian institutions and policymakers.

3.2.5 The FAMI Project 2219 in the Marche Region.

It is of interest to include in the literature review on the Italian context a recent
experience which involved the Marche Region, the Marche Regional Health Agency (4genzia
Sanitaria Regionale Marche - ASRM), mental health professionals, and third-sector
organisations in assessing the access to health for asylum seekers and refugees>? at the territorial

level. The project was carried out during the years 2019, 2020, and 2021 with a conclusive

33 In this juridical definition are included also foreign unaccompanied minors (Minori Stranieri non Accompagnati -

MSNA) and claimants who received a negative outcome to their application for international protection
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conference taking place on January 27th, 2022. The various training offered to the psycho-social

operators were sponsored by the Ethno-systemic Narrative School of Rome.

The tasks of the project were exposed as follow:

e To acquire knowledge about the social and biodata characteristics of the asylum seekers,
refugees and of those who received a negative outcome to their application who are
present on the regional territory, to assess subjects or groups at risk of mental health
issues.

e To enhance the expertise of the reception operators in identifying and recognise the
various kinds of distress, with a particular focus on the psychological determinants
(especially those related to torture); operators’ expertise were also expected to be
enhanced for what concerns the competence to construct personalised reception projects
(meaning not standardised and the unable to recognise the specific and subjective needs
of the person);

e To enhance the mental health professionals of the Regional Health Agency (Agenzia
Sanitaria Regionale - ASR) abilities to codify and take charge the mental distress;

e To create a Regional, multi-professional and multidisciplinary team qualified and
competent in prevention, diagnosis, treatment and recovery;

e To build and implement an integrated and sustainable management model, meaning a
territorial network with steady linking between reception centres and the Regional Health
System able to ensure an appropriate assistance pathway for the “care” (cura) of exiled

people with mental disorders;
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e To strengthen the teams of the Regional Health System for the full application of the
“Protocol for identification and holistic multidisciplinary assessment of the
unaccompanied minors’ age, so to ensure the higher interest of the minor;

e To implement network and community activities;

At the conclusive conference, Patrizia Carletti - Responsible for the Inequality Health
Monitoring Centre (Osservatorio per le Disuguaglianze nella Salute - ODS)** of the Marche
Region - reported that in April 2018 the migrants’ beneficiaries of the reception system were
4.504 while in December 2021 they were 2.512, that means almost 2.000 people “disappeared”
from the reception system and the territory, according to Carletti, Giacconi, Penna (2023). The
same source stresses that on 30 October 2022, the migrants in the Italian Reception System were
104.500 (0,17% of the national population), of whom 68% were hosted in Emergency Reception
Centres (CAS). Marche Region follows the trend with 3.449 persons in the reception system, of

whom 65% are in the Emergency Reception Centres (CAS). Those data highlight a distortion

34 https://www.regione.marche.it/Entra-in-Regione/ODS
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already discussed in the previous paragraph: the long permanence of migrants stuck in the first
reception facilities, with the interplayed tendency to dispersal and social exclusion. Carletti,
Giacconi, and Penna (2023) denounce the inadequacy of the information both about the entering
from the Balkan Route and from the Adriatic disembarks, due to a scarce effective public
monitoring system, and with the real data from the Reception System, which sends to the
authorities only occasional reports. Finally, they also stressed the problematic lack of data when
it comes to unaccompanied minors, not from non-EU countries. These considerations shed light
on the twofold and ambiguous nature of the borders’ control regime discourse: on the one hand,
its porosity poses significant obstacles in developing quantitative studies and reliable statistics on
asylum seekers and refugees, unfolding a humanitarian concern over the unknown destinies of
“disappeared” migrants; on the other hand, it shed lights on the embedded aspects related to
biopolitics and social control. Both are deepened in data presentation and analysis (Chapters 5

and 6).

Significantly, in the acts of the final conference of 27 January 2022, Carletti pointed out
that almost 2.000 migrants left the reception system without any further registrations on the
territory between 2018 and 2021, arguing that they could be undocumented, victims of
trafficking and or exploitation, or in conditions of social marginality such as homelessness. She
noticed that all those people belong to a vulnerable group concerning mental health issues, and
that is why an integrated take in charge from the public health system and public and private
bodies should be able to include those who are socially excluded, just because more and more

exposed as migrants and as people in condition of marginalisation. Indeed, Carletti pointed out
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that lacks systematic National data on the accesses to mental health services by the target of
interest, and yet the Mental Health Report of the data gathered during 2019 by SISM?>? assesses
that, before Covid-19 pandemic, forced migrants were the 5,6% of the total population under
treatment in mental health departments, and they were about the 9% of the discharged patients
(Ministry of Health 2019). Deepening the statistical analysis, the Mental Health Report of 2019
assesses the number of resident foreign users of mental health services to be 31.925, of whom
1.544 in Marche Region, on a global resident foreign population of 4.996.158 people, of whom
130.903 in Marche Region. Lastly, in 2019 the foreign users of mental health services on a
sample of 10.000 foreign users were 87,6 at the National level and 117,9 in Marche Region, that
is a huge number if considering that for instance in Toscana Region the resident foreign
population was 396.301 persons, and the foreign mental health services users were 75,2, below

the national trend.?” Toscana Region experience is an important reference for mental health and

33 Sistema Informativo per la Salute Mentale (Informative System for Mental Health)
36 See Ministry of Health (2019), Table 7.13, p. 53;

37 For updated data, see Ministry of Health (2021), Mental Health Report. Data Analysis of the Informative System
for Mental Health, online available at:
https://www.salute.gov.it/portale/documeanandtazione/p6_2_ 2 1.jsp?lingua=italiano&id=3282
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forced migration issues, given the Progetto Sprint (Project Sprint)*® which promoted the mental
health of migrants on the Regional territory through the adoption of a territorial, integrated
approach able to acknowledge the cultural variables in the diagnostic process (Cardamone

2020)%.

Taking advantage of the seminal experiences of other Regional measures, the deal of the
FAMI 2219 has been to build a Regional Health Team with the cooperation of the Mental Health
Departments in permanent contact with the reception centres so to regularly discuss the clinical
cases (both of single and of groups), guaranteeing an integrated take in charge between Mental
Health Departments, Reception System and Street Task-forces. To do so, all the stakeholders
mentioned above met regularly throughout the project period, working on the construction of a
common language thanks to the supervision of the Scuola Etno Sistemico Narrativa di Roma;
creating a stable connection between an operator of the mental health department trained with the

ethno-systemic approach and the reception systems; integrated supervision on the clinical cases

38 https://www.centrosaluteglobale.eu/progetti-corsi/sprint/

39 https://www.regione.marche.it/portals/0/ODS/2020%208Sit0%200DS/Cardamone_Progetto%20SPRINT.pdf
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individuated in the reception centres or communities for foreign underage minors; widely, the
network of FAMI2219 projected a stable and long-lasting connection between reception centres

and mental health departments (Carletti, 2022)*.

An important point stressed is the acquisition of competencies for the early recognition of
mental distress on the one hand, and the distinction between mental distress and the proper
mental disorder on the other hand. This entails necessarily the knowledge of the social
determinants of health and illness, the knowledge of cultural factors as the context in which
certain narratives acquire meanings so as to go in the direction of a proper and effective
interlinguistic and intercultural communication between health operator and patient (in this
regard, see Baraldi and Gavioli, 2008; Luatti, 2006). The number of operators involved has been
more than 600, emphasising the importance of a multidisciplinary partnership, according to
Carletti (2022). The main findings carried out by the three-year dialogue between the

stakeholders are principally the necessity to maintain and care for each own internal work team

40 See: Carletti P. (2022), Final Conference FAMI2219, “Azioni del Servizio sanitario della Regione Marche per la
salute psico-fisica dei migranti forzati (richiedenti protezione, rifugiati/protezione sussidiaria e diniegati) e dei
minori non accompagnati”, online at: https://www.regione.marche.it/Entra-in-Regione/ODS/Salute-mentale-
migranti-forzati-e-MSNA#Evento-Finale
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(équipe) and the obstacles linked with the separation between Health System and Reception
System, two fields scarcely integrated. And again, the structural malfunctioning of the Reception
System, where the largest part of the migrant population is still blocked within the Emergency
Reception Centres (CAS) with a strong unbalance toward the use of emergencial measures rather
than toward the social inclusion pathways. The space and time dimensions institutionally
constructed around the displaced person emerge as risk factors for mental issues and as an
obstacle for the therapeutic relation itself. The assessments made during FAMI2219 have been
an occasion to confirm the lack of National and local investment in mental health widely, with
scarce sources in the Mental Health Departments in terms of funding, professional sources and
training. More specifically, it highlights a management and cultural crisis within the mental
health services, that consequently lead to restrictive practices (about “defensive psychiatry” see
Coluccia et al. 2017) and chronification of the patient’s conditions, also reinforcing existing
inequalities among Regions and within the same Regional territory. It seems that confronting
interculturality poses several challenges to territorial institutions, especially when it comes to
social and psychological suffering. In particular, in regard with Marche Region, during the

workshop of 8 July 2020 “Tra accoglienza ed esclusione: per un intervento competente sulle
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vulnerabilita dei migranti forzati”*!, with a fruitful comparison with the Toscana Region and its

experience with Project SPRINT, emerged that the Mental Health Departments complain a
severe lack of employees and an equally severe lack of fund, joined to the lack of intercultural
mediation services and, in the rare case of their availability, the inadequacy of intercultural

mediators in terms of training and professionality.

The work that had been done during the FAMI2219 should be guaranteeing the starting
point for a Regional Integrated network that share operative modalities, form for report the
presence of possible cases of person survived to torture in the reception centres or on the street
where the street task forces. Among the competencies gained through the training provided,
social and health workers should have obtained the capacity to recognise and report specific
vulnerabilities related to torture and inhuman and degrading treatments according to the
guidelines provided by the training with the ETNOPSI staff. It is important to note that there

exist older contributions on the topic as the handbook DIGNITAS. Manuale Operativo per

41 Between Reception and Exclusion: for a competent intervention on forced migrants’ vulnerabilities
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ridurre le vulnerabilita e promuovere le risorse nel sistema asilo*’, cured by Pippo Costella,
Annalisa Furia, Mariapaola Lanti and published in 2011 and the already mentioned Linee guida
per lassistenza, la riabilitazione e il trattamento dei disturbi psichici dei rifugiati e delle vittime
di tortura (Ministry of Health 2017). Carletti said in conclusion that a lot is yet to be done yet

Project FAMI2219 laid the foundations for important developments*.

3.3 Conclusions

The literature review provided in this section shows some gaps: current literature relies
on Western biomedical diagnostic categories and often provides short-term perspectives on
migrants' mental health. Few studies offer longitudinal data that track the long-term
psychological and social impacts of Italy’s reception and migration management systems on

forced migrants and asylum seekers. While many studies acknowledge the negative effects of the

42 DIGNITAS. Operational Handbook to reduce vulnerabilities and promote sources in the Asylum system.

43 As written in the Conclusions (Chapter 7) the Project has been refunded in 2024 and new developments should be
soon implemented in this regard.
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reception system on migrants' mental health, there is a need for more in-depth exploration of the
impacts of containment, detention, and the liminal state of waiting within the asylum process. In
the attempt to partially bridge the aforementioned gaps, this study aims at providing an in-depth
focus on the impact of detention and reception practices exploring the unthought in daily actions

relating to migrants' lives.

Moreover, the existing literature scarcely explores from an integrated perspective the
interplay between mental health and social exclusion, academically reflecting the dominant
neoliberal Western paradigm: while the sociological impacts of migration are well-researched,
few studies deeply integrate the links between mental health issues and the broader structures of
social exclusion and marginalisation in Italian society amidst the national and international
governance. A comprehensive approach that combines mental health frameworks with social

justice and migration studies would fill this gap.

Despite the official declarations reflecting an institutional humanitarian attention toward
people on the move, international and Italian literature on this topic stress that the obstacles faced
by asylum seekers and refugees in accessing mental health care do persist and research in this
field is not sufficient. As stressed by scholars (see Cardano et al. 2020; Sjostrom, Gariglio,
Cardano, 2020; Petit and Wang, 2018 ), the study minority groups access to mental health care is
crucial as it offers insight into migration policies, conditions of inclusion and cohabitation
beyond the mere organisation of the health care system, and in doing so it opens a critical
reflection on the wider health condition of a society in terms of welfare and rights eligibility and

accessibility. Broadly speaking, it sheds light on power: “it has been argued that this

170



phenomenon [of medicalization] is a means of social control which serves particular interests in
society.” (Gabe and Calnan, 1989 p. 223). Bearing this in mind, the present study attempts to fill
some of the gaps and provides indications for more research - e. g. longitudinal and comparative
cross-regional studies (see Chapter 7). It also reflects on the governmentality that stands behind
and shapes the humanitarian interventions at the local level. Arguing that they might be framed
as part of the migration industry perspective (Betts, 2013), studies on migrants' mental health
might look at the topic as a new market and field for public funds interception, involving a range

of stakeholders and public and private organisations.
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B) Research Design and Data

4. Research design and methodology

4.1 Introduction

While we have tried to situate our own theories within the relativistic framework we have applied to others,

we are still white, male, middle-class doctors discussing the private experiences of patients who are frequently
black, female and working class — part of what Michel Foucault calls the monologue of reason about madness.
To discuss the psychological adjustment of ethnic minorities is to underline yet again the popular conception of

them as being primarily a problem. To criticise a stereotype is always in some measure to reiterate it.

(Littlewood and Lipsedge, 1993, p. XIII)

According to the theoretical framework employed, reflecting on the methodology a
crucial factor that has significantly influenced the decisions made is the concept of power.
Specifically, the medical paradigm as a tool of power/knowledge (Foucault, 2005a) and how the
social system employs the psychiatric patient's institutionalisation. The main concern was to try
not to reiterate the monological and colonial discourse of the Western medical domain (reason)
over the subaltern migrant people (madness). In attempting to do so, the methodological choices

are intended to be able to grasp “the dominant as well as the minority culture” (Littlewood and
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Lipsedge, 1993, p. XV). This is the reason why the final research design, concerning the

methodological aspects, is the result of different adjustments made along the research journey.

Even though at first some adjustments were guided mostly by the obstacles met in
defining the unit of analysis or in accessing the fieldwork, later the whole process resulted in the
possibility of a more reflexive study, including the author’s self-analysis as a cultural producer
always in relation with the field and integrally part of it (Bourdieu and Wacquant, 1992). A
positive aspect of this approach is identified in the awareness “of the objectifying gaze of
sociology” (Bourdieu and Wacquant, 1992, p. 36), which in practice led me to redefine the
methods and the techniques on empirical bases (Cardano and Gariglio, 2022), guided by the
intention to produce the data by being accountable for the idea that social scientist is the wielder
of a “dominated form of domination” (Bourdieu and Wacquant, 1992, p. 38). Thus, as a PhD
candidate, I found myself in between the academic logic of knowledge production and a set of
different institutional stakeholders: along the journey, I noticed that the risk was that of
marginalising and objectifying the embodied experiences and voices of migrants. Addressing this
tendency has been an ongoing part of the research design and the methodological choices, and it
can be said that the openness to changes along the journey has been a pivotal source to reach the
objective satisfactorily. This is one aspect that is highlighted in this chapter. It starts focusing on
the research questions and objectives of the case study (paragraph 4.2.). Later, in paragraph 4.3. 1
discuss my epistemological approach and positionality, I tell the multifaceted process of
accessing the fieldwork and I present the Research Community, thanks to whom this research

has been possible. Paragraph 4.4. addresses the methodological choices used to produce raw
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data, and Paragraph 4.5. sheds light on how they are analysed, explaining the Thematic Analysis
model employed as theorised by Braun and Clarke (2006). At last, paragraph 4.6. accounts for
the reflection on ethical and respectful research design, specifically focusing on the implications

of participant observation and semi-structured interviews with refugee people.

4.2 Research questions and case study’s objectives

The present study is designed as a case study, according to Swanborn's (2010) definition

criteria:

e it is carried out within the boundaries of a social system — in the vein of Bourdieu (1992),
I define the social system analysed (or ‘field”) as a precise geographic area within which
the Reception system and Mental health department constitute a network and ‘the
structure of these (material and symbolic) relations has effects within each of them’
(Bourdieu, Wacquant, 1992, p. 101).

e it is conducted in the case’s natural settings;

e it focuses on social processes;

e it is driven by a hypothesis to be tested through the research questions;

e it is based on multiple data sources;

As will be explained, the present study is characterised as an intensive analysis played on
a meso level — the most popular typology of case study, particularly fitting for Sociology and

Social Sciences empirical studies (Swanborn, 2010). To properly address the specificity of the
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case study research and clear the field by the risk of labelling as a ‘case’ any study carried out by
social scientists (Ragin, 1992), I adopt Wieviorka’s (1992) vision of the case study as embedded
of two bonded elements: the subject — the unit of analysis and its boundaries or, using Ragin’s
words, its ‘casing’ (Ragin, 1992, p. 217) - and the object — the analytical structure used to

explain why the empirical fact studied is theoretically explicative (see Sena, 2021).

The objective of the present research is to analyse the phenomena of psychiatrization of
migrant people, in particular asylum seekers and refugees, for they are undocumented when
entering Italian borders and this aspect exposes them to forms of institutionalisation and social
assistance within the reception system. The intention is to shed light on the less explored field of
the ‘after landing’, a marginalised and quite invisible stage of what happens to people on the
move (Pinelli, 2017; Pinelli and Ciabarri, 2017). In doing so, the research refers to the health
inequalities studies’ field using an explanatory model based on social interactions (Cardano,

2008; 2015). I focus on the discourses about the psychiatrization of migrant people decentering
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the gaze from that of the classic ‘biomedical **or humanitarian’ standpoint*’

(Fassin and
Rechtman, 2009), insofar as deepening the implications of the medicalization of society (see
Conrad, 2007; Gabe et al., 2015) when it comes to the management of ‘otherness’ (Littlewood
and Lipsedge, 1993; Mudimbe, 1988). As argued by China Mills, ‘the “making up” of
psychiatric subjects comes from a strange place’ (Mills, 2014, p. 118) and it is often relatable
with the colonial legacy and the medicalization of poverty within neoliberal politics (Cardano
and Gariglio, 2020). According to Basaglia and Ongaro Basaglia (2024), in the health policy
framework, a service should be expected to reduce the phenomenon for which it has been
implemented. It works by putting in place specific measures and actions — thus responding to a

socio-political deficiency. Instead, the production cycle in global capitalism tends to reproduce

itself and, through a Parsonian lens, the sick person is absorbed by society as an object rather

4 This umbrella term here addresses the approach to the topic of mental health of asylum seekers and refugee as
they ontologically are “traumatised” people, victims who need to be rescued and psychologically treated. Even
though it is shareable for they - in most cases - underwent torture and/or inhuman and degrading treatments, a
sociological approach to the use of psychiatry seemed a less explored point of view in literature, able to account for
power and post-colonial hierarchies.

176



than as a subject around whom the service is constructed, leading to the maintenance - when not

to the growth - of the social distress (i.e.: mental disorder, criminality, drug addiction).

The present study is grounded on the hypothesis that the psychiatric institution might
work at the territorial level more likely as a state servant of custody and control in the wider
panorama of migrants’ management. People on the move are narrated as a social security
emergency rather than as rights holders (see Artero and Fontanari, 2019; De Haas, 2023;
Sorgoni, 2019a), amid a commonsense state nation-centred perspective (Malkki, 1992; Saada,
2000). The perception of a threat to the community is embedded in the use of medical and
juridical discourses as guarantors of order and security (see Basaglia and Ongaro Basaglia, 2024;
Foucault 1972; 1975;). Following this argument, the purpose of the present research is to assess
which role psychiatry and pharmaceuticals play with asylum seekers and refugees within the
reception system. In attempting to contribute to the literature on the topic, the research is still to

the following questions:

e To what extent does the medicalization of migrants' mental health in Italy facilitate
genuine care and to what extent does it function as a dispositive of social control?

e How do mental health services manage migrants’ distress and what are the main
problems and possibilities of enhancement?

o Where is the line between social suffering and mental disorder among migrants in the

specific context of the Italian territorial services?

In a sensitive field, involving health, people on the move and their public management, it

seems very important to shed light on the possible systemic distortions and their effects in the
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embodied lives of people and trajectories at the organisational level. As noted by Mills (2014)
about the scaling up of psychiatry worldwide, and, in the same vein, by Gabe et al. (2015) about
the pharmaceuticalization process, the biomedical paradigm responds to the logic of domination
and profit. They are issues embedded in the globalisation processes as well as, more strictly, in
the capitalistic postcolonial global inequalities. It is difficult to detect and protect a space for care
and cure in this panorama which characterises itself as market-oriented. Thus, this study, looking
at mental health and illness from a constructivist and interpretivist point of view (Bryman, 2012;
Silverman, 2013), tries to answer the research questions above to explore and answer the

research hypothesis.

The emergency of Sociology as a discipline is historically strictly linked to madness
(Sjostrom, Gariglio, Cardano, 2022), and reflecting on the design of the research I had in mind to
find a way to value the “sociological gaze” (Bourdieu and Wacquant, 1992, p. 68) as a possible

privileged perspective to not perpetuate the order of things. In other words, the expected result
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was to shape methodology to avoid the reiteration of a stereotyped model of interaction between

psychiatry and migrant people. In the chapter ‘Methodology of encounters’, China Mills writes*:

They asked her about her family. She told them, in Tamil (a South Indian
language), that her mother had heard voices, like she does, and had been a ‘psychiatric
patient’. Meesha said those two words, ‘psychiatric patient’, in English. That was the
only English she spoke that day. When the staff asked her if she was a ‘psychiatric
patient’, she said ‘No’, because ‘psychiatric patients’ had wild unbrushed hair — unlike
her. ‘If you are not a psychiatric patient’ the staff said, in Tamil, ‘why do you take

medication? ‘To be cured’, Meesha replied, ‘to be cured of this place’.
(Mills, 2014, p. 13)

Therefore, while constructing the research design, I kept in mind on the one hand the
methodological feasibility, as invoked by Cardano, Gariglio (2022), and on the other hand how

to use the peculiar characteristics that Sociology offers to the analysis of such a topic, to

46 This quotation is a fieldnote report by Mills (2014), about the interaction between the staff of an ONG, working in
India with people diagnosed with mental health issues, and a woman named Meesha, a patient of the centre.
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challenge the implicit assumptions and explore the unthinkable as the shadow zone within a
regime of truth (Foucault, 2005a; 2005b). A pivotal starting point has been considering that
approaching the research field with a sociological sensitivity provides the advantage ‘to insist on
how all human phenomena have social and cultural elements both in their constitution and in
their further ramifications for the world’ (Sjostrom, Cardano, Gariglio, 2022, p. 773). It means
here that mental illness cannot be merely narrated as a medical condition: it tells us important
information about society and the world we are living in and we make live as active participants.
Furthermore, madness itself tells something that very probably could not be said or seen
otherwise (Foucault, 2013). Here below I include my notes as a participant observer from while
in the waiting room of a mental health centre where markedly the triage was deserted, without

any medical personnel at the reception:

There is tension and agitation, an emergency is occurring in the centre [later I
discover that is a suicide attempt from a very young person]. I sit with three patients in
the waiting room, two are from non-EU countries but residents of Italy for years. One of
the two, a woman, is very challenging and nervous. She says: “If I get hysterical, they’ll

see me!”. She threatens to go crazy to receive attention.

(CSM-1, January 2024)

And again:

An Italian woman in the waiting room complains that patients with an
appointment wait hours before being welcomed by the medical staff. She says: “Nobody

here looks at you.”.
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(CSM-1, January 2024)

The invisibility immediately emerges as a major theme. It can be said that dealing with
mental suffering meant for me above all navigating into the realm of what is invisibilised,
denied, and oppressed, or “into the laceration in the biography of individual which few other
forms of distress impose, because here the loss of the map also includes the territories of
identity” (Cardano, 2010, p. 254). Katie Kilroy-Marac carried out an ethnographic study at the
Fann Psychiatric Clinic in Dakar, Senegal, where Demba, a psychiatric patient, introduced her to
the ghost haunting the clinic. She claims that madness “speaks to questions of justice and social
responsibility. [...] Every engagement with a specter — no matter where, when, or what kind —

may be viewed as a political engagement of sorts” (Kilroy-Marac, 2014, p. 271).

Invisibility is also a characteristic inscribed in being a refugee nowadays (Harrell-Bond
and Voutira, 2007) due to administrative practices and policing. As said, “refugees as persons are
subsumed under elaborate bureaucratic structures that ‘control’ them. A key feature of these
structures of control is the exercise of power by individual actors who represent authority
structures at different levels of the hierarchy and often perceive their role in life as saying ‘no’”
(Harrell-Bond and Voutira, p. 284). The invisibility thus appears to be a condition shared by both

mental patients and displaced people, as well as the identity issue.

In this vein, this research aims to unfold the discourse embedded in migrants'
psychiatrization and at what mandates it responds to. What ghosts are trying to speak through
this phenomenon, using Killroy-Marack's (2014) lens? What are they trying to tell us? As

argued, social research should promote and, at the same time, be the target of transformative
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practices (Bourdieu and Wacquant, 1992; Silverman, 2013), both for society - in which the
knowledge produced within the academia is ideally reinjected — and even for what concerns the
construction of scientific objects driven from theoretical issues. In the vein of Bourdieu and
Wacquant, 1992), it means to interrogate the claim of a single perspective being accountable for
the academic imperialist point of view and its intrinsic bias (Kenway, Mc Leod, 2010). These
considerations attempt to offer a map to guide the sampling criteria and methodological choices

illustrated in the following paragraphs.

4.3. The field as a theory of practice

The sociologist who chooses to study his [her] own world in its nearest and most familiar aspects should
not, as the ethnologist would, domesticate the exotic, but, if I may venture the expression, exoticize the domestic,
though a break with his initial relation of intimacy with modes of life and thought which remain opaque to him

because they are too familiar.

(Bourdieu, 1988, p. XI)

In this paragraph, I am going to accompany the reader through the epistemological and
empirical steps which constitute the journey for constructing the research design. In particular, it
explains why and how a qualitative approach better fits the aim of the study, my positionality as
a so-called insider of the research field, challenging the idea of splitting researchers from the
research community and theoretical background from empirical research, advocating for a
relational way of knowledge production in the vein of Bourdieu (Bourdieu and Wacquant, 1992;

2000). In the attempt to overcome an ethnocentric approach, when looking at migrations and
182



migrant people, according to Sayad (1999) sociology should focus on the dynamics they are
subjected to instead of defining the “problems” they pose to solve them. Following this
reasoning, I explain the difficulties met to access the fieldwork, and how they have been

addressed, finally providing an in-depth presentation of the research community.

4.3.1 Why a qualitative approach?

Understanding the nuanced and often silenced experiences of [...] survivors is essential for informing

effective interventions and support systems. The significance of qualitative research in shedding light on the
narratives of [...] survivors emphasizes the necessity of a trauma-informed, ethical approach to ensure the wellbeing
of those who choose to share their stories. [...] Each survivor’s journey is a unique tapestry of trauma, resilience,
and survival, making it imperative to move beyond statistical data and delve into the qualitative dimensions of their

experiences.
(Diab and Al-Azzeb, 2024, p. 3)

A qualitative approach fits the case study nature of this research, and most importantly, it
is appropriate to deal with the so-called vulnerability of the groups involved, as it will be
explained. This is one of the core aspects I kept in mind while focusing on the research design
stage. Above all, the qualitative research approach is often preferable when moving from an
intersectional reflection due to its ability to deeply explore the complex ways in which multiple
identities (e.g., race, gender, class, disability) intersect to shape individuals' experiences within
systems of power and oppression (see in this regard Crenshaw, 2013; Yuval-Davis, 2006). As
stressed by Aldridge (2014), a case-by-case, individualistic and insofar more adaptive, flexible

and inclusive approach is recommended when working with research participants targeted as
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“vulnerable™*’, that I prefer instead to call "silenced."(Dotson, 2011; Spivak, 2023). It helps to
facilitate a bottom-up construction of data, widely encouraging more democratic and fair
research practices by promoting ‘subjectivity in terms of explicating lived experiences’
(Aldridge, 2014. p. 112). Furthermore, a qualitative approach better fits the depth and thickness
objective aimed at the data production of the present case study (Sena, 2021; Geertz, 1973). As
Cardano and Gariglio (2022) noted, qualitative research mainly produces convincing arguments
on how things function in a specific context, insofar as the focus of the inquiry goes on a small
number — even just one — eloquent case. Finally, it must be noted that quantitative systematic
data about asylum seekers and refugees’ living conditions require enhancing interventions to
achieve standardisation, accessibility and comparability (ISTAT, 2021)*%. A significant problem

on this point is that statistics data on migrants’ access to mental health services are not reliable,

due to the structural difficulties assessed by ASGI (4ssociazione Studi Giuridici Immigrazione),

47 Given the complexity of this term, I employ it as a way to address marginalised people who potentially could be
re-marginalised also within research. Additionally, the involvement of professionals employed in the public health
system and social workers employed by private service providers require protection for their privacy in the
workplace.

48 See: https://www.istat.it/it/dodicesima-conferenza/programma/014 _rifugiati
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UNHCR (United Nations High Commissioner for Refugees) and others to access the municipal
civil registration (iscrizione anagrafica) effectively. The latter is pivotal to the acquisition of
fundamental rights in Italy and enshrined by The Constitution* (see in this regard Consoli and
Zorzella, 2019; SPRAR, 2014; Gargiulo, 2021). An essential point to emphasise is that the SISM
(Sistema Informativo Salute Mentale), the primary source of national mental health data,
conducts its periodic assessments based on the resident population. However, this sampling
criterion is not sufficiently inclusive, particularly for asylum seekers and refugees, who often
face complex bureaucratic procedures to register as residents. Although the reports include an
indicator for “foreign users with residence in Italy” (Di Cesare, 2023), this category lacks
granularity regarding the specific composition of foreign individuals in the sample. For instance,
it does not distinguish whether these individuals are international protection claimants/holders
within the reception system. Additionally, undocumented migrants and migrant individuals not
registered with the municipal registry office are excluded from the sample altogether. In this

meaning, as stressed by Gargiulo (2021), municipality registration offices function as

49 The Italian Constitution, Art. 32
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administrative borders, gatekeeping access to status and rights and for what concerns the present
study, I argue that a qualitative inquiry about mental health and migrants could provide
significant insight on an otherwise invisibilised phenomenon. In other words, it could tell a story
that has no listeners - exceptions made for voices’ hearers could be said (see in this meaning

Cardano and Cantorski 2018; Corstens et al. 2014).

Raising attention to the issue with a qualitative case study could encourage more inquiry
into this problematic aspect. As noted by Sofaer (1999), focusing majorly on what we already
know how to quantify according to scientific reliability criteria can lead to ignoring factors and
relevant complex connections that could bring attention to important and less explored issues.
Using a qualitative approach, the present research case study’s design intends “to move inquiry
toward more meaningful explanations” (Sofaer, 1999, p. 1102) of a phenomenon that beyond
numbers requires new words to be told. Just as an intersectional lens was employed to construct
the epistemological approach of this study (see the Introduction chapter), as recommended by
Abrams et al. (2020), who advocate for moving beyond the mere application of intersectional
reflection to research methodology, this inevitably influenced the choice of a qualitative
approach. Indeed, it is “directly related to the applicability of findings to contexts of health
equity” (Abrams et al., 2020, p. 2) and allowed me to navigate through the experiences of
racialised people as well as through those of people with multiple privileges, being accountable
above all for the nuanced combination of privileges and oppression (Yuval-Davis, 2011) which

mostly characterises the field.
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4.3.2 Positioning the researcher in the field.

Only in hindsight, reflecting on the entire process of constructing this study, can I echo
bell hooks (2015) in asserting that by distinguishing between marginality imposed by oppressive
structures and marginality chosen as a site of resistance, I opted to inhabit the margin between
research and social work. This choice stems from the belief that critical social research can itself
serve as a site of resistance (Clarke, Chadwick, Williams, 2017). Starting from this assumption,
as a PhD candidate and an ex-reception system social worker I had to be accountable for my
position as an insider of the reception system and a social researcher since this influences the
whole research process (Wilson, Janes, Williams, 2022; Yip, 2023). In this regard, as stressed by
David Silverman (2013) it can be valuable to base doctoral research on a topic and a realm with
which the researcher is already familiar. In my case, it indubitably facilitates access to the
participants and to the dialectic process of interviewing them (Yip, 2023), as well as guarantees
me a broad perspective of the field, defined as the context in which the phenomena I want to
analyse happens (Hammersley and Atkinson, 2007). Nevertheless, this also required a fair
number of radical decisions, as I realised that adopting a critical stance in the context of local
field research could potentially jeopardise various professional opportunities in the future. The
same consideration applies to the research participants, among whom—speaking generally
here—those holding higher-ranking positions were more willing to disclose personal insights.
Being both an insider and a social analyst also raised dilemmas linked with role duality, as
discussed by Wilson, Janes, and Williams (2022), starting with the practical concern of
performing both roles for one year at the end of the doctoral journey. Indeed, from October 2023

till October 2024 (when I submitted the thesis' first draft), I have been collaborating as a social
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worker in diverse inclusion projects for refugee people. Keeping separate roles has been
challenging at times, and it required beyond the practical issues of time and emotional sources
management, a negotiation of the boundaries and the degree of openness with which I would

conduct my professional “double life”.

Reflecting on the last concept, it is useful to follow Bourdieu on fieldwork as done by
Wacquant (2004): he argues that by applying tools of social research to his native world,
Bourdieu repatriated anthropology in line with a process of boundaries’ erosion “between the
West and the Rest” (Wacquant, 2004, p. 395). Therefore, to be an insider of the fieldwork
instead of managing a double life could be seen as a way to carry on research because of “some
clear personal connection” (Marcus, 1998, p. 239 in Wacquant, 2004, p. 396) overcoming the
academic separation between (post)colonial and metropolitan issues. This position highlights the
intercultural nature of the glocal perspective we live in (Zapata-Barrero and Mansouri, 2021) and
it is a call for social scientists to return to the domestic reality that far from the cross-cultural
juxtaposition of local and foreign realities, implies an intercultural - and interborder - lens.
Therefore, on this point I looked at the twofold fieldwork I navigated within a fluid perspective,
not necessarily splitting myself into the observer or the social worker. Indeed, Yin (2023)
suggests a non-binary approach to the inside/outside position of the researcher, for it is overly
simplistic. She encourages social scientists to place each own positionality on a continuum. As

argued, “sociology must be a total science. It must construct ‘total social facts’ as theorised by
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Marcel Mauss (1950)°°, preserving the fundamental unity of human practice across the
mutilating scissures of disciplines, empirical domains, and techniques of observation and

analysis” (Bourdieu and Wacquant, 1992, pp. 26, 27).

Engaging in the same field but occupying various roles necessitates reflexivity, while
simultaneously contesting what Bourdieu refers to as the “intellectualist bias which entices us to
construe the world as a spectacle, as a set of significations to be interpreted rather than as
concrete problems to be solved practically” (Bourdieu and Wacquant, 1992, p. 39). Being a
social researcher and a social worker with refugee people does not abolish the distance between
the subject and the object of research yet recognises the production of knowledge as a relational
fact (Bourdieu and Wacquant, 1992), pursuing an aware position as the observer part of the
observation (Bourdieu, 1990). In this regard, scholars in the migration field like Schuster (2014)
encourage not to fetishize boundaries and yet I adopted some clear guidelines to avoid
encouraging wrong expectations - for instance, to receive some extra benefit in exchange for

participation. On this point, it is important to stress that none of the research participants are

>In Bourdieu and Wacquant, 1992, p. 26.
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involved at any level in the social work done while conducting the present study. I avoided doing
so because it can lead to exploitative practices and difficult-to-manage power relations on the
one hand, and on the other hand, it would have affected my professionalism in both roles due to
conflict of interests (Yip, 2023). As argued by Clarke, Chadwick and Williams (2017), as a
social researcher and worker from the sites of resistance that emerged thanks to the research
community’s collective efforts in participating in this study, it may be possible to identify clues
for new potential creative spaces from which to begin rethinking care and diversity—liberated
from the normativity imposed by centres of power and institutional practices and their neo-

liberal agendas.

We fight the same battles over and over again. They are never won for eternity,
but in the process of struggling together, in community, we learn how to glimpse new
possibilities that otherwise would never have become apparent to us, and in the process

we expand and enlarge our very notion of freedom.

(Davis, 2012, p. 198 cited in Clarke, Chadwick and Williams, 2017, p. 262).

4.3.3 Accessing the Fieldwork.

My initial research design was first expected to access participants, do fieldwork in the
reception system, and carry out an ethnography, spending a long time gathering data in that
context. As an ex-social operator, it seemed an easier strategy. [ met some obstacles over time,
engaging with the gatekeepers and negotiating the uncertainties. First, the managing organisation
of the local SAI network refused to give me access to their reception centres. It has been argued

that the research topic was sensitive and targeting a vulnerable population. To circumvent the
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obstacle posed by the SAI managing body, which had the authority to block my access to the
fieldwork, I decided to escalate the matter to the governmental level. I requested access to
reception services directly from the Ministry of the Interior through the Prefecture. While access
to the second reception facilities (SAI) remained denied, I was granted access to the first
reception facilities, as the Prefecture holds the decision-making authority for CAS. The
prefecture directly represents the Italian government at the local level, rather than the interests of
regional and territorial entities. Thus, I obtained permission to access fieldwork in the CASs’
first reception system by the Prefettura (Prefecture)’!, but while trying to gain participation I
started reflecting on the paradox of establishing trust with institutionalised and racialised people
passing by the decision-making of reception system’s project managers. The concrete risk was to
practise and reproduce the use of power on a racial basis, de facto exploiting participants
(Aldridge, 2014). Given the asymmetry of power that structures the relations in the reception
system, positioning me — an unknown white person - as part of it through a top-down decision-

makers resolution could have undermined the principle of autonomy and informed consent. As

SIThe Prefettura (Prefecture) plays a central role in the management of Centri di Accoglienza Straordinaria (CAS),
or Emergency Reception Centres, representing the Italian Ministry of the Interior at the territorial level.
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highlighted by Sultana (2007), when doing research with people originating from the Global
South some markers of difference are de facto vectors of exploitation in the research process.
Even though evidently, I could not modify some material conditions, I could address some
access and relational aspects to get a bit closer to a sense of equality, avoiding as much as
possible perpetuating relations of power and control. The unavailability of the SAI services and
the wider ethical dilemmas posed by doing research within the reception centres have been
followed by the objective lack of interactions between social actors to observe within the first
reception: the gradual but systematic dismantling of CAS services posed me in front of an office
in which asylum seekers were entering just for the monthly distribution of personal hygiene kits
and weekly Italian language alphabetisation course delivered for newcomers. Operators went
directly into the apartments to control the asylum seekers' presences, but according to the
Prefettura 1 was not allowed to enter other spaces but the office. It led me to look for other
possible fieldworks while collecting a first set of data in a CAS where it has been possible to do

so (see paragraph 4.4.1.).

Later, I considered the possibility of accessing fieldwork through a Mental Health
Department, gathering data in some of its Mental Health Centres: the aim was to obtain access to
medical staff and migrant patients available to be interviewed. In this second instance, the
drawbacks outweighed the benefits, and ultimately, neither of the two scenarios constitutes the
definitive research design presently. However, both have proven to be valuable and essential and
instead of layering them as failed fieldworks, I maintained the two with their inherent limitations

as data sources. The process of trial and error permitted the gradual development of the final
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research design (see Silverman, 2013), which is now based on three data sets. Indeed, I noticed
the critical lack of access to refugee people within the social spaces | was navigating, and then to
reduce the risk of a “one voice” research and improve the data's trustworthiness (see Bryman
2012; Campbell et al. 2020), I decided to leverage my pre-existing network of contacts acquired
through my previous employment in the reception system constructing a multifaceted group of
participants comprehensive of social workers, mental health practitioners and refugees of the
diaspora communities which are in dialogue as a community of practice (Wenger, 1998). I look
at the final research design and dataset as a product of a choral discourse which “occupies a mid-
level between moments of individuals experience and broad social structure” where, in this
“local geography of competence”, passing through me as a catalyst of information, “the
individual and the social are in interplay and learning is theorised to happen as they constitute

each other” (Farnsworth et al., 2016, p. 11).

4.3.4 Sampling criteria, or presenting the Research Community.

I chose to use purposive sampling to better match the study's objectives. As argued, a
purposively selected sample may be employed to improve the depth and thickness of the
information (see Campbell et al., 2020; Miles and Huberman, 1994; Palinkas et al., 2015). As
argued by Yip (2023), purposive sampling guarantees access to persons with experiences related
to the field and who can share their insights the most articulately possible. Specifically, I used

cell sampling, selecting three stratified categories of participants that overlap in some cases

(Campbell et al., 2020).
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The Study’s unit of analysis is defined within the network of people involved at various
titles in the psychiatric intervention practices with asylum seekers and refugees in a province of
Marche Region, Central Italy. Within the Province, I sampled three distinct groups of

participants - or cells (Campbell et al., 2020) - which constitute my Research Community:

e The medical staff of the province’s mental health department;

e The social workers currently employed or who have been employed during the last seven
years in the territorial reception system;

e The refugees passed through the asylum application in the same province and in the same
slot of time. Some of the latter currently are or have been psychiatric patients, and some
of them have been just witnessing the psychiatric intervention on their companions as a

practice in the reception centres.

It is important to bear in mind the refugee group of participants and that of social workers
overlaps - some social operators interviewed are also holders of international protection -, as the
reception system often hires workers with migration backgrounds. It reveals the complexity
under the “refugee” label for it is a juridical way to legalise human mobility under specific
criteria which are deepened in chapters 5 and 6. Significatively, the overlapping of roles does not
occur within the category of the medical staff employed in the Department's mental health

centres. As said:

What about the doctors who are concerned with mental health? Are their
backgrounds and education likely to make them particularly sympathetic to psychological

difficulties in ethnic minorities? [...] Although psychiatrists are less conservative than
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their colleagues, it would be surprising if psychiatry did not continue to display the

attitudes of a privileged minority, less than 3 per cent of whom are drawn from unskilled

or semi-skilled families.

(Littlewood and Lipsedge, 1993, p. 9)

Table N. 2: Participants Community

Pseudonym Age Nationality

and ethnicity

In Italy
from

Profession

Insights

Refugees

ABDOU 25 Gambia 2017-18

Fula

Employed in the
catering industry

Psychiatric
patient. -
Residence
permit for
medical
treatment
holder.

Interviewed
in Italian

ISSA 39 Gambia 2016

Jola

Temporary
occupations

Psychiatric
patient. -
Residence
permit for
medical
treatment
holder

Interviewed
in English
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EBRIMA 39 Gambia 2014-15 Warehouseman Long-term
Mandinka remde;nce
permit
Interviewed
in Italian
MOHAMED 32 Somalia 2018 Worker Political
. asylum
1
Somali holder
Interviewed
in Italian
ZAHRA 39 Iraq 2018- Still crossing Psychiatric
The name chosen is Kurdish 2021 lljj())(rilell;sse gizz?(;i;
that of the mother ) i
protection
holder
Interviewed
in English
JANNAT 31 Pakistan 2021 Housewife Political
1
The name chosen [Not Ex-teacher asylum
. . holder
recalls the Islamic specified for
paradise (<3) privacy
issues] Interviewed
in English
MARKON 27 Mali 2016 Worker. Subsidiary
Mandi .
The name chosen is anding protection
holder.

that of the brother
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Interviewed

in Italian
Social workers
TOLO 36 Afghanistan | 2005 Social operator Holder of
H AS-SAI litical
The name chosen azara CAS-SAI, ex politica
« s operator MSNA. asylum.
means “sunrise” in
the Dari language.
An objective for his Intercultural )
: Interviewed
country and mediator ) )
. in Italian
himself.
SADIO 29 Senegal 2016 Intercultural Humanitarian
Diahanké mediator, social protection
operator MSNA - holder
The name refers to
SAI
a famous )
Interviewed
Senegalese football ) .
in Italian
player
LINDA 34 Italy Citizen Professional Interviewed
educator, ex in Italian
coordinator CAS —
SAI
SAMUEL 39 West Africa | 2003 Social operator Long-term
CAS — SAI residence
permit.
Interviewed
in Italian
ALBA 43 Italy Citizen Psychologist SAI | Interviewed
and in Italian
psychotherapist
SIRIA 31 Italy Citizen Social operator Interviewed
in Italian

CAS-SAI
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DELIA 33 Italy Citizen Project Manager Interviewed
CAS-SAI in Italian
The name refers to
the movie “C’e
ancora domani”
GIULIO 32 Italy Citizen Social operator Interviewed
CAS — SAI in [talian
EMILIO 35 Italy Citizen Ex social operator | Interviewed
CAS in Italian
MARIANO 51 Italy Citizen Coordinator CAS | Interviewed
in [talian
The name was
chosen in memory
of a partisan born in
his town.
ANNA 39 Italy Citizen Social operator Interviewed
CAS in [talian
Mental health department professionals
LUCIANO 50 Italy Citizen Psychiatrist CSM-0
Interviewed
in Italian
MAX 66 Italy Citizen Psychiatrist CSM-0 and
CSM-3
Interviewed
in Italian
CRISTINA About 30 | Italy Citizen Psychiatrist CSM-1 and
years of CSM-2
careet Interviewed
in [talian
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PIA About 30 | Italy Citizen Social assistant CSM-1
1d )
years o Interviewed
in Italian
SERAFINA About 40 | Italy Citizen Nurse CSM-1
f )
Years o Interviewed
career . .
in Italian
GRAZIA About 40 | Italy Citizen Nurse CSM-1
f
years o Interviewed
career . .
in Italian
IOLE About 30 | Italy Citizen Social assistant CSM-1
Interviewed
in Italian
DAVIDE 35 Italy Citizen Psychiatric CSM-1
ticeshi .
apprenticesip Interviewed
in Italian
FURIO About 40 | Italy Citizen Nurse CSM-1
f
years o Interviewed
career . .
in Italian
OLIVIA Not Italy Citizen Psychiatrist CSM-1
£ ‘
specified Interviewed
in Italian
ROBERTO 52 Italy Citizen Nurse CSM-1
Interviewed
in Italian

More in detail, the participants in the study are 29 persons divided into groups as follows:

7 refugees from Gambia, Somalia, Kurdish Iraq, Pakistan and Mali; 11 social workers from
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different Cooperatives and NGOs. Among social operators 1 comes from Afghanistan and is a
political asylum holder, and 2 from different West African countries - one participant has a long-
term resident permit, and the other holds humanitarian protection. The participants among the
staff employees in the mental health centres are 11: 5 medical psychiatrists (one in the
practitioner ending stage), 4 nurses and 2 social assistants. All of them are Italian and white

people.

The participants of migrant people and social operator’s groups are recruited through a
multi-stage non-linear path. Part of them come from the CAS I accessed thanks to the formal
permission gained from the Prefettura (Prefecture) in January 2022. A similar recruitment
experience regards mental health practitioners, who participated after I gained access to the DSM
thanks to a formal agreement between the University of Urbino “Carlo Bo” and the Dipartimento
di Salute Mentale (Mental Health Department) signed in September 2023, negotiating with the
gatekeepers the terms of my presence on the field. In both cases — the CAS and the DSM - I
passed through the institutions opting for overt research in which all the institutional and
organisational levels involved were aware of my role and my study objectives. According to
Cardano and Gariglio (2022), this is a core aspect when doing research with people targeted as
vulnerable and when the issues explored are particularly sensitive. Recognising the limitation in
recruiting migrant participants into the two mentioned organisations, I opted to leverage my
network of contacts within social work circles and diaspora communities to enhance
participation, emphasising not only numerical increase but also heightened personal

involvement.
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It must be noted that this group of participants showed strong motivation to join the
research project, notably as a manifestation of their endorsement of my objectives. This
demonstration of solidarity and reciprocity underscores the mutual level of confidence and trust
between parties. It is important to stress that this has been imperative for the data quality, as it
would otherwise be challenging to achieve a certain degree of openness and dialogue with
foreign patients originating from non-Western countries and those with undocumented migration
experiences, as well as with social workers who might jeopardise their professional positions.
The voluntary and spontaneous involvement of certain participants who were briefed on the
scope of my study and expressed interest in contributing, meeting the prescribed selection
criteria, proved to me that the use of psychiatrization practice with asylum seekers and refugee
people is, at any rate, a controversial issue and that the need to discuss it, among employees of
the reception system and im-migrants communities do exist. Markon reflects, “It has been a
relief to finally start speaking about these things with someone.” Similarly, Abrams et al. (2020)
emphasize that prior familiarity with the research context and subject can not only facilitate more
meaningful and genuine interactions but also yield emotional benefits for participants, fostering a

space for deeper and more authentic engagement.

I did not include in the Community of participants the so-called economic migrants or
long-term resident migrants for the following reasons. Firstly, to categorise migrant populations
into “economic”, “asylum seekers”, “refugees”, “undocumented”, “long-term residence” etc. is

highly problematic, insofar as the labels themselves should be discussed in light of the Italian

and European migration policies for they do not explain anything per se but are socially
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constructed (De Haas, 2023). The labels used to address migrants relate more to the concept of
“moral economy” (see Ambrosini, 2022) and these designations represent fluid, blurred and
dynamic statuses. Secondly, my research centres on institutionalised individuals and the
application of psychiatry as a white domain within that particular context. Thus, the study does
not seek to assign or validate an ontological reality to psychiatric labels, which are looked at
social and cultural constructions challenged for instance by Thomas J. Scheft (1074) and
criticised as an imperialist imposition of Global North’s therapeutic paradigm on a Global South
perceived as lacking its own historicity and therapeutic knowledges (Mills, 2014). Therefore, the
aim is to investigate the functions served by these labels, who they serve, and how, consequently,
they shape narratives and influence power dynamics, especially within the management of
migrant populations. In other words, in the wake of Erving Goffman's studies about the so-called
mental patient and total institutions, ‘the craziness or "sick behaviour" claimed for the mental
patient is by and large a product of the claimant's social distance from the situation that the

patient is in and is not primarily a product of mental illness’ (Goffman, 1959, p. 124).

Finally, in terms of sampling variety and external validity, this research does not attempt
to provide general truths about psychiatric intervention with asylum seekers and refugees, given
that a wide literature on the topic already exists, as reviewed in the precedent section (see section
A). In conclusion, the contribution of the study is to raise questions about the phenomenon by
looking at a specific case study through the psychiatric intervention within migration
management. Even though a convenience sample like the one used in this study presents

limitations in terms of generalisation the data do not aim at the generation of any definitive
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findings, but rather they should represent the starting point for further research and policymaking
(Bryman, 2012). Furthermore, while in qualitative research, the considerations regarding external
validity and generalisation are not as paramount (Bryman, 2012), nonetheless, transferability is
enhanced by how clearly the inclusion-exclusion criteria of participation in the study are
explained, for it helps to understand whether the findings apply to other contexts and groups

(Campbell et al., 2020; Shenton, 2004; Amankwaa, 2016).
4.4 Methodological choices and data construction: the field as

a disciplinary force

Of all forms of “hidden persuasion”, the most implacable is the one exerted, quite simply, by the order of
things.
(Bourdieu and Wacquant, 1992, p. 168).
As stressed by Bryman (2012), the “failure” to follow the ideal-typical approach early
designed is often associated with pragmatic concerns that inevitably impact social research. It
can be said insofar that the methodological choices have been shaped not only by an abstract,
positivistic application of some fashionable methodologies but also and mostly by the power
exerted by the organisations involved in the study. Scholars who approach social research using
an ethnomethodological and interpretative layer look at the field as a powerful disciplinary force
(Geertz, 1995). Adopting this perspective, the field required flexibility and creative adaptation
for the field itself requires grounding methods in reality and unpredictable circumstances.

According to Bourdieu and Wacquant (1992), a limitation of social sciences advancement is their
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attempt to mimic the structure of the so-called hard sciences. The application of a specific
methodology as a guarantee of scientific reliability and publishability of a study is addressed as a
way of mimicking science, connecting value with an implicit evolutionary model which looks at
hard sciences as the measure of the so-called soft sciences. Methodology, in a field of academic
market-oriented forces, is described as a growing expertise itself, related with the progressive

detachment of research from a solid theory. In this regard, they wrote:

A scientific field is a universe in which researchers are autonomous and where, to
confront one another, they have to drop all nonscientific weapons—beginning with the
weapons of academic authority. In a genuine scientific field, you can freely enter free
discussions and violently oppose any contradictor with the arms of science because your
position does not depend on him or because you can get another position elsewhere.
Intellectual history shows that a science that is controversial, alive with genuine (i.e.,
scientific) conflicts, is more advanced than one where a soft consensus reigns, predicated
on elastic concepts, vague programs, editorial truces and edited volumes.

(Bourdieu and Wacquant, 1992, p. 177)

Facing institutional (dis)order impairments, perceiving its coercive force on the one hand
and the pressure of “have to make things done” on the other hand, but de facto not finding a
comfortable position to do ethnography inside the Reception system or in the Mental health
department while being subjected to the pressure exerted by the academy, I turned these facts
into a wider reflection on the cultures of the different organisations I was in dialogue with, and it

can be said that the daily negotiation with this forces - both adapting and resisting - empirically
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guided the methodological choices together with the constant dialogue with key-informants,

gate-keepers and brokers.

The principal data sources for the present study are as follows:

e Participant observation with Issa within a CAS. I encountered him, a Gambian man
undergoing pharmacological treatment, in February 2022 in agreement with the reception
centre’s work team. In the centre, he had sought shelter as an asylum seeker for six years.
I conducted participant observation with him and social workers during the remainder of
his stay, which concluded in autumn 2022. Subsequently, from then until the spring of
2024, we maintained communication through social media platforms (WhatsApp and
Facebook) leveraging the opportunities presented by hybrid research methodologies (see
Cardano and Gariglio, 2022).

e A mental health centre within the broader context of the province’s mental health
department, where I conducted a rapid ethnography. This involved participant
observation in the waiting room and nurse's room for approximately one month during
the winter of 2023-24. Through this process, I established contacts for further interviews
with the centre’s staff, predominantly conducted in person during their working shifts.

e Interviews (29) with the three participant groups - refugees, social workers, and Mental
Health Department staff. They were conducted both in person and online. These
interviews underscored the considerable efficacy of employing hybrid data production

techniques (Cardano, Gariglio, 2022), which will be further elaborated upon.
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4.4.1 Participant Observation.

As disclosed by Bryman (2012), ethnography and participant observation can be treated
as two distinct methods used in qualitative research, albeit often perceived as synonymous.
However, referring to the concept of ‘participant observation’ ensures more inclusiveness and
the definition is less controversial than using that of ethnography, which recalls a huge debate
between disciplines and philosophical paradigms (Atkinson and Hammersley, 1998). I employed
participant observation as one of the two main data sources of the present study in two different
ways: the first regards my presence in a CAS managed by a Social Cooperative where the project
manager and its co-workers guaranteed me access and cooperation with the research. In the CAS,
after a first assessment of the psychiatric cases, we designed an active participant observation to
foster Issa’s exit from the project. Issa is a 39-year-old refugee from Gambia, West Africa, who
has been in the CAS for almost seven years (from 2016 to Autumn 2022). He has been taken to

the mental health centre because he was>? a voice hearer. My participant observation according

521 use the past tense because according to Issa, after the pharmacological treatment the voices left him.
Nevertheless, since when he exited the reception centre, he stopped the assumption of psychiatric drugs and after
some months he ended the communication with me, it is not excluded that the voices have come back.
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to the project manager was aimed at encouraging Issa to disclose himself and demonstrate to
Prefettura, Social Services, and SAI his goodwill in participation in social inclusion activities.
As highlighted by Harrell-Bond and Boutira (2007), the main problem when it comes to doing
research with refugees is that they are “held in detention” (Harrell-Bond and Boutira, 2007, p.
283) - commonly in camps in the global South and reception centres in the global North -, and
that they are dependent on humanitarian aid to survive. Therefore, paradoxically, Issa’s severe
health conditions justified my presence as a social researcher that otherwise would be difficult to
foster “within spaces that are visible and identifiable, but largely inaccessible to researchers for a
variety of reasons” (Harrell-Bond and Boutira, 2007, p. 283). The participant observation was
overt, as encouraged by Aldridge (2012) and by Cardano and Gariglio (2022) when working
with vulnerable populations, and carried out in public settings because it was important Issa
could look at me as not affiliated with the reception centre (he did not speak with the reception’s
operators and within the reception centre), and according to the social workers involved it was
important to do activities in the society, participating in the public life from which Issa had been

excluded.

We met quite regularly for a while in the presence of an intercultural mediator or a
psychologist. I took field notes in each meeting and later on Issa felt confident enough to
participate as an interviewee, continuing to carry on the participant observation through social
media (WhatsApp and Facebook) after his exit from the reception centre. The use of technology,

as creatively employed by Gariglio and Luvera (2023) in the field of resistance to psychiatric
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coercion, helped me to keep in contact with Issa despite the lack of a safe setting during the time

he exited the reception system until he stopped the communications.

Engaging in participant observation at the Mental Health Centre presented a distinct
experience. [ assumed a passive role to minimise disruption, recognising the delicate nature of
the environment where even minor disturbances could cause considerable discomfort. Indeed,
despite the facilitation provided by the gatekeepers for access, locating a suitable space for me
within the centre proved challenging for certain staff members. They expressed discomfort due
to my presence which was perceived as ambiguous and perturbant for it could have had
implications with their superiors. Explaining this with a feminist lens, “[...] For no matter how
welcome, even enjoyable the fieldworker’s presence may appear to ‘natives’, fieldwork
represents an intrusion and intervention into a system of relationships, a system of relationships
that the researcher is far freer to leave.” (Stacey, 1988, p. 23 in Bryman, 2012, p. 454). As noted
by some nurses, they are required to be secrecy by the Azienda Sanitaria Territoriale - AST
(Territorial Health Authority) and my presence was perceived as conflicting, a top-down

decision which could be a tool for social control.

However, the main objective of the participant observation in the mental health centre
was to gain further participation in the interviews with the medical staff, therefore “hanging
around” appeared at last as a successful access strategy (Bryman, 2012) to achieve my purpose.
During this process, I placed myself as a field worker in the entering room, with the patients, and
in the nurse's room, taking field notes. The latter has proven to be a pivotal tool to archive

informal conversations and personal first-hand impressions in a setting where recurrent words
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were “frustration” and “burnout”. Acknowledging the controversiality around the term Rapid
Ethnography (see Vindrola-Padros, 2021), it is increasingly used not only in social sciences but
also in nursing and medicine fields (Vindrola-Padros and Vindrola-Padros, 2018). As stressed by
Cardano and Gariglio (2022), even though it is outdated to define ethnography on a length basis,
it definitely can be said that the results of a longer participant observation are more promising
than the outcomes of a quick and dirty ethnography (see also Vindrola-Padros and Vindrola-
Padros, 2018). Given that the participant observation conducted in the mental health centre
served the purpose of recruiting participants for subsequent interviews, and it constituted just one
facet of the data production process within the broader research framework, my experience
confirms that “researchers conducting rapid ethnographies face tensions between the breadth and
depth of the data they collect and often need to depend on participants who are most accessible
due to time constraints (potentially missing variability in experiences)” (Vindrola-Padros and

Vindrola-Padros, 2018, pp. 3-4).

In retrospect, it becomes evident that engaging in participatory research with the staff of
mental health centres could indeed foster heightened involvement from personnel (see Bush et
al., 2017; Cargo and Mercer, 2008; ICPHR, 2013; Vaughn and Jaquez, 2020). However, [ was
not inclined towards such a research design due to several considerations: a first concern regards
the degree of personal sources in handling the development of participatory research within a
mental health centre’s teamwork. Having insights into the criticalities of a multidisciplinary
working group under stressful conditions as a social worker, I chose to set boundaries on my

engagement level to preserve my own mental health. Second, the concern about “personal
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sources” is also a matter of timing: having a deadline to respect and being lonely in conducting
the research, I opted for research methods over which I had more control. In short, I chose to be
accountable for my limits rather than putting academic performance first, applying the no-harm

principle and duty to protect related to myself too (Berry et al., 2020).

4.4.2 Semi-structured interviews.

Semi-structured discursive interviews in person and online have been the primary method
of data production employed. I conducted both offline and online sessions with interviewees,
depending on their preferences, after always explaining the purpose of the study and gaining
informed consent. The online option - became familiar in our lives after the lockdowns during
the Covid-19 pandemic (Cardano and Gariglio, 2022) - resulted in a perfect solution to navigate
through the displaced lives of people on the move, on the one hand, and into the time limits
linked to work shifts in both refugees and social workers cases. It allowed to reach people abroad
and to schedule the interview maximising the disposable time in compressed lives between work
and private tasks - some of the interviewees were fasting during the Ramadan period, and the
online solution has eased to hold together privacy issues with the particular daily routine of the

Muslim’s community holy month.

In some cases, I have been requested to offer an ex-ante check out on the structure of the
interview (with social workers mainly) or, in the case of mental health centre interviewees, they
participate after a pilot interview with the centre’s director. In short, they did not want to be
burdened by extra work in terms of time and emotional charge. Thus, the director texted in first
person the feasibility of the interview, also exploring the topics. Nevertheless, the interviews
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done in the DSM were majorly conducted in person, all during the participant’s work shift and it

impacted on interaction and engagement quality.

On the other hand, with refugees and social workers participants, the interviews were
configured more as an “ethnographic” kind (Cardano and Gariglio, 2022), since I was already
familiar with some of them and acquainted with their life circumstances and core events - for
example, those concerning migration journey, psychiatric interventions and/or legal issues. This
facilitated more extensive and profound discussions on the central themes of the interview
trajectory, enabling interviewees to also serve as sources for additional information, thereby
allowing for deeper exploration in certain instances. For this reason, especially with refugees, the
interview’s trac has been constructed to foster an open discourse, which each time took a very
unpredictable and varied development. As said, leaving the interviewee autonomy on how to
define and expand the discourse on the wider research topic, could offer an insight into the
importance given by the interviewee to a certain topic rather than another and on self-
representation (Czarniawska, 1992; 1997; 1998). This is a core aspect to take into consideration
when trying to balance the relations with research participants (Schuster, 2015), and in trying to
do so I have been advantaged by my previous knowledge of the migration and migrant reception

field as well as by the already existing trust with some of the interviewee.

The interviews have been conducted in Italian or English languages, recorded and fully
transcribed verbatim. It must be noted that with refugee participants none of the two languages
employed were the person’s mother tongue, therefore the translation process has been more

complex than translating from Italian to English. Intercultural competencies have been pivotal to
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enhancing the result, and yet it is not enough to guarantee the same result with all the
interviewees and interviews. Although methodological issues on raw data to be translated are
often treated as minor issues by scientific literature, as English is accepted as the lingua franca of
academia worldwide, it is important to acknowledge that this is a cross-language study according
to Santos, Black, Sandelowski (2014)’s definition. In this regard, as a social researcher, I
confronted language-related challenges in multiple aspects. Language is not neutral — even
though the healthcare arena focused more on developing instruments for cross-cultural research
to make translations free of colloquialisms and idiomatic sentences, rather than focusing on
techniques to enhance cross-language qualitative research (Santos, Black, Sandelowski, 2014).
Despite the intercultural competencies employed, linguistic gaps still remain intertwined in the
process of translation. In the attempt to reduce it, the interviews have been analysed in the
original language they were conducted and reported keeping the register as truthful to the

original version as possible.

The consent form has been signed or orally given and recorded. I decided to leave room
for personal choice in this matter so as to also include a non-Western perspective, trying to delve
into migrant people centred point of view. The habit of signing documents dates back to ancient
Roman law, which emphasised written contracts and agreements as formal, legally binding
commitments. It serves as a clear expression of intent and consent, critical in a legal system that
prioritises the written word over oral agreements. It structures the Global North, hyper
bureaucratised societies from contracts to identification papers and residence permits. The spread

of Western legal and bureaucratic practices, including the signing of documents, can be traced to
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colonialism, where Western powers imposed their legal systems on colonised societies. This led
to the global adoption of document signing as a legal necessity, even in cultures where oral
agreements were traditionally preferred (see in this regard Bourdieu, 1986; Geertz, 1986; Riles,
2006; Zolo, 2007). As it is clear, it is a matter of socialisation to symbolise personal
accountability through the signing of legal papers, yet for refugee participants it might mean a
lack of trust between the two of us and the perpetuation of unequal relation dynamics and
ethnocentric perspective that typically shape the asylum application process (Sorgoni, 2015;
2019a; 2019b). For this reason, after explaining previously the purpose of the study and the
interview in detail, the informed consent was verbally released and recorded at the start of the
interview. Only those who wanted signed the paper. It must be noted that ‘although these
[migrants] women and men experienced abuses on their journey to Europe, once in Italy, and
within the camps, they are subjected to harsh forms of surveillance, as well as to enforced moral
and ethical regimes’ (Pinelli, 2015, p. 12) and the systematic signature of registers and papers
characterise the reception centres’ life. Moreover, the hyper bureaucratisation that characterises
our lives as Western citizens is unknown in non-Western societies, therefore I opted for a code

more familiar to them.

Anonymity and privacy issues have been addressed yet to honour identities (Dhillon,
Popielarz, Ulmer, 2023) I left the choice of pseudonymous to the participants. Especially for
refugee participants, the choice of another name entailed a process of self-reflection and co-
creation: on the one hand, they did not want to be anonymous because they would like to make

people know what they endured. On the other hand, when informed on the importance of
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anonymization to ensure the privacy of all participants, they chose a name with a strong
symbolic meaning for each of them. As stressed by Gerver (2013), although anonymity is the
safer option, to blanket identity may cause more harm than good in terms of advocacy and self

empowerment.

4.5 Approach to data analysis

Managing and making sense of raw textual data is a crucial aspect of qualitative research.
It is a dynamic and creative process of inductive reasoning (Basit, 2003). To analyse data, I
referred to the model provided by Braun et al. (2014) for Thematic Analysis. The latter is named
by Abrams et al. (2020) as well-suited to analyse data from an intersectional perspective within
qualitative critical studies and health equity-related topics. Indeed, it allows me to read data at
the semantic level and beneath, accessing via interpretation the assumptions and beliefs which
structure the different semantic contents ad patterns (Abrams et al., 2020; Braun and Clarke,
2006). I decided to take advantage of NVivo, a Computer Assisted Qualitative Data Analysis
Software (CAQDAS) regardless of the relatively small number of textual data I had to analyse.
As claimed by Zamawe (2015), CAQDAS can be useful to aid the analysis process. Still, in
qualitative research electronic data analysis does not have the specific function to analyse the
raw data, unlike statistical software, since the social analyst is required to be in control of the
interpretation. This process is described as a “very close, intense conversation between a

researcher and the data that has implications for ongoing method, descriptive reporting and
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theory building” (Ely et al., 1991, in Basit, 2003). Reflecting on the relatively small amount of
textual data I had to analyse, I decided to employ an easy-to-use coding technique just to

facilitate the organisation and accessibility of codes through the software.

Deepening the aforementioned model provided by Braun et al. (2014), Thematic Analysis
is a tool that can be used across different methodologies. Following the argument built by Braun
and Clarke (2006), it can be employed independently by the theoretical and epistemological
approach of the research. For this reason, it can be applied across a range of scientific approaches
regardless of the theoretical framework and data collection methodology. It provides an
analytical step-by-step procedure to analyse data based on six phases that according to Braun et

al. (2014) are as follows:

* Phase 1: Familiarising Yourself with the Data

* Phase 2: Generating Initial Codes

* Phase 3: Searching for Themes

* Phase 4: Reviewing Potential Themes

* Phase 5: Defining and Naming Themes

* Phase 6: Producing the Report

These phases have not been linear. I went back and forth between data and writing while
producing the report, as I did before during the production of data developing a non-linear

process between theory and practice. It can be said that producing knowledge is a matter of
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internal and external, emic and etic, subjective and objective dialectic relationships which I
found explained by Bourdieu’s concept of “theory of practice” (see Bourdieu, 1977). According
to Grenfell and Lebaron (2014), under a Bourdieusian perspective “Social scientists are called on
to apply the same methods of analysis to themselves as to their object of research” (Grenfell and
Lebaron, 2014, p. 31). Therefore, the data analysis is not a stage detached from the others: I have
been familiarising myself with data while doing and transcribing the interviews while re-reading
them to develop the others which have followed, and then I re-read all the data set for generating
codes. I developed mental maps while generating codes and that helped me to understand the
entire dynamic process among the information I got themes were found, and then reviewed,

defined in the number of four and put in dialogue with the relevant literature.

I decided to divide the data presentation (Chapter 5), grounding the report in data as a
production of knowledge by the research community (me included), providing a descriptive
overview of the entire dataset, and the discussion (Chapters 6 and 7) of the results, in which are

provided analytical answers to the research questions and conclusive remarks.

4.6 Ethics matters: no harm principle could not be enough

Carrying on my PhD study, I soon realised that undertaking ethical research requires an
ongoing inquiry and reflexivity that involves the whole process. To ensure ethical access to

fieldwork I followed the steps below:
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e Gaining the approval of the University of Urbino’s Ethic Commission (Comitato Etico
per la Sperimentazione Umana-CESU). It takes several research design and consent form
reviews;

e (Obtaining the formal permission of the Prefecture to access the Emergency reception
centres;

e A legal agreement between the University of Urbino “Carlo Bo” and the Mental Health
Department to secure my presence in the mental health centres for the duration of the

data production phase;

Beyond these attentions to formally guarantee the no-harm principle, unfolds a nuanced
list of issues that relate to doing social research with vulnerable participants - in the present case,
refugees and mental health patients. Many of these have been already pointed out in the previous
paragraphs since the whole research process has been constellated by “multiple dilemmas”
(Aldridge, 2014, p. 112) for it is embedded in doing social research with vulnerable groups. It
also led me to reflect on the concepts of vulnerability and disability: how and why do they
become part of the discourse about migrants? In part, the present research attempts to respond to
this question, thus more reflections will be left for the next chapters. Here I focus on the two
main challenges pointed out by Mackanzie, McDowell and Pittaway (2007) when doing research
with refugees: the construction of an ethical consent process, aimed at reaching genuine
informed consent, and being accountable for refugee participants’ capacities for autonomy -
indeed, the autonomy dimension is proven to be pivotal in the refugees’ integration studies (see

Korac, 2003a; 2003b). In this regard, Mackenzie, McDowell, and Pittaway (2007) advocate for
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overcoming the no-harm principle, encouraging the construction of research designed to benefit
both the researcher and the participants. In trying to do so, I designed the ethical choices putting
at the centre the refugees and mentally distressed population. For this reason, I decided not to
impose my presence as a participant observer in any mental health setting where the tiebreaker
on the consent would easily go to the side of the psychiatric personnel. In sampling participants
from refugees and psychiatric patients’ groups, I had rather preferred to rely on persons with
whom [ have a long-lasting relationship which ensures us confidentiality and a reciprocal,
already gained mutual understanding. Abrams et al. (2020) argue that intersectionality
recommends designing studies from an “insider” perspective as a methodological practice to
centre the voices of oppressed groups. As shared by both refugees and some social workers,
participating in this research provided an opportunity to articulate and express a silenced pain,
offering a platform to voice their experiences and challenges. Unfolding our experiences on the
matter has been an opportunity to reframe painful experiences through a dialectical exchange
that, in some cases, likely facilitated a sense of closure and reappropriation. According to Diab
and Al-Azzeh, (2024), ethical research guarantees that participants’ voices are amplified. If this
realization emerged immediately on an emotional level during interviews with refugees and
reception workers, I had to reflect further on how to restore centrality to the entire participant
community when disseminating the research findings after the study's conclusion. Addressing
power imbalances and expectations (Abrams et al., 2020) with all three groups of the research
community has been a crucial point in this regard. On this point, the employees of the DSM were

assured an in-person presentation of the thesis findings, providing an opportunity to reflect
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collectively on the outcomes of the study. To the social workers, I guaranteed a copy of the data

presentation’s chapter and availability for further collaborations regarding the topics studied.

According to Diab and Al-Azzeh, (2024), amplifying the voices of the participant
community is particularly relevant when research involves refugee people. In this case study,
part of the research community is represented by refugees who are also mental health patients:
they are a marginalised, intentionally not easy-to-be-reached population (as will be highlighted
in the further chapters). Yet, when it comes to refugee people, the ethical dilemma about Zow to
give something back to them is persistent and, as the entire chapter shows, it involves the whole
research process, from the design to the dissemination. My decision in this regard was aimed at
avoiding any white saviour’s attitude, acknowledging that each own experience deserves dignity.
To do so, I tried not to homogenise and essentialise the refugee participants (Taha, 2019),
recognising the specificity of each interaction with each of them as well as with other
participants. Moreover, some participants among the social workers are themselves refugees,
others are black but not refugees. Some of the refugees collaborated in the study driven by a
profound sense of mutual solidarity built over the years. As a result, my perspective shifted
toward recognizing the person and relinquishing the notion of being able—or desiring—to act on
their behalf. Instead, it moved in the direction of creating reflective spaces where it becomes
possible to evaluate what can and should be done together. This is elaborated in greater detail in
Chapter 7, I will limit myself here to saying that this theoretical and practical choice stems from
the rejection of promoting a compensation paradigm based on white guilt and coloniality, a topic

that has been discussed by various authors (see Chimni, 2009; Iyer, Leach, Crosby, 2003). As
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deeply addressed by Atallah et al. (2018), “the practice of community engagement can easily
become another tool for maintaining the status quo” (Atallah et al., 2018, p. 2) given that most
likely they privilege university-based researchers from the Global North. For this reason, I rather
preferred to invest in the relationships built over the years within local diaspora communities and
in the credibility earned as a person. This ensured the possibility of avoiding negotiations
through the offering of benefits while presenting this research as a clear attempt to collectively

decolonize a social space through politicization (Atallah, 2017; Atallah et al. 2018).

Even though the field of the present case study is located on the Italian national territory,
in a Global North context, the Italian reception system works as part of the UE externalisation
border regime (see for example Campesi, 2018; Casparek, 2016; Papageorgiou, 2018;
Triandafyllidou, 2014), therefore doing social research in such a context requires to address
issues that interrogate researchers involved in international fieldworks in Global South. Some of
the participants could appreciate and read the data presentation, recognizing themselves there,
but not everyone due to the language barrier and other structural limitations. As said, I evaluated
multiple scenarios yet, in the end, the ethical compromise reached relies on the possibility of
building on the common viewpoints (Rajan, 2018) rather than intellectually getting stuck in the
inescapable theoretical contradiction posed by the fieldwork’s reflexivity, since how noted: “you
cannot ‘reflect away colonial violences’ embedded in the research process” (Al-Hardan, 2014, p.
67 in Atallah et al., 2018, pp. 13-14). Below, I will list some adding measures taken during the

work regarding ethics that may be useful.
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During the recruitment stage, I took time to explain the research project and objectives,
offering room for each person to reflect on it and give me answers on their willingness to
participate later, leaving room for questions and clarification all along the process. In general, for
all three participants' groups, I adjusted myself in the interaction, cutting short a line of inquiry
when it appeared to be sensitive (Bryman, 2012), thus leaving room for the interviewee to
conduct the discourse. I consider it a partial yet acceptable result if the present study gained the
objective of reaching groups usually regarded as difficult to recruit in social research in certain
fields (Aldridge, 2014). It is important to stress the barrier met in reaching women willing to
participate in the research among refugee people. In trying to reach more women among
refugees, I find myself trapped in the dilemma of whether to look at the objective of recruiting
them in the name of representation, even though they may not fully grasp the purpose of the
study challenging the principle of informed consent or withdraw. Additionally, the interview
could be triggering for them because of the multiple violence they faced. Then, I could not
guarantee informed consent or no harm principle. I chose to forgo, even because my explorative
attempts to recruit refugee women met with much resistance and withdrawal, stressing the need
to challenge “the epistemic marginalization of women” (Wambui, 2018) and the difficulty in
doing so. As said,” [...] I came to see the writing and exposure that the assignment demanded as
particularly daring for members of many Africana communities who live in relatively closed,
protected communities insistent in keeping family issues and the personal relations surrounding
them private” (Wambui, 2022, p. 17). Suppose this aspect is culturally rooted in African
communities — but not only -. In that case, the migration/human trafficking experiences, and the

displacement once in Italy, linked to the sensitive research topic of my study, render the
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disclosure of personal issues a highly rough terrain to explore. During an early phase of the
fieldwork, I was in the apartment of an Ivorian refugee woman living with her family, which she
had built in Italy with an Ivorian man she met here. While speaking with her, I realised that she
expected material assistance from me to address tensions with the staff of the reception project.
These tensions were related to the impending expiration of the program and the family’s need to
become self-sufficient (specifically, to find housing). When the woman understood that I had no
authority within the working group, even though she initially agreed to participate in the
research, still, she later informed me that she preferred not to see me again. Following this
episode, I decided definitively to avoid intervening based on the suggestions of reception centre
coordinators. Apart from the case of Issa, where there was a clear and shared goal beyond the
academic motivating reasons for me to spend time with him, I found it highly problematic to
justify my role in such situations. As argued by Wittmann (2022), regardless the genuine
empathy and good intentions, “we” — white volunteers or researchers in my case — are not
absolved when involuntarily reinforcing white supremacy. To avoid doing so, and contribute to
the dismantling, I considered it more appropriate to rely on relationships with individuals I had
known for a long time and others within my network who voluntarily offered to participate in the
research. I reasoned that these individuals were, in any case, no longer part of the Italian
reception system, meaning I could not exert power over them, nor could they over me—at least

not at an explicit level.

Confidentiality and anonymity were ensured and to do so the in-person interview settings

were attentively chosen in places which offer occasions for one-to-one interactions without an
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audience — a public library with an empty room devoted to social activities, a coffee with an
external, not crowded area. In this regard, the online interview resulted in an optimum solution to
guarantee privacy and good-quality records because outdoor settings have proven to be hardly
able to guarantee a safe, confidential space. On this point, I occasionally employed also Walking
Interviews as a method to foster spontaneity and reduce power imbalances (Kinney, 2017; 2018;
Pink, 2020). I am known by local migrant communities as a social worker and I lived for a long
time in the same neighbourhoods where I conducted part of my fieldwork, so being seen walking
in the city with a migrant individual would neither attract attention nor compromise the
confidentiality of the interview. This facilitated both participant observation with Issa—whose
field notes predominantly refer to interactions that took place during our walks—and at least two
interviews. Furthermore, walking interviews are particularly recommended for understanding
disability as they offer a dynamic, embodied, and spatially contextualized method for exploring
the lived experiences of individuals with disabilities. By incorporating mobility and environment
into the research process, walking interviews reveal the interplay between individual experiences
of disability and the structural, spatial, and social contexts that shape these experiences. As
argued by Finlay and Bowman (2017) through this form of interaction I have been able to
navigate their environment, demonstrating the physical and social barriers they encounter in real-

time.

A final reflection regards anonymity: even though it is the safer option, specifically in
this study to prevent harm in the employment context, I found it problematic with refugee

participants. When asked to choose a pseudonym due to the risks linked with identity exposure,
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some of them insisted on the publication of their real name even though it could create harm in
the future. As emphasised by Gerver (2013), when it comes to identities and displaced people, “a
blanket policy of never publishing real names may at times undermine the principle of autonomy
and doing no harm that researchers hope to uphold” (Gerver, 2013, p. 122) for they have the
legitimate desire to have their truth told (Pittaway, Bartolomei, Hughman, 2010). This need
could a time prevail over the potential harm to themselves and their community, and yet as
warned by Mackenzie, Mc Dowell, and Pittaway (2007), it entails the risk of adopting a
paternalistic position if refugee participants do not have the capacity for autonomy. In the
attempt to overcome this impasse, I tried to co-create with each refugee participant a decision-
making process explaining all the potential risks related to the exposition of their identities,
leaving time to reflect on it. In the end, each of them chose a meaningful pseudonym, explaining
the motivations behind it. In the attempt to honour their stories, their identities and their self-

determination rights, the meaning of the pseudonymous chosen is reported in the study.

4.7 Conclusions

In conclusion, this case study research employs an intensive meso-level analysis to
explore the psychiatrization of migrant people, particularly asylum seekers and refugees, within
the Italian reception system. The study aims to illuminate the marginalised 'after landing' stage of
migration framing the phenomenon through the lens of health inequalities (Cardano, 2015; 2018)

and resistance (Gariglio, Luvera, 2023) studies. The research examines the implications of
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medicalizing society, particularly in the context of managing 'otherness' (Littlewood and
Lipsiedge, 1993; Mudimbe, 1988). The hypothesis is that psychiatric institutions in certain
contexts shaped by health and social expenditure defunding could function more as mechanisms
of state control rather than facilitators of recovery for migrants, framed then as social security
threats rather than rights holders (Sorgoni, 2015; 2019a; 2023) in the wider context of

globalisation and post-colonial power imbalances.

A qualitative approach is not only fitting for the case study nature of this research but is
also crucial for addressing the vulnerability of the groups involved. The adaptive, flexible, and
inclusive methodology recommended by Aldridge (2014) facilitates a fairer research process by
promoting the expression of lived experiences. This approach aligns with the objectives of
producing in-depth and contextually rich data (Sena, 2021; Geertz, 1973), as it allows for a
detailed examination of specific cases, as highlighted by Cardano and Gariglio (2022). The
SISM (Sistema Informativo Salute Mentale) reliance on resident population data, which excludes
many migrants, further justifies the need for qualitative research to shed light on otherwise
invisibilized phenomena. As Sofaer (1999) notes, focusing predominantly on quantifiable aspects
can overlook significant and complex connections, therefore this qualitative case study aims to
provide meaningful explanations and insights into the mental health and well-being of migrants,
potentially influencing health services and policy research in a field well-suited for qualitative

investigation.

Positioning myself as a social operator and an insider of the reception system led to

multiple challenges. The process of navigating these challenges highlighted the need for an
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ethical and balanced methodology, leading to a final research design based on the triangulation
of three datasets to enhance data trustworthiness and inclusion of refugees’ experiences not as
objectified by the gaze of others but told by the protagonist with their own words. My dual role
as both an insider in the reception system and a social analyst posed additional complexities,
requiring reflexivity and boundary management. Ultimately, the research design evolved to
ensure a comprehensive and ethically sound study, grounded in a deep understanding of the
social context and guided by a commitment to addressing power dynamics and maintaining
professionalism that is, in the last instance, an ongoing issue for professionals working in the

field of migrations and healing practices.

The study examines psychiatric intervention practices involving asylum seekers and
refugees in Central Italy's Marche Region. By sampling three distinct groups—medical staff,
social workers, and refugees—the research highlights the complex interplay of roles and power
dynamics within these interactions. Despite initial recruitment challenges, leveraging existing
social work and refugee networks enhanced participation and trust, crucial for obtaining quality
data. The study emphasises the fluid and problematic nature of migrant categorization, focusing
instead on the functions and implications of psychiatric labels within migration management.
Ultimately, this research aims to prompt further inquiry and policy development in the context of

decolonizing global mental health.

I employed Participant observation and Semi-structured discursive interviews as the main
data-gathering techniques. As highlighted, participant observation in sensitive contexts posed

different challenges and required diverse adaptive strategies to cope with them. The data has
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been analysed using the Thematic Analysis model provided by Braun and Clarke (2006) as it
suits different methodologies regardless of the theoretical background. To analyse data, NVivo

was useful as a tool to move more smoothly through the dataset.

The reflection on ethical social research remains an open issue and an important topic for
more reflection. From the feminist critical decision to leave the fieldwork in the Global South to
avoid exploitative practices (Sultana, 2007), passing through the recommendation for
participatory research to foster representation and research made not only on participants but for
and with participants (Wambui, 2013), the partial balance negotiated in the present study’s
research design focuses on the attempt to overcome the formal no harm principle. In this regard,
the aim has been to provide for institutional ethical and legal approval on the one hand, but also
for a more nuanced and culturally sensitive approach to the concept of informed consent. I
oriented the practical decisions during the data production stage relying on the aim of

constructing a refugees’ centred study, aimed at a wider and more equality-oriented vision.

These difficulties [in ensuring those principles for example in the biomedical
context] point to an underlying problem with standard interpretations of informed
consent: that consent provides protection on the assumption that participants are
autonomous, understand the implications of giving consent and are in relatively equal
positions of power with researchers. These assumptions are unjustified in many research
contexts in which research participants are vulnerable, but particularly in the context of

refugee research [...].

(Mackenzie, McDowell, Pittaway, 2007, pp. 301-302)
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5. Data presentation: is “asylum” a political right or a

psychiatric hospital?

5.1 Introduction

[...] to look upon ‘culture’ simply as a confusing factor in a value-free pursuit of scientific medicine was

nonsense. The mental health of Africans and Asians has been a political question since the eighteenth century.
(Littlewood and Lipsedge, 1993, p. XII)

The present chapter delves into the empirical data collected to understand the
psychiatrization of asylum seekers and refugees within a Regional local context in Central Italy.
The report is layered in the context of the multifaceted interactions between institutional
practices, individual experiences, and broader socio-political dynamics influencing the mental
health treatment of this vulnerable population. The data presentation aims to elucidate the
complexities of psychiatric intervention and its implications for asylum seekers and refugees, not

providing a comprehensive analysis grounded in relevant theories for it is provided in Chapter 6.

The paragraph division reflects the main themes defined by the interpretation of data, and
in each theme are regrouped major nodes through which the discourse is developed by the
different groups of participants. In the attempt to hold together the complexities of choral
storytelling made by a community of people navigating the same field under different roles, and

yet bringing different perspectives due to more or less invisible borders separating them, I didn’t
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divide the chapter on group of participants' bases. Furthermore, according to Braun and Clark
(2006) there are a number of decisions to take when it comes to managing data through Thematic
Analysis. In this regard, considering the research design and my positionality, I selected the
themes not focusing much on “size” - the dimension occupied by the theme across the dataset -
but mainly on its relation with the research hypothesis and analytic questions, trying to make
sense of them in a broader discourse embedding contradictions and conflictual standpoints and
objectives. In the attempt to do so, the data presentation aims to provide a nuanced and detailed
description of a group of themes related to specific analytic layers, giving attention also to the
“latent” themes (Braun and Clark, 2006, p. 83). Finally, this chapter follows an inductive
approach grounded in data rather than in a theoretical framework, as the second one is provided
in the Discussion section. Paragraph 5.2. provides an interpretative context, while Paragraph 5.3.,
5.4. and 5.5. displays the main themes and sub-themes moving between the reception system and
the mental health system, weaving together plots and warping through the different organisations

involved in light of the multilayered levels of governance.

I intentionally decided not to include the part of the interviews which refers to the
migration journeys and the challenge experienced by migrant people (especially referred to

Libya) because they are certainly fundamental and yet important to be told by the person who
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33 personally, in front of an

endured “the back-way”, or “the long journey” or “the game
attentive and participative audience. Furthermore, this study focuses on the after-landing to

encourage a different posture towards people on the move, who are not victims but free agents

regardless of the multiple borders shaping unequal access to freedom of movement and health.

5.2 The context: navigating invisible borders

Giulio: But I have to say that a psychiatric patient in reception services like these
is perhaps one of the most vulnerable [individuals]. If I were to compare it to, say,
someone who’s lost a foot, that person can use crutches to climb stairs and eventually
may get a prosthetic. A psychiatric patient, on the other hand, might access the CSM and
be stabilised during psychotic episodes (I think that’s what they’re called), but they aren’t

really treated. There’s no long-term treatment plan like for the person who eventually

>3 These are three examples of names with which migrants call the undocumented journey to Europe, depending on
their origins
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gets a prosthetic leg. It doesn’t feel that way to me. Instead, the person is labelled as
fragile, calmed down for the time being, and then we just keep them quiet, hoping

nothing happens. That’s the impression I get—it’s just my personal view.

When I entered the CSM-1, I immediately noticed that there was no receptionist.
Therefore, the border between outside and inside was visible and tangible: to enter, a person
must ring the bell and wait to be admitted to the ward. The concept of border, suddenly, is

recalled in my field notes of the following days:

CSM-1, November 2023: Two nurses’ debate on which are the borders between
the respect of cultural diversity and the acceptance of behaviours that violate the current
law. They bring the example of a psychiatric patient who has undergone two mandatory
medical treatments [ 7SO] motivated by his “obstinacy” to sleep on the street. [...] The
man comes from an African country, and he has an all-in-all a regular life here. One of
the nurses is wondering if the tramp attitude is not due to a learned habit during the
migration journey or, maybe, it is socially legitimated in the country of origin. [...] They

claim that the borders between private and public are purely cultural.

According to Walter Benjamin, borders are not the edges of state-nations, but symbolic
references for the common sense of identity (Ty, 2019) on racial - colour - and class bases (see
Balibar, 2002; Khosravi, 2007; 2019). Moving from this theoretical assumption, the context in
which this research has been conducted is that of a welfare system gradually outsourcing or
privatising its traditional migration-related services (Betts, 2013), and of a psychiatric care model

undergoing an economic and cultural crisis. In this regard, as pointed out by Carta et al. (2020)
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the three main criticalities are the unequal implementation of public health services in the
different Italian Regions (Autonomia differenziata); the lack of resources - not exclusively
caused by the economic crisis; the scarce attention to the importance of a scientific approach
aimed at producing systematic studies to evaluate and implement good practices, among which
training of new professionals. This constitutes a first barrier, preventing both health and social
workers from working in a satisfactory environment. In this regard, the mental health centres’

employees' feedback is explicit. Cristina, a psychiatrist who works in the DSM since the late

‘90s, said:

This is a time, a time where work has grown and become increasingly
complicated and complex, moreover because of different situations, not least the problem
of working with patients even foreign, of various kinds precisely, from the second
generation to the asylum seekers, who clearly cause a difficulty, but not only for this but
for a whole range of problems. Surely the work since I started, at the end of the ‘90s,
surely has become very complicated. [...] [Public investments] are absolutely small. I
find myself working with fewer nurses and fewer doctors than I had in the late '90s, with

a request that is at least ten times that.

In the same vein, a psychiatrist in service for a few years less, Olivia, when asked how

she feels regarding her work condition, responded laughing:

[I feel] overloaded! Not yet in burnout - although it seems - but here, after the
Covid-19 pandemic, there has increased so much demand, even minor disorders,

adjustment disorders and socio-economic discomfort of various kinds, transversal, that
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have touched a little all. The weakest groups clearly more, which then results in
psychological distress. Anyway, it’s inevitable. And so, even if we understand that causal
factors are other, however, we are often called for evaluations, so it is time that we have

to dedicate, so because of this I said "overloaded".

Furthermore, the nurses raised as a core theme the devaluation of their professional role.

It must be noted that those who felt threatened by participating in the study brought as a major
reason the discomfort in having me inquire about the performance during their shift, framing this
intrusion as a top-level investigation and/or an attempt to soften them. This was perceived as
conflicting with the company's directives regarding the prohibition of disclosing information
about one's work to external members of the organisation. For those who agreed to participate in
the study (Serafina, Grazia, Roberto, and Furio), the recognition of the professional within the
SSN widely, and within the DSM in the specific case, was a pivotal topic. In this regard, Furio

said:

I’'m not well, as I said at the beginning. I mean, I don’t feel motivated. It never
happened to me so strongly. Maybe it might be the age that advances, and yet sometimes
I think I just can’t wait to retire. The pension that flows in front of me and it runs away,
because of the new laws that move this goal further and further away. Yet it is not a goal,
because it means that you have become a senior, and I would like to give my
contribution, I have the energy to do so and, I think, also the skills. It’s just that I don’t
share the company’s vision anymore, because I see it only inclined to economic discourse

without considering the well-being of its employees... And from the management courses
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that I attended, a satisfied employee is an employee who gives you a quality output,
which is then also perceived by the user! And then it declares how this company vision is
- in my opinion - short-sighted and does not go and go beyond the simple accounts of a

budget management workshop.

Nevertheless, Serafina, a head nurse, declared a good level of satisfaction with her long
career, which started in 1985. Yet she also specified that as professionals, they must be careful
and protect themselves, because it’s easy to cross over and pass “on the other side”. The line
between healthcare professionals and patients is not immediately recognizable, and during my
visits to the CSMs, this evidence has become a curious aspect for I cannot distinguish between
the personnel of the centre and the patients (it must be noted that most of the psychiatric
professionals did not wear the white coat). As well as the borders between State-nations are in
such a way class borders (Khosravi, 2010), likewise, the most immediate divide between CSM’s

inhabitants leans on Serafina’s final consideration:

Each of us, I think, without a full wallet and without a home and without a
friendly network, an affective network, we will freak out as they [migrants] do. And then,
we do everything to make it clear that it is not all psychiatric, | mean, everyone

[organisation] should do his piece and together we get somewhere.

In another city, not far from CSM-0 is the Cooperative America Onlus’ CAS office. The
door was closed, there was a bell ring and, depending on circumstances, there could be an

operator in turn to the reception. The project manager said that after the large cuts to public
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funding allocated for the first reception system>*, they have minimised the number of staff.
Among the social workers interviewed, four over ten left the job in the Cooperatives where they
were employed in the last four years due to dissatisfaction, lack of career prospect and absence
of affiliation with the organisation (Alba, Linda, Syria and Emilio). It must be noted that among
the ten interviewees, three others are foreigners (Sadio, Samuel, and Tolo) and insofar bounded

to work contract to ensure their legal stay.

Alba: [I wish] it could be given greater importance to the work that is done by
[social] operators also for it has a social importance, because anyway it has been a
marginalised category already by the Government, and therefore you already feel
frustrated about that, It’s hard enough, so it creates a whole system of malaise [...]
because who works maybe even with... will - because there are ideals! - and then is still

crushed by the socio-political reality also, and so this is all “the crushed of the crushed”...

>4 He refers to the so-called “Security Decree”, Law Decree 113/2018 which significantly contributed to dismantling
the Asylum right, with downfalls on the reception system’s working conditions as well (see. Venturi, 2019)
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Then you [social worker and migrant] go to psychiatry, but you end up in psychiatry, you

know? That is the problem.

And again:

Syria: The [internship at] NGO-1 is one of the most beautiful experiences of my
life, that is humanity that then I have not found anymore, and it [NGO-1] worked in a
different way, yes: there was the person at the centre and not the economy, the money... |
don’t know how to say it. The Cooperative Europe Onlus worked as a company, [ mean,
it was merely commercially reasoned. The fact has been traumatic for me because while
the experience with the NGO-1 was so beautiful that I said to myself "I want to do this
[work] for life", yet when I went to the Cooperative Europe Onlus there I said "But also

no!".

The context in which the study moves, between the Mental health territorial services and
the migrants’ reception system as reference organisations, is crossed by many borders and still,
in such cases as the professionalisation of roles and contractual qualifications’ recognition, it

lacks clear boundaries, as it will be deepened in the following pages.
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5.3 The reception of “illegal travellers”: an internal border

management system

Jannat: I think [...] a person - I give an example of Pakistan. Even in Pakistan, in
India, even in the people of Sham [the Levant Mediterranean area, called also Greater
Syria or Mashreq], Raqqa [Iraq], Iran: so for them I think this is to go abroad for living in
such a society where the people don't peep in your matters and you're having freedom of
your thoughts, your freedom of your language, even. What you want is to practise your
religion the way you want, the way you can. There is no barrier and there is no
restriction, [the kind of] that “you have to do the way we want you to do”. So, this
[freedom] is better than that, I guess. I saw many people, I heard many people, I read
about many people from Africa in this one year [I have been in Italy]. Not only
Nigerians; are all Africans: Muslims, Christians, blacks, whites, all. So this was my first
year [in Europe]. I cannot say a lot about them [Africans] but yes, from the childhood I've
been reading, I saw, I met many people from Pakistan, Afghanistan, India, Iraq, Iran,
Sham: if they want protection, I think they should be given protection because the
situation in their country is very different and very difficult. You cannot understand, and I

cannot explain to you how many problems they are having there.

Jannat is a 31-year-old woman from Pakistan, holder of political asylum. When asked
about her opinion on the utility of a Residence permit for Medical Care and the usability of a

psychiatric diagnosis in this regard, she surprised me with the consideration reported above. She
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has collapsed the health issue — previously acknowledged as the topic of my study - in the wider
and collective framework of global inequalities, bringing the discourse back to the asylum as a
political right. In so doing, she pointed out a crucial aspect to bear in mind: as stressed by Yahya
and Onour (2024), the decision to migrate and the different patterns recognizable should be read
as an interplay between social structures and personal freedom of choice. The institutionalised
case-by-case evaluation of the right to stay and being recognised as a “true refugee” - for
instance, due to demonstrable health issues - seems to lose sight of the multiplicity of particular
and global factors that push people to move, losing sight of the political and human dimension.
Indeed, the reasons behind migration are told by participants who embarked on the long “illegal”
journey as driven by multiple factors, noticing that in many cases - if not in any - Italy was not
the final destination but a forced and/or contingent option: this is the first core aspect to notice

for making sense of the further argumentative developments.

Another explicative factor that goes across the diverse journey’s experiences is that it has
been life-threatening in the first instance and deceiving and/or challenging after the arrival. The
participants reported having found themselves surprisingly placed in the reception system. This

is the second core point which introduces the reader to the migrants’ perception:

Markon: Well, I honestly didn’t leave Mali deciding that I was coming here to
Italy. I left to reach my brother in Libya, I mean, I went to work, and when I arrived in
Libya, I saw that the situation was not at its maximum, it was serious. So as my friends
came here in Italy, they told me "Look, you can come to Italy, or you can go back to the

Country". I definitely didn’t want to go back because... for other reasons, and then I came
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here to Italy. I did not expect to come here and then, after having done all that I did,
without associating that on a personal level, is also a disappointment because any way

you arrive in Italy, you are locked in a reception centre.

Abdou: I started working there [in Gambia], then [...] I tried to come to Italy
because I had friends who came here, you know? This is because... this [“back way”
journey] is something that you [migrant] don’t know, understand? We have done this. If
it was today, I would not have come here to Italy. If [ knew it. [...], I had all the difficulty
I had, apart from the journey, everything I have had [passed through] here in Italy.

Because as I thought people were, the country as it was, it is not the same [as I expected].

Delusion and frustration recur widely across the interviews as the main cause of distress
(Ebrima, Issa, Markon, Sadio, Tolo, Zahra). But not only participants who faced the migratory
experience highlighted these feelings as pervasive after the arrival: social workers and mental
health practitioners described the conditions of many reception system’s guests in the same vein,
especially those who have a longer career. Mariano, who is a first reception coordinator since

2013, said:

I often have interviews to hire new operators and I see a lot of aspiration to work
in this field, with ideals and so on. Actually, I always find myself specifying to everyone
that this is a system of control and repression, it is not a system of benevolence towards

those who arrive.

Alba, who was employed in a SAI project as a psychologist, said:
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That is a problem [...] the fact that those who are in reception centres sometimes
do not choose to stay here and so this is also a cause of suffering if you give a look,

however it is a reason for frustration and suffering understandable, I think, to anyone.

De Genova and Tazzioli (2022) in scoping what they called “minor keywords” entailed in
the migrations-related political theory, stress the predominance of terms such as “deportation”
and “detention” (De Genova, Tazzioli, 2022, p. 5). They argue that, following Deleuze and
Guattari’s understanding of minor literature as an approach through which minorities construct a
discourse “within a major language” (Deleuze, Guattari, 1986, p. 16 in De Genova, Tazzioli,
2022, p. 3), minor keywords introduce a subversive perspective in the use of concepts that
destabilise a regime of truth. In this regard, the data gathered with the participants of this study
challenged the very concept of reception: Grazia, a nurse with 30 years of experience, during my
stay in the CSM-1 nurse's room all of a sudden stated that “it is not true reception”. She noted
that, at the beginning, the humanitarian intervention creates an illusion, a dream. And then, in a
short time, all this shifts into abandonment (Field notes, November 2023). This perspective is
shared among the participants: the coercive character of the Italian and European reception
system recurs among the interviews intertwined with the wider framework of migration policies.
The research participants delineate a framework that aligns with the historical progression of
national and international policies, indicating a gradual yet inexorable cessation in the
development of services aimed at migrant reception. The dynamic interactions among the actors

of the three social systems involved in this study — post-arrival migrants, reception system
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workers, and public mental health professionals — acquire significance within this context. In

this regard, the first thematic areas defined touch principally two main points:

e Jlocal reception practices (reflecting National reception system governance)

e the asylum application within the Italian and European framework

They are deepened in the following sub-paragraphs.

5.3.1 Local reception practices within the national policy framework.

As highlighted (see Chapter 3, Paragraph 3.1.3), the Italian reception system is twofold:
the first reception is aimed at controlling the undocumented migrants who are legalised on the
Italian sole through the asylum application. The second reception (SAI-Sistema Asilo
Integrazione) provides short-term hospitality to refugees - migrants already holders of a
residence permit for international protection. According to Campesi (2018), the reception system
policy model, initially driven by more or less humanitarian concerns, later consolidated itself on
the European Union Agenda’s line on Migration, which reshaped the Common European
Asylum System. In this regard, Issa said: “Libyans come first, Italians right after”. He referred to
people on the move’s management by Italian authorities, expliciting the racial-based hierarchy

which, according to black participants - but not only -, structures the system:

Markon: So, let’s say we’re used to Arabs. Meaning that those who pass through Libya
know that it is a whole other world, I mean, racism is... there is... serious. Let’s say not serious,
more than this indeed. [...] Then the problem is that maybe when we enter here [in Europe], here

as soon as you enter they [white people] say "We are all equal, we are all free" and then, after,
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you come into the reception system and you find that still... what they tell you, you discovered
that it is not true. [...] they come at you as if you were in Libya. I mean, you get pissed because
you already have the anger of what they did to you in the past. If you find yourself still, I mean,
if you still find yourself in front of those who treat you like this, it’s going to be even worse, your

head just bursts, you understand?

Mariano, as project manager, confirmed: “But apart from us (white social operators) - we

",

are very racist! - but the others (coloured) are not joking too!”. He addressed another crossover
point directly touched by participants (for instance, Issa and Markon, who are African refugees,
and Max, a psychiatrist with almost 40 years of career) that is the internal racism among
migrants’ communities. It reproduces on the one hand a tribalistic division often ignored in its
implications by the reception system, and on the other hand a racialized system: it becomes
increasingly white as you climb the social pyramid toward the project managers and service
providers, reflecting on micro-scale the macro-scale structure of EU externalisation of borders. It
clearly affects the new-comers perception also about the infrastructure, resulting in a second
experience of detention. Indeed, with the exception of specific categories of applicants for whom
the asylum claim’s result waiting time is relatively short, the reception system is perceived as a
forced stage in which “the wait” becomes the main temporality, with any agency on the
outcomes. This time is described by participants as filled with routinary forms of control over
applicants on the one hand, and on the other hand it is a time devoted to forge the good migrant’s

figure, someone who is willing to overcome the multiple obstacles demonstrating her/his

acceptance of the rules to be “integrated”.
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Ebrima: And when you get here, you find a door on your forehead, you have to
learn the language, you have to integrate because it’s a country where you don’t speak the
language, so maybe there’s also racism, people who treat you badly. I had a good job in
Africa, I have a diploma in computer science, but here it doesn’t fucking matter. [...] I
spent years and years and years to get a residence permit, like four years, three years,

that’s a lot.

As reported, the stay in the reception centres is subjected to the development of specific
forms of interactions between “beneficiaries” (beneficiari)®> and social operators that migrant
participants refer to as informal knowledge shared in each specific diaspora community. The
knowledges, constructed by the learning-by-doing process, works as coping mechanisms and
resistance practices to deal with the system they navigate. As Abdou underlined many times
during our conversations, “like I told you on the phone, it’s not that everything we [migrants]

told you was true. [...] I told you we cannot say everything to you [reception’s operator]”. He

>3 It must be noted that the term is used only by social operators
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referred to the Gambian diaspora community, explaining that when new-comers enter Italy, they

have already been taught by “elders”:

Abdou: Because you have to be with... with these people. You know these
[reception system’s] people want to know from you. When they know [the truth], you’ll
never find what you’re looking for [the residence permit]. So you have to look for
another way, to create another stuff, another story about yourself that can make you find

what you want.

He explicitly said during our long interview that his story as reported to the territorial
commission audition was constructed according to the perceived expectations of Italian system

over migrants, including a psychiatric treatment for PTSD:

Abdou: So, I can say in the reception that they didn’t help me at all. Thanks God,
I got the document [while] in the NGO-2 reception for how I showed them who I am, you
know? I don’t know if it's because of this [interactions with the system that] I got the

document, [because] people say about me, "I’'m sorry for him, poor thing!"

And again has been said by Sadio, a social operator from Senegal, holders of

international protection, previously reception system’s guest as an asylum seeker:

Sadio: Well, that’s the problem. [...] Because you know the [migrants] guys, [...]
the boys here also speak [among themselves]: "If you do this it’s going to happen that;
you do not do this in the centre, or if you want to do this then... ". There is a Gambian

who says he will no longer eat rice, he will no longer eat pasta, because he has seen his
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people in Milan, they do not eat these things in the centre. [...] That’s what they do: you
phone call each other, "How does it work? We don’t do this here, you have to do this,

you have to get rid, you have to make a mess, so they [operators] will respect you".

The power exerted by the system through multiple bureaucratic procedures is faced by
migrants throughout the dissemination of information within their communities, and as the
reception system put great effort in underlying the contractualistic terms of the hosting, likewise
migrants are encouraged by their fellows to be assertive and to strongly advocate for the benefits

to which they are entitled.

Samuel: That’s the problem because they [migrants] never tell the truth, it's the
same story as with the residence permit. It again comes from there, often a lot of
beneficiaries in the office complain: "No, but because my friend arrived in Turin
yesterday and they gave him a residence permit”. "But who is this friend of yours? Send
me his number, at least that we call and see if in Turin it does so. But sorry, why don’t
you go to Turin instead of coming here?". "No, but why did Turin give all the residence
permits?". "Then go to Turin. Move, it’s so easy isn’t it?". "No, the project is not good!".

They go out and slam the door.

During our meetings with an external caregiver or intercultural mediator, Issa conveyed
that he had been advised not to trust any Italians, as they were told to be racist. This belief
contributed to his refusal to learn the language and engage with reception centre staff. In the
reception centre office, Issa would typically become unresponsive, staring into space beyond the

office personnel and avoiding interaction with the operators. This behaviour starkly contrasted
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with his demeanour in more neutral settings, such as a public library, a café or a neighbourhood
square, where he appeared more relaxed and approachable. Both Issa and Markon among the
migrant participants, and Max among the psychiatrists as well as Mariano among the reception
workers, stressed how the power hierarchy is colour-based, underlying another border within the
field. As it will be explored more in the discussion (Chap. 6), here the focus goes to the more
immediate impact of the stay in the reception system - characterised by conflicting mandates,
conflict role-playing and blurred, fastly changing policies - on the migrants' perceptions and how
they deal with it. In this regard, the testimonies of different participants told the coping
mechanisms could be various, but responsive to the same major causes of distress that can be

summarised as:

e powerlessness and lost of agency perceptions, directly related to the reception system,;

e concern about obtaining a residence permit, which legalise their presence, directly related
to the previous point and to the asylum system and directly impacting on job
opportunities and social rights;

e failure in fulfilling kinship’s moral and economic obligations, from remittances to
upward mobility, passing through the symbolic expectations exerted both by the host

society, in its assimilatory attempt, personal autonomy and obligations back home.
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Participants address the routinary sign of a presence register’® and the daily checks in the
apartments made by the operators as intrusive and controlling practices, moreover conflicting
with their aim to find a legal occupation since the duty to be found every day at home to sign the
registers prevents flexibility and presence in the workplace. Markon reported during his asylum
application he lost two jobs because of the project’s rules. At the same time, the reception project
expects asylum seekers to make themself independent and self-sufficient (Quaranta, 2017),

sanctioning both the passive behaviours and the actively resisting behaviours:

Abdou: So, what I tell you is that a lot of guys have problems here. [...] When you
come here you can’t study well, like me when I came to Italy, NGO-2, I spent two years
with them: I did not make the eighth grade, not even a residence I have had, understand?
No one in the CAS got it. And you told me that this reception helps you, you understand?

Then you don’t have all this [social rights]. You have no freedom, no persons [a network

% According to the Ministry of the Interior outline of contract documents for reception centres, the presence in each
accommodation facility must be reported on a daily basis by the operator to the coordinator and from the
coordination to the Prefecture (the territorial competent authority). The absences should imply the withdrawal of the
reception eligibility (Ministry of the Interior, 2021,
https://www.interno.gov.it/sites/default/files/schema_capitolato.pdf’)
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to rely on]. All you do is go shopping, cook, sleep, put your signature [in the attendance

register for the Prefecture], take Pocket Money, pocket this, pocket that.

Markon: [...] the right word is freedom, because if you’re free... 25 years, 26
years, at 26 if one tells you that after 8 p.m. you don’t have to get out of there, you
understand that it’s a matter of your own freedom. Because if you are free, someone that
is younger than you tells you that you cannot go out - I am 24 years old and you are 26
years old, I tell you that you should not go out after 8 p.m. -, there you understand that it

is not a matter of anything but freedom.

Moreover, as noted by the project managers interviewed (Delia and Mariano), the last
years’ progressive dismantling of the services offered by the first reception system, strongly
conflict with the integration aim. Both the participants expressed concerns about the scenario that
the Cutro Decree, when applied by all the Prefectures, will open. The interviews have been made

between the entering in force of the “Security Decree” (2019) and the “Cutro Decree”, LD
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20/2023, converted in Law>’ on May 5, 2023. According to Delia and Mariano, the concrete
application of the new Law has not been already put in place by the local authorities, referring in
particular to the Prefecture. And yet, it delineates a compression of the legal and social inclusion
services, aiming at offering a mere material reception (Melting Pot Europa, 2023). Abdou, whose
interview dates back to 2022, stated: “Because I found the system here in Italy, I have never been
used to this system. When I was in my country, to be honest, [...] when I was in Gambia I was

working.”.

Giulio: the family calls me, puts a lot of psychological pressure on me and so on
and so on. About the document, I cannot make much effort to get the document, that
means it depends on the police station, the prefecture or... In short, from who it is! I
struggle to intervene in the process of obtaining the document, or if I am waiting for the

call from the territorial commission for the interview for a year and I suffer, it is difficult

57 Law n. 50/2023
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that I can accelerate this path. I can speed it up, for example, but this is more the operator

who maybe says “with access to psychiatry I can prove that you are vulnerable”.

And here comes into play the “vulnerability” theme. In terms of subjectivation, the “good
migrant” is required to be a resource as a labour force or a vulnerable person - possibly both as it
will be deepend later. Additionally, data unfolds how into this dynamic field, actors co-create
specific practices aimed at different objectives among which the biggest efforts go in exploiting

the flaws in the system in favour of obtaining a residence permit.

Mariano: [The] wait for the Territorial Commission audition is the period when
anxieties accumulate, is very long because currently [March 24] the people formalised in
November 22 have not yet been convened in Commission. So, let’s talk about the
[asylum seekers’] formalizations of November 22: they had access to the reception
maybe in May, March 22. [...] Many go [continue the undocumented journey through
Europe]. In fact, the large turnover between the arrival and the formalization, turnover of
attendance, and reception, but those that remain then at the end have gone through six
months waiting for the formalisation, a year and a half or two waiting for the
Commission, in a situation that I also perceive as positive because the more time you
have, the more you find a job, the more you can somehow make yourself both
autonomous and protected from a legal point of view. [This] until the decrees Cutro

(because after you do not know how the landscape will evolve).
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In the waiting time, it becomes possible to put in place different strategies to secure the
migrant’s position. And yet, the waiting time could become a major stressor and lead to different

scenarios, as it is going to be shown.

5.3.2 The asylum application within the Italian and European Migration Agenda.

Jannat: All of a sudden, you have to lose your house, everything. [...] You come
through a long way. Some people come through sea or through land or anything so you
need peace after reaching any reception centre. You want a peace, you want relaxation. In
this time, if someone talks to you aggressively you become more aggressive. In this time,
if someone doesn't treat you with love, kindness and politeness, you feel more than

normal people.

The extract above gives us an insight into what a person would like to find after a long
and threatening journey. Jannat has a privileged point of view since she is both a holder of
political asylum passed through refugee camps, but she also owns a quite professional,
decentered gaze on the internal dynamics of the system due to her expertise and life experiences.
During our interview she offered her double look both on the guests of the reception and on the
operators, focusing very much on the need for specific skills and psychological support for both,

given the peculiarities of the field and of the wider panorama that both are navigating.

Jannat: Because you, in all this journey, you become more sensitive. Like, yes, as
compared to your normal-life person [personality]. So, you need people who treat you
politely, more politely, who can handle your problems, who can understand you. I think

the people who are working in these organisations, they also need to get sessions before,
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[also] training sessions to deal with traumatic [traumatised] people. [...] I saw people who
are working for refugees, they said people start getting burst out because of... you know
[...]. There are many people in one camp, and everyone is having different issues and
moreover. They want to create issues in the camp, like people... uh! Refugees, they can
create issues, so you [social operator] have to deal with them with patience. You have to
be like... you know, like kids, you have to deal with them, so definitely I think people

working with refugees are dealing with that depression.

As said, the longer an applicant stays in the reception system, the more possibilities
she/he has to gather certifications which demonstrate to be “integrated”, as highlighted by
Mariano and Luciano who as an ethno-psychiatrist ironically looks at the collection of
certifications as a sign of alignment with the host society requirements. On the other hand, the
longer the wait, the higher the lack of agency perceived. The data showed two main outcomes in

this regard:

e the internal and international displacement and dispersal caused by the blurred
local implementation of new legislation in terms of reception and migration
policies;

e the development of antisocial and anti-conservative behaviours among the
migrants on the one hand, and a high level of stress and resignation among social

workers as the other face of the coin;
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Sadio: [This change of legislation]’® has ruined many people, because together
they ran away [from the reception centres], they went to take refuge in Foggia, to... I
don’t know if you’ve ever heard, in Foggia there is full [of asylum seekers and
undocumented migrants]. It’s not really Foggia, it’s outside Foggia. [...] In fact many
people are there and say “I’m finished, I will not go back to Africa anymore because I
will never have the documents”, then they are there, they do what they want, they don’t

think about going back to the country.

After the entry into force of the “Security Decree” in 2019, asylum seekers and
unrecognised”’ international protection claimants found themselves in precarious positions. No
longer eligible to SAI, scared by the prospect of ending up on the street or worse repatriated
(since the scenarios were unpredictable), many fled from the reception centres. As reported by
Sadio and observed by coordinators of the reception centres, holders of international protection,

noting the general climate of dismantling access to social rights, joined the Southern great

58 He refers to the “Security Decree”, 2019

5 Asylum seekers to whom the claim for international protection has been denied from the Territorial commission.
Usually they appeal against the territorial commission through the Civil courtroom.
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ghettos (recruitment basins for irregular work-market) or have left Italy for destinations in
northern Europe. And yet, due to the Dublin III Regulation,®® the application for international
protection made by an adult undocumented person must be examined by the competent
authorities of the EU State of the first entering - usually, border-States as Italy. The competency
of the first state of entering lapses after 12 months of irregular stay - meaning with no footprints,
photo signalations or other techniques to ascertain the presence of an irregular resident®!.
Nonetheless, it is a very unlikely circumstance, especially for people entering by the sea, and the
scenario is that of a trap. Insofar, the person who claims for asylum in Italy or is signalled by
competent borders’ authorities is forced to stay in Italy for the entire length of the asylum
application - that in case of unrecognition can last years. In case of recognition, the holder of
international protection is allowed to stay in another Schengen country for a maximum of three

months but in any case, is allowed to work out of Italy. Clearly, the Dublin regulation III is

%0 EU 604/2013 ( https://eur-lex.europa.eu/eli/reg/2013/604/0j ): it establishes the criteria and mechanism for
determining the area Schengen’s State Member responsible for examining an international protection application
made by a third-country national or a stateless person.

61 ASGI, 2014; 2020; De Leo, 2015;
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outdated and failed the aim of an egalitarian sharing of responsibility among European member

states (Armstrong, 2019; Nascimbeni, 2016), but above all failed protecting humans.

Mariano: And in the applications filed in September 2019, so in February 2020,
roughly this postponement happened, but there is no definition by the European Court of
Justice, so now after 5 years some courts are saying “ok, the jurisdiction is Italian”,
because there must still be a timeliness in the resolution of things. After 5 years some
judges take responsibility, still giving the Italian competence, but this [asylum seeker] is
almost five years in the reception centre. Is a very resilient person so he is the only one
who has resisted, but the bad story - what makes me to think - it is the Afghan gentleman
who a month ago said “enough is enough, I leave, I go back to Germany”: probably he
will receive the same Italian competence, but he could not get till there. The Somali boy

who will be lost in the meanders of Europe, is the same story.

Mariano shared his personal experience with Dublin regulation effects on people’s life, as
well as Zahra. When I interviewed him, he was held in a refugee camp in an EU country where

he first entered between 2023 and 2024 as a holder of international protection to look for a job.

Zahra: No, I don't stay in Italy for... First, because when I arrived in Italy [in
2013, from the Eastern Mediterranean route], I mean, with [my] people, I heard about
Denmark and they say it's a beautiful country. I can live in Denmark. So I go to
Denmark. Okay. [...] I go by train and I went [undocumented] to Copenhagen. So, when |
go, I ask the police “I'm a refugee, I come from Iraq”, so he took me to some place. [...]

so after that I changed many [refugee] camps. I asked for asylum in Denmark but after
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four years, I think, I have been rejected [...] So don't give me, they don't give me asylum
because he [the State] has some protocol with the Iraqi country and takes back Iraqi
people. So he decided to send me back from Denmark, but I didn't stay [waiting for the
pushback]. So, I decided to come [to try to pass] to [through] France and go to England.
But, when I go to France... because I have many problems about my mother and my
problems, I'm sick in France, so I take some medicines, I go to a psychologist and see
some doctors and give me some medicine and I stay for 10 months in France, I think 10
months. So after that I see no way because I see myself every day bad and bad, and after
France has decided to send me back to Denmark [Italy] because I have a fingerprint in

Denmark [Italy] and this is a Dublin process.

Zahra, while crossing the European borders and staying a long time in the street,
underwent a psychiatric involuntary medical treatment (TSO) because he resisted the police
officers during the eviction of a public park area. This happened after being pushed back from
Denmark where he resided during his first four years in Europe and where significantly he had
learned the language and was employed as an intercultural mediator in the refugee camp. After
undergoing an involuntary medical treatment and being sent back to Italy, he refused to learn
Italian. Dimitriadis and Fontanari (2024), investigating the temporal regimes produced by the
European politics of asylum and how asylum seekers and refugees deal with the politics of the
time, highlight the link between temporality and inclusion/exclusion (or differential inclusion)

mechanisms embedded in the host societies as an internal border dispositive.
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Luciano: Nothing is certain, both in time and in results. And so sometimes
gestures are acts of exasperation and despair, which then are usually the variables most
related to suicide attempts in the population, in the general population not in mental
pathology, that indeed, when it is serious in general, I do not say that it is protective but
surely the loss of logic or the loss of vital energy makes much more tiring a brave and

important gesture like the self-injurious one.

The coercive power embedded in the European border control passes through the waiting
for the asylum application process result, through the controlling and sanctioning practices of the
reception system, and the Schengen freedom of movement’s selective regulation. Human
mobility at the global level is regulated by the tool of time as well as in global capitalism
“waiting is perceived as a waste of time and is related to (economic) uselessness” (Dimitriadis
and Fontanari, 2024, p. 213). From the data emerges a picture of the Italian reception system as a
waiting room governed by the State through a mix of ambiguous humanitarians and corporate

tools to control and contain migratory movements and access to society and citizenship.

Markon: One is there [in the reception centre] because there is no other choice,
you are forced to do so, you “must”, precisely, there is nothing else, you “must” always...

then with time, patience ends and then, sooner or later, it ends.

In this scenario, the principal visible output as told by participants is the self-directed or
hetero-directed acting out of migrants trapped in between the invisible borders of waiting on the
one hand, and, on the other hand, the deployment of various strategies of damage control. Both

explain the access of migrants to psychiatric services.
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5.4. Defensive psychiatry, selective welcome and medical

liability

As told by the DSM participants, asylum seekers and refugees do not go to psychiatric
services for free access, through the indication of the family doctor. They are usually
accompanied by the reception operators and sent principally by three main institutional actors:

the reception centres, the social services or the law enforcement.

Max: Mostly they are people who are either accompanied to the emergency room
or in which almost never psychiatric behaviours occur, rather violent or difficult to
understand, so the workers of the service for migrants, let’s say “asylum seekers”, ask us

and bring us these people.

The phenomenology of the access is told by participants under different interpretative
nuances, but the transversal recurring data is that usually migrants access the DSM in
emergency. Each migrant among participants reported to directly know at least two or three
persons who endured a mental breakdown (sono andate giu di testa), as well as each social
worker interviewed having multiple cases during the career. Typically, the phenomenology of
the distress is told by the three groups of participants following specific patterns yet they all
describe episodes of desperation, fear of using violence toward themselves or others, recurring
dreams, difficulties in sleeping, anguish, abuse of alcohol, cannabis and medications, moments

of religious delirium (in this case, in the present study are not gathered direct experience in first
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person but testimonies as spectators reported by refugees and reception operators). Notably, the
episodes of voice hearing or visions are not reported by migrants as particularly critical but
rather socially and culturally accepted in a wider frame of suffering linked to negative
circumstances. Deepening the data offered by the medical staff, according to the DSM’s
personnel the access of asylum seekers and refugees is a phenomenon that has grown in the

recent years:

Furio: I noticed a growth, an exponential growth of this demand, I have to say. At
least here in the service in which I work, we say that it is growing and here we also assist
people who have suffered... understand me, problems of a certain type, things that we do
not see in ordinary citizens, violence of a certain type due precisely to their experience
during the journey, and are strong experiences that in Italian citizens or in any
Communitarian case we do not meet. Instead, immigrants - [ mean second generations,
long-term resident migrants -, in these it can be noted that some... are integrated very
well. Others [asylum seekers and refugees] have integration problems that then

reverberate later on their mental health.

The DSM’s participants, according to their perceptions, highlighted at least two crucial
aspects intertwined when it comes to asylum seekers and refugees taking charge: the lack of a
continuation after the discharge from the reception system and the inherent totally sanitary

approach.

Grazia: they are patients welcomed mainly at a medical level, with us [nurses]

have come into little contact apart from some sporadic cases that however also needed a
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pharmacological administration, but more than anything else they come with a more
social difficulty, socio-housing, medical management certainly at the beginning. [...]
some associations accompany and follow these [migrant] people, but they come up to a
certain point. That I could see, they follow the sanitary part, in this sense they come to us,
to the specialist, so there is a take in charge in this clinical meaning, but then perhaps it
lacks the assignment of the family doctor, other practical things, the residence. They are
people who once finished this kind of path [in the reception system] I don’t know what

they have taken. Sometimes they come back accompanied, but I don’t see a follow-up.

As told by Cristina, lacking a social support system, as a psychiatrist she found herself

unable to assess and build psychosocial rehabilitation paths:

The other guy was also in the asylum seekers' facility. Even though his program
[asylum application] had a good outcome, because actually - this was a Pakistani guy [...]
as well as migrant also severely psychotic, so much so that he made a suicide attempt.
Fortunately he survived the attempt to jump under a train and [under the train] there is
only the leg, so now he has a prosthesis, so now he did the ward, did all the rehabilitation
path for the leg and now, clearly finished the path, the structure [reception centre] says:
"what do I do now?" and he will also end up in our structure [comunita]. [...] Maybe he
needed it? We don’t know that. If there had been social support, maybe with this person
we could have outpatient care without it being all sanitary. I don’t know this because I

lack that [psycho-social rehabilitation] part.
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The psychiatrists underlined anguish and rage regarding their interventions and the
outcomes of these cases. Their feedback about the performance of their profession toward
patients sent by the reception centres is that of being “alienists” (manicomialisti) (Max and
Luciano), called to intervene majorly to calm down the reception centre’s operator. As said by
Max: “You will understand that this kind of medicalization, let’s call it that, treatment issues and
cultural issues, is a huge colonial abuse”. Moreover, being expected to medically contain
emergency situations, they raise the problematic query on the distinction between inappropriate
behaviours - social danger - and psychiatric disorder, arguing that the medicalization is aimed at

sedating and controlling persons who do not meet the criteria of a psychiatric case:

Cristina: I mean, honestly, I don’t know. I know that he [an Tunisian minor] was
constantly coming to our emergency room, to the facility [of the reception centre] they
were absolutely not able to manage him... because even there, I [reception centre] keep
you - patients or asylum seekers or unaccompanied minors - who have proper behaviour!
If you don’t behave properly? But not all inappropriate behaviours are related to

psychiatric pathology. But I gotta be honest, I don’t know what that guy had.

Luciano: [...] our difficulty is that not necessarily a behaviour that can be anti-
conservative and therefore alarmist is dictated by psychopathological values. Or rather,
psychopathology should be also understood by inserting cultural, social, economic
variables and so on, not as mere medicalization aimed at evaluation and intervention. But
the institutional demand is broad-spectrum, [...] perhaps 90% of these [migrants’] anti-

conservative actions are reactive to a stagnation without comet star, without existential

261



horizons in the path that goes from the approach to the Italian soil to rule all those
technical-administrative that are... that remain, that make the subject remain both in

uncertainty but also in staticity.

Navigating these blurred lines is made even more difficult because of the linguistic and
cultural barriers addressed by all the DSM’s participants®?. The principals patterns about
psychiatric interventions as sketched by data regarding asylum seekers and refugees within the

DSM'’s services are:

e Pharmacologization (always);

e Lack of intercultural competencies, training and tools of intervention;
These aspects lead to:

e Failure in therapeutic compliance (interruption of treatment after a brief period);

e Hospitalisation in community structures;

62 This issue is deepened in Paragraph 5.4.
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e Forced treatments (TSO)%;

It must be noted that the social aspect of rehabilitation is expected by DSM participants
and implemented by the reception centre. The most immediate justification for this partial
psychiatric take in charge regards the impossibility of relying on a familiar network and on
housing stability - for which they are not de facto the competent body. Thus, the psychiatric
patients in the reception system found themselves in a sort of no man’s land because, if the
economic and psycho-social dimensions have been widely recognized as pivotal to a successful
recovery, precisely because they are in a state of existential precariousness it seems not possible
to structurally intervene within an integrated approach (Caterina, Luciano, Serafina, Max, Pia,
Grazia, Linda, Giulio, Alba, Syria, Tolo). This is the first important node to bear in mind
emerging from data analysis, strictly linked with the other core node stressed by the community
of participants - namely, the structural lack of intercultural competencies and training among

mental health personnel.

%3 In this regard, it must be noted that the forced treatments (TSO) mentioned in the study have been done not
strictly in the DSM which participated, but broadly in different Regional, National and International contexts.
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5.4.1 Data on pharmacologization.

Regarding the use of pharmaceuticals, the migrants’ community share a very negative
perception. In the after-arrival panorama of mistrust during which, as previously seen, they rely
on their information network, the idea of being given medicines is not well welcomed. This
resistance to pharmaceutical compliance is addressed also by psychiatrists. Max, a psychiatrist

with 40 years of experience and a specific ethno-psychiatric training, stated:

The trouble is that [a series of assessment sessions with a professional
intercultural mediator trained for mental health issues] never happens. It means that the
therapist has understood who he is talking to and there has been a mutual assumption of
role, which is rare, especially in trust. As if [ went to a Portuguese curandero: I'd be
scared, maybe he’s right, but I’d be scared. So, in this particular situation... When you get
each other, sometimes yes, then you develop a climate of confidence, also thanks to good
guides, mediators etc. This is necessary! The trouble is that most people are sent because
they have been in a fight, because they do not understand each other, and so on and so on.
They are given chemical straitjackets much more hypocritical than the straitjacket, the

real one, to make sure that this [person] is a little weak.

Additionally, given the difficulty in monitoring the intake, the majority of testimonies
reported the administration through depot medication. This is a special preparation of

pharmaceuticals which is given by injection and it is slowly released over a number of weeks.

Markon: Yes, I had two cases with two different people. With one I lived there,

we lived together, he comes from the Gambia and... then they gave him the meds because
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he was not well, instead, he had... we say, it’s not that he was sick in the head, maybe he
had a problem to vent, much more need to let off steam, I do not know how to explain.
They [the operators] treated him like a madman, they gave him drugs like this, because

they [the reception centres] have a doctor here, at Street X [CSM-0], I don’t know.

The two extracts reported resume the main perceptions regarding the problematic use of
pharmaceuticals at the two poles, the migrants’ communities on the one hand and the
psychiatrists’ community on the other hand. Nevertheless, in between we find also more
uncritical opinions, as Olivia’s, a younger psychiatrist who addressed the need for a brief
introduction to the use of drugs with migrant patients due to cultural diversity, or that of other
participants including Italian social operators and two refugees, Mohamed and Jannat, which
focused more on the utility of psychiatric drugs but just as a short term support in the wider
context of an integrated and culturally sensitive take in charge. This aspect is raised also by Max
and Markon, as well as by not denying the usefulness of an appropriate use of pharmacological

care, they highlight their problematic aspects on many layers.

Markon: [...] They send these guys there [at the CSM] and that’s where they give
the drugs, there’s not even written about what pharmacy, what... Like, if he [his
roommate from Gambia] was on that drug like today, until next week he doesn’t talk to
anyone, he doesn’t eat, he doesn’t do anything, he’s at home so quiet but he’s not crazy,
he wasn’t crazy. [...] My opinion is that if maybe one is sick, as they say [operators], i.e.

you are mentally ill, if they give you these drugs I think they work and help you. But the
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general rule is that you take them because you bother them [rompi le palle] and it does

not help at all.

In the same vein, Abdou - who has been prescribed drug therapy by the psychiatrist but
not in the depot - stated he was worried about using pharmaceuticals, but not being in the depot
he could vomit them in the first instance. The psychiatrist later reduced the dose and Abdou used
it randomly, for a period, based on two psychiatric sessions with no intercultural mediators. Yet
Abdou claims to have seen many of his fellows become drug addicted. Addiction is a threaten

recalled also by other participants:

Tolo: Drugs do work, but they are not enough. Because you cannot take drugs all
your life. Besides, drugs aren’t good, they’re bad much more than they’re good. So yes,
for a few periods, maybe for limited periods, but not that you have to take it all your life,
maybe for many years, because the drugs above all are like addiction, you start recently
and after that you need to take more, maybe even a week more. The doctor says, "You

put one extra drop a week, no more," after 12 months you get one more bottle a year.

And then:

Zahra: I don't like taking treatment. But they enforce me, if I don't take treatment,
they take me out and police take me out. So I don't know. [...] I never used any pills, you
know, but when I arrived here [in Europe] I take a bit [...] and now I take nine pills, yes,
and for relax, and for sleep, and for do this, and this... you know, I'm tired of this. You
know, it's just like this: you don't feel, you're safe. You don't feel people don't like you.

Because it's not about me, it's not about just me, it's about everyone just like me who
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comes from the [foreign] country. So it's happened for all of us, not for me. It's so hard.
I've been healthy, I had a good life. Now I feel I'm nothing. I'm here. You know, it's just

like you've been number 10 and you come down to zero. So what you feel is very bad.

The problematicity of the use of pharmaceuticals when it comes to migrants entails
power relations and colonial legacy, which will be deepened in Chapter. 6. Nevertheless, at
different points the criticalities related to cultural diversity are underscored by the entire
participants’ community - even though from different perspectives. The outcomes are often
unhappy, as in the case of Issa, who was a voice hearer according to Western parameters. He
entered Italy in 2016 through the Central Mediterranean Route. When in the reception centre,
operators reported they noticed him apathetic, not very attentive to hygiene and personal care,
absent. When asked about his health condition, he said he was quite good, just hearing voices.
He was subjected to a strong antipsychotic therapy in depot. Here below an extract from a

conversation in presence, September 2022:

Interviewer: So you heard voices?

Issa: Si[Yes].

Interviewer: Okay. What kind of voices, if I can ask?

Issa: That is a devil. That is a devil. She is the one following me.

Interviewer: Like a jinn? [...]
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Issa: She is jinn of course. But now I thank God, since I start taking this medicine,
you know, she [the jinn] don't want this medicine. The scent of the medicine, that's why

she leaves me now.

He noticed that the jinn% was with him from childhood in Gambia yet managed through
his grandfather’s healing knowledge. This conversation between the two of us occurred after
almost six years of pharmacological treatments. In this regard, when asked about her opinion

about the outcomes, Anna, a social operator, stated:

No, negative. [ mean, probably for him it was positive, because maybe these
voices [...] he didn’t talk about it anymore. He didn’t hear® anything anymore, basically.
Then [...] he also began to tremble because of therapy, so he was also given [...] a kind of

stabiliser [...]. But at the beginning it was a bang. We had other psychiatric cases, we also

%% Concerning the Jinn concept, it is addressed in paragraph 5.3.3. In short, jinns are invisible, natural nnnnnnnnn
beings that from the Islam inception are socio-culturally recognized as part of the Muslim cosmology. Since they are
addressed as the cause of subjective and social disruptures, they are also the catalysts of therapeutic interventions of
healers who possess a privileged access to jinns dimension through the integrated relationship with their own jinns
(see in this regard McCauley, 2016; Nathan, 2005)

% In Italian the verb “sentire”, to hear, refers both to hear and feel. Anna alludes to a kind of anesthetization of Issa.
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had a boy who wanted to throw himself under the train. Whatever you propose to him
there is always a fight in between, you always have to go and negotiate everything. He
[Issa] totally welcomed this catatonic state. [...] [Anna is reading a document:] “On June
18, 2019, the boy says he is fine, not hearing voices anymore”: that is. The dream of the
psychiatrist, eh! One goes to the psychiatrist and tells him he’s fine, he can’t hear
anything. That’s right, it’s perfect, it’s fine! [...] From 2016 to 2021, it’s been fucking six
years, six years in September this year, six years of CAS: he got worse. Meaning if there
were any possibilities to do something with him, with the fact that it was inside the

centre, with the CAS’ resources, we'd have lost him.

In the same vein, the coordinator of the centre as well as the various professionals
involved (two reception operators, the project manager, a psycho-social rehabilitation operator
and the coordinator of an external service for rehabilitation) shared the perception of a

professional and social failure (Field notes, February 22).

5.4.2 Reception system’s management of psychiatrized persons.

On the other side of the field, data shows that on the one hand, the reception system is
expected to provide the psycho-social support needed to foster recovery and further autonomy of
the migrant person in the hosting society. And then, as reported by the testimonies about Issa’s
case, first reception coordinators find themselves trapped in between two different institutional
levels: the Prefectures, bodies representing the Ministry of the Interior at the territorial level,
entitled at controlling the asylum seekers’ assignments to the Emergency Reception centres
(CAS), and the public/private bodies to whom the Second reception’s projects (SAI) are
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contracted. It must be noted that the CAS are filled based on the availability of seats, while data

shows the SAI managing bodies’ discretionary power of decision over new entries.

The selective criterion is reported by social worker participants on refugees’
employability bases for those who underwent psychiatric treatment during the long wait in CAS,
to be admitted in a SAI project becomes challenging due to the entering selection criteria. From a

WhatsApp vocal note, October 22:

Issa: Gloria. I don’t have a house still. I am still searching for a house but I don’t
have still now. I tell you, so many friends they are searching for, they don’t have still
now. I don’t know why City-0 is hard to have a house. Cooperative America Onlus they
call me yesterday, they say my project is finished, I have to leave. So I will leave and stay
at autolavaggio [car washing] where I use to work. I will go and sleep there, when I will
have a house I will transfer in my house. Yes, this is Europe. It is not easy at all. I passed
through this in Libya, I slept outside, so why I cannot do it here: I will do it even here,

yeah man. Anything [let me know].

According to the social workers interviewees, the discretionary power of SAI
management bodies follows a set of principles related to the general guidelines of the SAI central
service, applied according to the mission and values of the specific organisation that won the
contract for managing a specific second reception project. As written in the 22° SAI Annual

Report 2023 by Laura Lega, Head of Department for Freedoms civilians and immigration of the
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Ministry of the Interior, the Sistema Accoglienza e Integrazione (SAI)® represents the concrete
expression of the profitable collaboration between the Ministry of the Interior and Local Bodies
at the territorial nation level, aimed at realising and fostering actions and social inclusion paths
beneficial for the hosted migrants, and tailored on their specific needs. From this picture,
understandably, there are two sources embedded in the implementation of the system: the
Ministerial guidelines and their interpretations and applications at the local level, based on
particular interests and territorial peculiarities. Regarding the Marche Region, for what concerns

the Province where the present study is carried out, two coordinators leading CAS in two

different Cooperatives reported:

Mariano: [...] in the Prefecture of City-0 case, there is this unwritten law for
which the [migrant with] mental distress that does not find entry in the SAI remains in the
Emergency reception centers anyway, in the CAS [also] in other territories, but actually

at the time there is a [residence permit for] medical treatment, or special protection, or

% Reception and Integration System
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international protection also, the reception eligibility is revoked and the person falls on

the territorial services, where they exist.

Delia: The SAI with the fact that it can choose who enters and who does not - yes
because it can also say "I do not take him" - is a problem, because often psychiatric cases
are not taken. There was one guy [...]: he eventually, even with humanitarian protection,
was never taken [in the SAI]. He stayed with us for two years more, all the time with
humanitarian protection remaining in the CAS. And then in the end it went well, he

finally decided to return [home].

Delia, Mariano, as well as Linda (an ex CAS-SAI coordinator), pointed out that SAI
projects while acknowledging the condition of homelessness being a major stressor for mental
health, nonetheless they set as their priority for new entries the feasibility of a successful

individual autonomy path. An example of this kind of rationale is given in the extract below:

Delia: [They say] [ don’t give a damn, as long as [the “psychiatric” patient]
doesn’t come into our [SAI] project because in six months I don’t know what to do with

him, so don’t give him to me at all [...], I don’t even have the problem.

Additionally, participants focused also on SAI-Vulnerabili (SAI for vulnerable cases)

inaccessibility. Luciano as a psychiatrist stated:

Especially when there are behavioural disorders, such serious relational
discomforts for which [the reception service guarantees] support [housing] [...] [and then]

this [guy] makes a mess, it is not manageable and there is a dead end. Because the SAI
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for the vulnerables has never met the needs, because they are not timely in the sense that
one can book it maybe a year without knowing something. Then anyway the SAI for
vulnerables is more than anything else related at a vulnerability of passive behavior, if
one makes a mess, it becomes threatening, not up to the rules even the [ordinary] SAI
does not keep it, and then it ends up hospitalised in psychiatry: returns, exits and returns
to psychiatry, re-enters etc. At some point, he has a psychiatric label and he never comes

out of it.

In this landscape of discretionary selection based on the functionalist potential for
employability and autonomy in the 6/12 months span time provided for by the SAI central
service, we must bear in mind that successful refugees’ paths are also the criterion on which is

periodically assessed each project and operator. As it has been said in the 22° Annual Report:

As the report shows, the results of SAI projects are certainly encouraging: in the
year 2023 more than half of the beneficiaries from the reception (52%) have concluded

the path of inclusion undertaking the path of socio-economic integration. A good party of
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them has left in advance the reception project for autonomous decision (43.8%) while

those who were unilaterally removed by local authority constitute only 2%.%’
(Lega, 2023, p. 8)

The guarantee for successful paths is pivotal and arguably, as highlighted by participants,
it prevents SAI projects from welcoming scarcely employable people sent by CAS, according to
the local labour market. On the other hand, it poses the necessity to contain and limitate the need

for intervention of public authorities (e. g. social services and municipal sources).

The partial outcomes in this regard, as shown by participants’ professional and personal

stories, are patterned as follows:

e Repatriation or dispersal of migrants became psychiatric patients

o Homelessness

These are deepened in the following two sub-paragraphs.

7 Own translation from the Italian language
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5.4.2.1 Assisted voluntary return and involuntary psychiatric treatment.

Among the participant’s community, 11 referred to the assisted voluntary return as the
final destination for psychiatrized migrants in the reception system. Alba reported also in her
work experience in SAI project, at least two cases of refugees who underwent psychological and
psychiatric treatments and as a result of their reception’s paths have been supported by the SAI
project to follow their dreams abroad: “There are two cases, one was absurd in essence [...]
because through the coordinator of the project - who was a pretty crackling guy - it was... in the
end... the [migrant] went by bus to another country. He hasn’t been to psychiatry”. As has been
told by Alba, the person was very young and had the dream of becoming a football player, thus

he has been paid a ticket to leave because “[the project] no longer knows what to do”.

In other cases, the return is told as an indication of the psychiatrist as well as a desire
expressed by the migrant, a negotiation among the actors which led to the sees the repatriation as

the best solution to an unbearable situation:

Giulio: Oumar was kind of like that. [...] After some consultations with the
psychiatrist, the psychiatrist made it clear to us: "There’s no way to work with this person
here — partly due to his personality, partly due to the psychiatric aspect, and for other
reasons too." The psychiatrist’s solution was for Oumar to go back home. And [...] in the
end, he did go home, but how? I mean, did he actually make it? It seems so, but we only
put him on the plane in Italy, and after that, it wasn’t our responsibility anymore. The

reality is that, for better or worse, even the staff felt relieved once he was on the plane.
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He was just unmanageable. Without being able to work with him, in the end, we couldn’t

handle it.

Other cases are reported by Syria (1) and Samuel (2). The second social worker detailed
the case of a young individual from Mali who was psychiatrized within the reception system.
Upon the expiration of his project, he was sent to Germany, claiming to have relatives there.
However, as echoed in other cases mentioned by participants from all three groups (Sadio, Alba,
Ebrima, Caterina), he eventually returned to Italy, where he was found homeless and in a
deteriorated state. A pastoral organisation facilitated his assisted return, while costs of the one
mentioned by Giulio were met thanks to a collection promoted by the working group of the
reception project. Linda also discussed the role of psychiatrists and reception centres in
promoting assisted voluntary return as a normative practice within the institutional landscape, yet

she stated:

Meaning, "You either keep taking your meds or you know what? Go home because
there’s no future for you here”. I’ve heard these things[...]. [...] “Better you think about it,
because if in Italy you can’t work, you have no home, you go back to the street, for the sake of
who you should stay here? Maybe you should go home, right?". And this is a great defeat for us,

in my opinion.

Lastly, repatriation is not always a possibility: political asylum holders and subsidiary

protection holders do not have any more their homeland passports and then:

Zahra: [ want to go back, but you know? I tell you something, Gloria: many times

I am thinking of going back because if I go back I die one time, but here you die every
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day many times. I think if I go back I will die, but it's better [...] [than] this dying every

day.

It’s important to consider that in all the assisted voluntary return cases deepened by
participants, the protagonist underwent a forced treatment - yet not all the forced treatment cases
reported led to repatriation. Commonly, the forced treatment has been done while the person was
in another local reception facility, in other territories, in other EU countries and the social
workers as well as the psychiatrists found themselves facing the dilemma: how to deal with this
person? Meaning, that migrants are severely frightened by the same system that they are now
expected to trust and cooperate with. The feeling of powerlessness emerges strongly from all the

testimonies.

Ultimately, there are even more complex stories, as reported by a social operator. The
participant testifies the tragedy of a man from a Horn of Africa country who, after undergoing an
involuntary psychiatric treatment due to a conflict management with a roommate led in a not
socially acceptable manner according to local culture, refused to interact with the projects’
operators. The local management body moved him to another centre to solve the case,
encouraging new relationships with new operators to welcome and continue the intake of
medicines. Nonetheless, here he still refused the depot treatment. When forced to get medication,
he took a knife and locked himself in the room of the apartment where he lived. An operator

reported:

And he lived [...] right downtown, third floor, really high. What did he do? They

called the police, even the firemen, it just became a movie. Firefighters below, law
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enforcement, everyone was watching. And [...] the children of the school right in the
square, there were all people there, "go away!", people ran, hid, police with guns, thought
that the boy wanted [to hurt] them, and the boy jumped from the third floor, broke his leg,
began again to run with this broken leg and passed through people, without even... Trying
to dodge people, he just thought he was trying to get through people, and then a cop
tackled him, put him down, and gave him the forced treatment. It went right to the
hospital; it was from there until now they did the TSO [involuntary psychiatric treatment]
and it didn't come back into the project anymore [according to information he is in a

psychiatric residential structure].

5.4.2.2 Homelessness.

Housing emerges from data as another major issue: when the project expires refugees are
expected to have found an autonomous accommodation. Suppose this is challenging for the
broader population, including Italian citizens, due to the structural lack of a rent-based housing
offer proportionally measured with labour incomes (see in this regard Caritas Italiana, 2022). In
that case, it is even more difficult for non-citizens marginalised people. A mental health
diagnosis, according to data analysed, poses an additional criticality on a multilayered social
issue which has a large impact on general health. Social operators recognise the end of the

personal project as a major stressor for refugees including unaccompanied minors:

Sadio: Yes, a lot of guys are a little nervous when they go out, so yes. They
encounter difficulties. A minor... because not even a day [of extension] they give you, is
the panic, the day of the eighteenth you have to leave [the community]. So one who does
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not know the territory, does not know where to go, does not know, this affects a lot

[mental health].

Tolo: yes, you were in Citta-0 in the project, you had to go to live in Milan
because you have a compatriot who can rent your room so there you have no friends, but
if you have no other choice because every day and hour they [operators] call you and
"You have not found a home still? The project is over, and you have to get out,

understand? If not, we call the police" and so on.

As stressed by the operators, after the reception centres the need for accommodation is
directly related to the possibility of accessing civil registration. As claimed by Gargiulo (2021),
Medici per i diritti umani-Medu (2019), Naga (2019), and evidenced by scientific literature
(Cittalia Foundation, 2009; Galantino and Giovannetti, 2012; Gargiulo, 2015, 2021; Guariso
2012; Lorenzetti 2009) the exclusion from registration office is a wide phenomenon and it has
implications as a form of bordering which affect all Italy. This is particularly true in cases such
that of this research, of people who cannot count on a stable personal network, exacerbating

already existing inequalities and marginalisation:

Syria: With the difference that if a person is well, he has his own resources,
maybe he leans on... They rely on friends, maybe they have created a network [...] of
people who can host them for a certain period. Some went to France, to Germany, and
they settled down in short, they also had relatives. However, the person with fragility is a
little more difficult because he does not have the resources to create a network anyway,

the tools to make it.
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Luciano: And.... some are in our communities.... without end. Because I don’t
know, the more time goes by, the more I’m not able to plan a reintegration project,
because here those people don’t have anyone, they don’t know anyone, maybe they don’t

even have a residence.

This is a major problem for DSM, as reported by Cristina - who highlighted the
difference between second generations and refugee cases both in the take in charge and in the
outcomes: if in the first scenario family and social dimensions work in tandem with the CSM, in
the second scenario the psychiatrist is confronted with an important vacuum that leads either to
the dispersion of the patient or its institutionalisation, meaning a total sanitary management.
This issue is pointed out by Davide, who has also experienced another territorial reality in
Northern Italy, who spoke of a “clochard migrant” as a patient who regularly occupies a place in
psychiatry due to a social vulnerability rather than to a psychiatric disorder. Grazia noted that as
nurses they note more a social-housing vulnerability in the refugee population, rather than
specific medical conditions. Yet it is a major issue for the reception system too when it comes to

a migrant who requires a more specific integrated approach, with measures of social support:

Delia: But there’s the rebound: “I don’t. Where should I put him?”. It’s because the
answer they give us is "Since he will most likely not be autonomous, since most likely will not
be able to look for more work, from me it is useless to bring it here [SAI] because then he
remains in the territory, and the territory [social services] takes it out on me for having left him
in the territory. That is a vicious circle because it is not autonomous and will never be

autonomous and will remain on the street.
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Linda: in my opinion, it is a problem, because anyway while he was in the reception we
tried to build, maybe even to request the territorial service an internship on the territory, a house
given by the municipality of residence or the inclusion in a second reception project, but there
was no possibility and the answer was "There are no Italians, let alone we have for migrants", so

this is a bit of the reality with which I have been confronted [as SAI and CAS coordinator].

5.5. Cultural diversity

Cultural and linguistic barriers have been addressed by the participants community as a
major difficulty. It has been reported as a serious problem by the DSM actors, often intervening
in emergency situations with no tools to communicate with the migrant patient (Cristina, Grazia,
Iole, Massimo, Olivia, Roberto); by the reception systems’ operators, who noticed many
criticalities in dealing with CSMs and migrant patients, mainly on a longitudinal perspective and
due to the lack of intercultural mediators professionals trained to manage therapeutic settings and
mental health mediations, as well as structured services (Delia, Linda, Mariano); and by the
refugees, who might perceive the psychiatric intervention as a punitive and containment measure
put in place by the reception centre with the alliance of the medical category. Lastly, participants
possessing ethno-psychiatric expertise (Max, Luciano, Furio) and those with non-Western
backgrounds (Jannat, Markon, Sadio, Samuel, Tolo) critically examined the structure of medical-

psychiatric and psychological interventions with asylum seekers and refugees: they highlighted
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the socio-cultural foundations of health and illness and underscored the colonial legacy

embedded in Western psychiatric practices (see section A).

Regarding the DSM participants' point of views, the group is divided between those who
acknowledge the relativity of the Western biomedical approach and those who uncritically adopt
it to interpret both their reality and that of migrants. Data analysis reveals diverse cultural
sensitivities emerging by medical staff perspectives when addressing the same, shared
difficulties in treating migrants. At different nuances, it underscores the need for critical
discussion of the biomedical domain's influence on psychiatric practices with migrant
populations. Below we have two examples at the extreme poles of this spectrum expressing the

opinions of two psychiatrists with managing roles:

Cristina: It’s hard. We have a girl who just gave birth, a Nigerian. She’s fine with
the residence permit and everything, but she’s a patient. Having always been a patient
who was never taken care of, because in reality she was never recognized as a patient
[diagnosed], then even there... The last time she got pregnant, we realised she was a

patient.

Max: No, we’re the toilet, everything that doesn’t work is thrown in the toilet [the
DSM]. It’s a terrible situation, so obviously there would be a very interesting
development of differentiated psychology, depending on the cultures, and not the DSM-5,
which categorises a series of nonsense valid for possibly the American society and not
even so much the Italian one. But... in some way, it would be good if there were people

who are culturally curious, not just that they need to take a salary. [People] to talk with
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each other and that had a training work in progress because the present ethnicities are
hundreds, so it is not that what is for the Ugandan and the Ivory Coast is the same thing.

They are black but in totally different contexts. Then they are very racist towards us.

The two extracts face the psychiatric intervention with “otherness” from two different
theoretical perspectives: the first implicitly labelling the subject, the second challenging the very
validity of labels. According to Max, the biomedical psychiatric approach with non-Western
persons it’s comparable to “punching a broken TV in the attempt to fix it”. Otherwise, an
effective therapeutic intervention embeds the presence of an intercultural mediator, originating
from the same cultural and tribal®® patient’s background, speaking their mother language, sharing

their symbolic and ritual background and training for the specific mental health area of

8 1 opted to use the term "tribe" instead of "ethnicity" because, despite its colonial, evolutionist, and culturally racist
origins, scholars from the Global South, such as Xaxa and Puia (2020) and Zipao (2018), advocate for a re-
evaluation of the term. They argue that "tribe" refers to a complete society characterised by its own language,
territory, culture, and customs. This perspective offers an alternative to nation-state-based identities, recognizing and
validating the identities of indigenous communities and ensuring their political representation (Xaxa, 2015). This
approach also distances itself from the Western socio-anthropological domain that frequently employs the term
"ethnicity." Furthermore, in regions such as Africa and the Middle East, "tribe" is commonly used in local
vernacular and self-identification, making its use particularly relevant for those working with populations from these
backgrounds (Schlee & Giinther, 1997).
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intervention as a part of a broader therapeutic dispositive (see Losi, 2018). Max pointed out that

in these cases “I have seen [therapeutic] miracles!”. In the same vein, another psychiatrist stated:

Luciano: You can’t propose a Jungian psychoanalysis from a couch, understood?
to a guy who comes... I don’t know, from the Maghreb. Who maybe is not almost
schooled and we talk about the psyche as if we were the body, the mind, you understand?
It’s funny! Most of the time I say [...] this guy would just do a good massage. I mean,
most of the time it’s the body that speaks, this belief that we are divided into two is our
own stuff, Western, we take note of it, we grew up like this, but it’s a belief. It is another

religion, also needed, because then somewhere you have to project, but...
And again, a nurse:

Furio: I must say that a world has opened up to me, ethno-psychiatry fascinates
me because [ have understood [...] how much subjective it is, especially in what
psychiatry is concerned with, the interpretation of events. I have had various experiences,
I will not tell you now, that made me understand how important it is to know the culture

of the patient. It is fundamental to understanding and empathy with himself

In the social workers’ participants group, the perceptions about the psychiatric
intervention linked the lack of cultural sensitivity with ethnocentrism, discussing the validity of

diagnosis and medical treatments as experienced through the migrants they accompanied at the

CSM:
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Emilio: The psychiatrist who follows our patients, I’ve never met him, but from
what I understand he’s a jerk, in the sense that he’s one of those people who won’t even
see you [the patient]. He practically gives you the pills and finishes his job. So all these
diagnoses of the autism spectrum, of schizophrenia, there may be something, but it’s
definitely not done properly given the different cultural background from which this boy

comes.

Giulio: In this case, for example, the psychiatrist gave him some medicine, but he
said that the only solution was that he would go back home [his homeland, in West
Africa], I mean, the solution to his illness was that he should go home. Because what I
have seen from the psychiatrists, is that they have no room for work, [...] the language is
totally different, culturally, I mean, the cultural patterns, the traditional meaning of
everything, of interpretation of reality, are often different as well as opposites. [...]
Totally “Others” from cultural Italian training, and then there is the need for
intermediation, for a translator who translates - partially! And as well as he translates,
there is always a passage of meaning of... Maybe not perfect interpretation, etc., etc., and

therefore, they say [psychiatrists], it’s difficult to work.

Across the data, a specific example of a cultural gap is that of Jinns. As in Issa's case,
other cases of Jinns have been reported by operators who for some reasons held the
competencies to correctly read the information provided by the protagonists and their flatmates
(Delia, Giulio, Linda). Bearing in mind that translating the concept to non-Muslim people who

ignore the meaning of the Arabic word it is not an easy operation, in our interview Issa used the
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Arabic term because made aware that [ knew what it meant, while with the operators and the
psychiatrist - who did not know the Arabic term - he said “devils”. Much has been lost in this
translation. The consequences of a misinterpretation impact in terms of meaning and possibility
to properly see and understand the person, and then set in a respectful and informed, ethical

intervention.

Issa: Yeah, but my grandfather, he normally... his head is good, he used to see, he
used to see them [jinns and spiritual dimension], even. His head is very good, he's the one
who helped me like [with] this. [...] He [the grandfather] can see. Even when you are in
your room, he can see you [meaning he could see the invisible]. [...] He can see jinn, yes.
He can even give him medicine for jinn, when jinn talks to you like this. Okay. He can
give him medicine. Okay. Yeah, but my grandfather passed away in 2013. Okay. Since

he passed away, this thing has come out again.

Tobie Nathan defines Jinn (in Arabic 02) as “invisible beings capable of occupying the
body and controlling the psychological function of a person or a family to obtain compensation
from human beings” (Nathan, 2005, p. 26). The word in the Arabic language has a prolific root.
It is etymologically related to Uterus (janna), the womb, evoking the mystique of fecundity, and
Madness (the plural of jinn is jnoun, yields jnun, which means “madness”), as well as Paradise,
jannat. As said, the jinn are largely accepted and socialised in the Muslim communities, and
especially the Muslim jinn, diversely from non-Muslims, are easily managed through Muslim
arguments as they have been integrated in the Islamic order of things by the Prophet himself.

They are still present when it comes to facing the dark sides of existence and they constitute a
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core of many “traditional”® therapeutic processes (Nathan, 2005). Yet, as in Issa’s case, the lack
of intercultural communication can lead to dramatic derailment. About another case of a young

Senegalese person entered Italy as unaccompanied minor, has been said:

Linda: For example, the jinn in Senegal. It was very difficult to create an
environment that protected the person. I often had to fight, but it did not matter. [...] But
this is an issue difficult for sanitaries to understand, meaning that [...] maybe we send him
for certain reasons, maybe that person has the jinn, so we may give him some drugs or
maybe the Italian community drives this person away, but the Senegalese community
knows how to take care of a person who has jinn, right? And so sharing it with a
psychiatrist who is not ethno-psychiatrist was really complex, because they didn’t
understand what the context was, this is just what I tried to make the psychiatrist

understand.

% I use this term with caution, here referring to non-Western therapeutic practices
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Another layer offered by participants is the non-recognition of psychologist and
psychiatrist figures in many African communities. This aspect has been raised mainly by African
social operators (Samuel, Sadio) as something they look at with a mixture of fun and
awkwardness for they are expected to introduce the psychological service to the beneficiaries of
the reception centres, and yet they expressed during the interview their concerns and discomfort

in doing so:

Samuel: No, it’s very, it’s very difficult, for the role of a psychologist just does
not exist! That is something you keep inside or tell your sister or your best friend. But to
your best friend is also very difficult to tell, because he can also betray you tomorrow, I
mean, above all, your mother cannot betray you, even your sister cannot betray you, It’s a
little personal stuff that you only talk to closer people. [...] I think psychiatry is nonsense,
I don’t know if I can say it’s nonsense or halfway, anyway it is not the solution for
immigrants who come from a country that does not even know what it is, and what role
psychiatry has. Even if you go to the psychiatric department and they help them, it’s
worth less for that, for their mentality. His [migrant’s] goal is to integrate, get the money,
send resources back to his country, and secure himself to be able to help the family [...].

He’s just trying to get the papers [residence permit], and he doesn’t give a shit!

In this panorama, as stressed by the difficulties encountered by the DSM’s participants in
taking in charge asylum seekers and refugees, it sounds absurd to invoke mental health while
lacking the entire environment to secure wellbeing (Serafina, Grazia, Luciano). And then,

refugee participants harshly pointed out the privilege embedded in lives of those who became
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psychiatrists in Europe, and the inescapable incommunicability that drives from what is clearly
perceived as a professional elite of the Global North and the exiled people of the Global South
(see in this regard Littlewood and Lipsedge, 1993; Mills, 2014). This shed a light on the barriers
that prevent therapeutic compliance not exclusively because of linguistic and cultural barrier, but
also due to post-colonial legacies and structural inequalities related also to the specificity of

migratory experiences broadly, and in particular that of undocumented journeys:

Tolo: Unfortunately psychiatrists do not even have the understanding, because
they are more sheltered, they don’t know it... because one who has studied, he has spent
all his life here in Italy: how does he understand the situation in Iraq or Afghanistan as it
is? So they ask questions as he did [with] Italian patients, here, you understand? That is
very different from what I would do to one who has done all [a life experience]

differently.

Jannat: [...] So the thing is, in that case, the psychologist or psychiatrist, he cannot
help you because he cannot understand what you are going through. And because of
language and many things, and again the cultural barrier, the people in the reception
centre: they are having... they normally come from different areas, different cultures, and
in one meeting [therapy session], or two, or three... I saw many people. They have been
through big traumas, and a psychiatrist cannot resolve and cannot handle them in one or

two or three sessions, in one or two, three months. It takes years to get out of that trauma.

Lastly, cultural diversity is addressed by participants as one of the very causes of

migrants' medicalization in most cases. Some of them interpreted the phenomenon as a defensive
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systemic strategy in front of something perceived as challenging and perturbative for the self and
for local society (Alba, Emilio, Luciano, Linda, Giulio, Max), while others also include the
question of power and coercion - in other words, psychiatric intervention as a way to sanction

and discipline “bad migrants” used by the reception system (Abdou, Markon, Zahra).

Alba: I think [...] it’s a way that when there is something we can’t read - very
often in [reception] projects it is like this, because there is no culture that helps to read
signals in a more three-dimensional way, but it also happens outside of the project - so,
since there is something that we do not know how to fit and does not fit into what for us
are the rules say what the project is, then most likely it ends up like this, here. So I think

it’s a defence against diversity rather than a welcome.

As evidenced by Cavallari, Cecchini, and Avolio (2023), the intercultural mediation
professional figure in Italy is effectively a blurred matter of local arrangement and word-by-
mouth recruiting, lacking role professionalisation, professional register and homogeny guidelines
on training and protocols of interventions, amid emergency procedures and public
disengagement. This causes that many mediators are themselves refugee people needing a
temporary occupation, and/or long residence immigrants who rely on the mediation as an extra
job. Mohamed reported he has been informally recruited by the reception centre to provide
linguistic mediation for a Somali compatriot during psychiatric sessions. He had no specific
competencies, apart from speaking Somali language and mastering some Italian. Nevertheless,
linguistic competence it’s not enough: as advocated by Zapata-Barrero and Mansouri (2021),

interculturalism plays a pivotal role in local public policies willing to manage migration-related
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diversity and ethno-culturally plural society. The misrecognition of the saliency of intercultural-
oriented governance, amid a multiscale approach, embeds multiple difficulties especially at the
local level (Zapata-Barrero and Mansouri, 2021), not impacting only on the well-being of

marginalised persons:

Cristina: Yes. Especially young guys who... I was thinking about the 17-year-old
boy who was in a shelter, and they brought him to the emergency room because anyway,
this guy had behavioural aspects that... There too, we never understood if he had a
problem of insufficiency, if it was a problem of a psychotic debut, if it was only an aspect
of character, if he was just a boy who grew up in the suburbs of Tunis and so... That is, |

honestly don’t know.

5.6. Conclusions

Abdou: My problem, what has solved my [mental] problem?
Interviewer: If it’s solved, yes.

Abdou: So, I can say that it is solved. Boy, now I can say that it is solved because

I can go wherever I want.
Interviewer: You are free to move.

Abdou: I'm free, I have the document, I can work here in Italy, [...] I can return to
my country quietly, is not that I must go ask the Municipality town to return to my
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country, do you understand? So, I’m in. I speak the [Italian] language now, I know

people. Before, I didn’t know anyone.

The data presentation leads to the conclusion that freedom of movement and self-
determination, as well as employment and housing stability, are addressed by all the three groups
of participants as the main mental health protective and healing factors. The mental health
concept itself is not universal, and the lack of cultural experts and efficient services of
intercultural mediation trained for intervening in mental health services poses considerable
barriers. The latter has been proved to be more appropriately interpreted and then faced by
personnel with an ethno-psychiatric and/or ethno-psychotherapy approach, at least for avoiding
coercive practices such as the use of depot, which poses many ethical dilemmas and questionable
outcomes. Notably, regarding the specific case of migrants in the reception system,
psychiatrization phenomenology sheds light on the medical practice liability system intertwined
with the concept of social danger. As stressed by the Medical personnel with more years of
experience, most of the access psychiatry of migrants are male, young, and sent from reception

centres for socially dangerous behaviour. As said by Max:

Everything that is excluded from society, all the waste of the system, you try to
psych it. And this transforms, putting behind the dimension of the asylum [...]. The
judiciary in particular is very careful to blame psychiatrists if they do not take on
situations, for example, of very very dangerous people. The [Law] 180 [the so-called
“Legge Basaglia’] has removed the danger to itself and others, etc., delegating it to

public order, because they are not psychiatric symptoms. Sometimes a man beats up
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someone else, but he has his reasons. Instead, with the Decree “Emptying prisons” [the
so-called “Decreto svuota carceri’’] we filled therapeutic communities, so-called

therapeutic, that became a bit of “for-life community”, let’s say.

He refers to the L.D. 146/2013 which transfers the care of people with a diagnosis of
mental disorder who committed crimes from the Ministry of Justice patronage to that of the
Ministry of Health. This poses many questions (see in this regard Zanalda and Giannatonio,
2021), de facto opening extra-prison care pathways and, on the other hand, extra-prison detention
pathways. Scognamiglio et al. (2023) stress that the return to a community-based approach as the
consequence of the forensic hospital closure, and the post-pandemic general mental health
conditions, brought overwhelming pressure on psychiatrists’ duties. In this framework, the data
presentation concludes that psychiatric interventions with asylum seekers and refugees can be
labelled as a practice of defensive psychiatry. In other words, medical decisions taken so as to be
preventive against potential harm for the patients, for the person involved, for the psychiatrist
(for a quantitative study about the Italian context regarding defensive psychiatry, see Morena et
al., 2023). Amid the Italian context of public disinvestment on mental health services, lacking
cohesion and uniformity because of the Differentiated Autonomy Regional governance
(Autonomia differenziata, It. Const. Art. 116; L. 86/2024), and a State migration governance
increasingly framed as a security issue, the use of psychiatric services by asylum seekers and
refugees is outlined as an entanglement of defensive and emergency matters faced by both the
public mental health and the reception system’s actors. Nevertheless, from the participant’s

community emerges also room for informal and resistance practices that will be addressed in the
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next section (see Chapter. 6), discussing the data in relation to the research questions and

relevant literature.

C) Discussion of the Research Results and

Implications of the Study

6. Discussion of the main findings

6.1 Introduction

This chapter critically analyses the data presented in the light of the research questions,

that were as follows:

e To what extent does the medicalization of migrants' mental health in Italy facilitate
genuine care and to what extent does it function as a dispositive of social control?

e How do psychiatric mental services manage migrants’ distress and what are the main
problems and possibilities of enhancement?

o Where is the line between migrants’ social suffering and mental disorder within the

context of the Italian territorial services?
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It then transitions into a critical analysis; the main themes are examined concerning the
relevant literature. This analysis will highlight both the convergences and divergences between
the empirical data and the theoretical approaches on the topic, thereby contributing to the
ongoing scholarly debate on migrations and psychiatrization of society and specific
communities. The aim is to provide an answer to each question and afterwards to the research
hypotheses (in this regard, see chapter 4.2.). The data presentation reveals a conflict in the
fragmented and fragmenting interplay between state-based migratory policies, practitioners
responsible for their implementation within different organisations, and migrant communities.
Under diverse degrees, the involved actors are affected by the conflict between personal values,
professional values and institutional governmental mandates. This broadly clashes with

migrants’ existential trajectories and personal beliefs.

Paragraph 6.2 analyses the medicalization of refugees' mental health along a spectrum,
with care at one end and social control at the other, employing the concept of borders as
theorised by Walter Benjamin (2021). While state policies can be relatively straightforward to
analyse as formal documents, the interactions between the involved actors are more complex and
dynamic, developing along borders that are as invisible as they are capable of enacting violent
effects on people's material lives. This complexity is better understood through Etienne Wenger's
(1998) concept of Communities of Practices. The roles of the organisations involved are
analysed through the lens offered by Sjostrom, Gariglio and Cardano (2022), deepening the
concept of coercion as a form of social control. The main problems and possibility of

enhancement in the approach to migrants' mental health are discussed starting from the practices
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displayed by participants, thanks also to the contributions of Ethno-systemic narrative psychiatric
model (Losi, 2018; 2020) (paragraph 6.3.). The emerging themes are broadly understood in the
neoliberal context as a form of racialised welfare (De Haas, 2023; Gordon, 1986; Perocco and
Della Puppa, 2023) which works as an inclusion/exclusion dispositive. In this framework, the
concepts of mental disorder lose meaning in favour of a social model of suffering, more useful to
potentially actualise fair and ethically sustainable policies and actions (paragraph 6.4.). Thomas
J. Scheff’s (1974; 2010) labelling theory is employed as a key approach to psychiatrization of
migrants, deepening also the pharmaceuticalization of this specific community that might be
looked at as a new consumer market (Williams, Martin, Gabe, 2011). I argue that the study
contributes to shed light on a case of structural violence (Galtung, 1969), according to Paul

Farmer’s (2004) contribution, that definitely requires more attention and studies (paragraph 6.5.).

6.2 To what extent does the medicalization of migrants' mental
health in Italy facilitate genuine care, and to what extent does

it function as a dispositive of social control?

In this section, I critically examine the data presented in Chapter 5 through the lens of the
first research question. This analysis is grounded in the Foucauldian concept of governmentality
and Walter Benjamin's theorization of borders as articulated in Toward a Critique of Violence

(2021). These theoretical frameworks provide a nuanced understanding of the narratives from the
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participants' communities, particularly regarding the psychiatrization of asylum seekers and
refugees within the local context. By employing these concepts, I aim to uncover the underlying
mechanisms of control and violence that shape the lived experiences of these communities,
revealing how the intersection of power, governance, and borders contributes to the
marginalisation and pathologization of vulnerable populations. It will be discussed if the case
study’s regional context might be a unicum or if - according with the relevant socio-

anthropological literature - the phenomenon is understandable as a glocal’® trend.

According to my perception, the fieldwork I navigated as a social researcher and as a
social worker is crossed by multiple borders. The official ones, legalised as frontiers and
“invoked to justify the disproportional use of force” (Ty, 2019, p. 317) are just a part of a more
complex discursive production in which citizenship is linked with “a process of self-making and
being made about nation-states and transnational processes” (Ong, 1996, p. 737). While some

scholars claim that the mechanisms of inclusion/exclusion in defining criteria of belonging to

70 About the concept of “glocal” in the wider context of an intercultural critical citizenship, embedded into a
postcolonial perspective, see Guilherme, M. (2020). Intercultural responsibility: Transnational research and glocal
critical citizenship. In The Routledge handbook of language and intercultural communication (pp. 343-360).
Routledge.
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Western democracies are no longer based on racism for it has been replaced by “cultural
fundamentalism”, Aihwa Ong “argues that hierarchical schemes of racial and cultural difference
intersect in a complex, contingent way to locate minorities of colour from different class
backgrounds” (Ong, 1996, p. 737). The anthropologist claims that social and economic
citizenship-making in neoliberal Western democracies relies on the ideological construction of

symbolic whiteness depending on blackening the undeserving - or less desirable - migrants.

The ideological blackening legitimises the use of force, coercion, and violence over
categories of people framed as “non-citizens”, or “otherness” (Mudimbe, 1988; Ong, 2006). In
other words, it works as a border. According to Walter Benjamin, “The border is not merely the
setting of violence but its very instantiation” (Ty, 2019). In this context, borders are not mere
geographical demarcations between nation-states. They are understood as powerful symbolic
markers that define and reinforce collective identities based on race, ethnicity, and social class.
These symbolic borders function as instruments of social differentiation and exclusion, shaping
how communities perceive themselves and others. As scholars like Balibar (2002) and Khosravi
(2007; 2019) argue, these boundaries are not just physical but are deeply embedded in cultural
and social consciousness, influencing notions of belonging and otherness. Therefore, the process
of bordering operates at both a material and an ideological level, perpetuating systems of

inequality and shaping the lived experiences of individuals.

The concepts of "blackening" and "bordering" serve as symbolic tools that legitimise
social exclusion within the framework of nation-states. These constructions are tied to identity

and territoriality. This connection highlights how identity formation is influenced by spatial
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boundaries, where the delineation of borders reinforces racial and social hierarchies, and
consequently, the inclusion or exclusion of certain groups. In this sense, the construction of
national identity becomes a mechanism through which state power is exercised and maintained,
perpetuating systems of inequality based on the constructed notions of who belongs within these
borders and who does not. Not by chance in the last decades a huge interest has been given
globally to nation, nationalism and refugees both in academic research and ordinary jargon
vehiculated by media (Malkki, 1992). Even though migrations, exile and displacement are not a
new phenomenon, a new discourse about mobility is socialised: “People are chronically mobile
and routinely displaced and invent homes and homelands in the absence of territorial, national
basis” (Malkki, 1992, p. 24). This rising awareness of uprooting in the wider context of
globalisation is nowadays counterbalanced by the naturalisation process of the border regime,
within which border crossing is pathologized as it breaks the ties between identity and nation,
man and citizen (Khosravi, 2007; Malkki, 1992). According to Littlewood and Lipsedge (1993),
the same process modifies health and illness perception and the related experiences of the
welfare state made by blackened people: “this complex of laws, orders, regulations, and
administrative practices—relating to both immigration rules and welfare rules—meant that black
people’s experience of the welfare state is essentially negative, showing how their oppression

was embodied in welfare policy” (Williams 1987, pp. 11,26, in Perocco and Della Puppa, 2023,

p. 4).

In this regard, the bordering process is not something merely physically and

geographically shaped, but also discursively constructed under different layers by communities
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of practices, widely characterised by human mobility. According to Wenger (1986),
Communities of Practice are formed by people who engage in a process of collective learning in

a shared domain. They are characterised by three crucial components as follows:

e Domain: The area of shared interest or activity. In this context, the domain could be the
health and well-being of migrants.

e Community: The relationships and social interactions among members. This involves
social-health professionals, migrants, and other stakeholders.

e Practice: The shared repertoire of resources, experiences, tools, and ways of addressing

recurring problems.

I suggest that the production of internal borders - or social barriers -, even though not
officially recognised and legalised as frontiers, works as selective mechanisms within a
community aimed at producing subjectivities and legalise - giving juridical recognition and
social consent - to common-sense beliefs. As well as the state geospatial borders are recalled
when it comes to the use of legal violence (Benjamin, 2021; Ty, 2019), in the same vein
biopolitical internal borders exert a less visible form of violence through epistemic domain and
medical, legal, social knowledges as part of a wider “colonial violence or, more broadly,

violence beyond the bounds of Western legal accountability” (Ty, 2019, p. 315).

As pointed out by participants of this study, the process of unrooting and rooting related
to human mobility is not one-sided. It is dynamic, depending on many drivers and actors. It
actively involves migrants, communities of origin and communities of destination: as Sayad,

Merlen, Wacquant (2000) underscore, a symbolic collusion is needed in order to maintain the
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mechanism that produces and reproduces migration patterns as a mediation with material forces.
This collusion follows precise narratives, constructed by selecting information, enchanting

memories, and misrecognizing objective truth about emigration and immigration:

In reality, all this is but lies, as they say, 'one lie on top of another'. How bitter you are, O
country, when one envisages leaving you! And how desired you are, France, before one knows
you... .! All of this because our village is full of nothing but France. People have only one thing

on their mind, France.

(Sayad, 2000, p. 153)

The discursive construction of immigration and emigration regards both the host
countries as well as the home countries, in a dynamic process depending on different variables,
subjected to mystification and shaping of imaginaries (Pinelli, 2013). In this regard, the
production of knowledge about migrations in Italy is conceptualised through precise categories
such as that of “Illegal/Undocumented Migrant”, “Bogus Asylum Seekers”, “Third Country
National (TCN) worker”, “Economic Migrant”, “Expat”, “Asylum Seeker”, “Refugee”,
“Trafficked Women”, “Illegal Aliens", “Boat People” etc. As observed through this study, on the
one hand is difficult to distinguish between forced and voluntary migrations, suggesting a
debordering of the concepts because journeys and motivations are subjected to a constellation of
subjective, collective, circumstantial and structural drivers, on the other hand the stuck in the
reception system is forced, imposed by national and supranational policies. Therefore, in the
construction of discursivity and knowledge about migrant people, beyond any mystical

categorisation, it seems productive to look at the qualitative experiences of migration through the
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practices which shape the embodied lives of people. In attempting to do so, intertwining the
different perspectives of the three groups of participants, I pointed out the perceptions regarding
the reception system as a governmental multilayered dispositive led by different administrative

bodies through arbitrary and fastly changing policies.

In fact, an entire section of the reception system seems to have been essentially
conceived to exert a certain degree of control over asylum seekers and to prevent as far as

possible their secondary movements, at least in the early stages of the asylum procedure.

(Campesi, 2018, p. 502)

As highlighted by the data presentation, migrants are forcibly stopped into this network,
adopting coping mechanisms to deal with it and the psychiatric department perceives itself as
called into action by the increasing accesses of migrants sent by the reception system or looking
for assistance after the end of the stay in the reception centres. In this field of forces, I argue that
it is unfolding time after time a bordering and debordering making of. The outcomes in each case
largely depending on the entanglement of subjects involved, on their personal orientation and
beliefs, and on the concrete possibility to take action in one direction or another within the policy

framework.

As ethnographic studies about governmentality show (see. Ong, 1996; Pinelli, 2013), the
State exert power on migrants through practices of subjection and subjectivation, in other words
a process theorised by Foucault through which individuals become subjects within power
structures both as agents subjected to authority and as participants in their own subjugation. This

dual process involves the internalisation of norms and disciplinary mechanisms that shape
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identities and behaviours. If the violence is formalised on extraterritorial level, through the
externalisation of borders, after the migrants’ landing power is exerted in a soft form. The
subjection - or the biopolitical control over people on the move - is performed through non-
repressive measures, but a capillary network of policies, surveillance, and bureaucratic
procedures aimed at shaping subjects deciding about their legal, health, and work status. The
involvement of experts such as social workers, psychologists, and immigration officers in the
lives of migrants exemplifies Foucault’s notion of power/knowledge. These professionals hold
the power to define, categorise, and intervene in the lives of migrants, further subjecting them to
specific regimes of truth and authority. In examining the data gathered with the participants'
community, the role displayed by psychiatry with migrant patients emerges as an emergency
dispositive used by reception centres authorities to manage and control behaviours perceived as
socially dangerous. This point is particularly relevant because scholars underlined that
psychiatric medical responsibility toward society and state might lead to conflicting mandates
between the role of healer - eventually able to account for cultural diversity - and the role of

employee of state.

We have seen that the psychiatrist is likely to regard psychiatric illness as he does
physical illness. He also has less clear expectations of how the patient is likely to behave
and what, in different societies, the limits of normality and abnormality are. In addition to
his background and training, the psychiatrist’s attitude to the minority patient will be

formed by his own personal problems, conscious or unconscious racist assumptions and
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the particular setting in which the two meet. He is, amongst other things, an employee of

the state and responsible to it for maintenance of its beliefs and disposal of its funds.

(Littlewood and Lipsedge, 1993, pp. 13-14)

As told by Delia, during her work experience as a social operator in CASs psychiatric
interventions have been typically oriented towards the suppression of symptomops, insofar as

lacking a deeper understanding of the case:

They transferred him [a Nigerian asylum seeker] to another province [about 130
km away] by ambulance after the 7SO [forced psychiatric treatment]. [...] I went there the
next day from City-6 to speak with the psychiatrist because he was calm, no longer
agitated, but he was still doing the same things. It's not that he was aggressive, but he felt
the need to convert us... I mean, he still thought he was Muhammad, but calmly. I
listened to him, and he showed me videos proving that I was an unbeliever. I spoke to the
psychiatrist, who asked me if he had ever shown signs of imbalance. I said absolutely
not—he had been with us for three, three and a half years. My former colleague
suggested the same idea, that maybe he had taken something, like pills we weren't aware
of, especially since it was New Year's Eve, there was a big party among them here in the
church where he had gone, maybe even a drop of alcohol with psychoactive substances, I
thought. The psychiatrist gave me a response that we're still thinking about. She said, "I
don't care, I treat the symptom.". I said it may not matter to her, but it matters to me
because if he took a pill, theoretically, he should be back to normal in a couple of days.

But if he didn't take anything, it means he's having a full-blown psychotic episode. "I'm
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not running any tests, no analysis; for me, there's nothing to do—I treat the symptom."
she shut me down. She sent him back the same day, so in the afternoon, we brought him

back home [in the CAS].

Acknowledging the widely problematic nature of coercion in psychiatric intervention (see
Olsen, 2003), according to participants in the DSM, unfortunately ensuring genuine care within
the current landscape is markedly challenging due to multiple factors. Among these, combined
with the dismantling of the welfare state in general and the inadequacy of funds allocated to
mental health, is the Legislative Decree 146/2013. It reallocated the responsibility for individuals
diagnosed with mental disorders who have committed crimes from the Ministry of Justice to the

Ministry of Health. Max, notably a psychiatrist with forty years’ experience in the DSM, said:

Everything excluded from society, all the system's waste, is subjected to
psychological treatment. This shift moves away from the asylum model [...]. The
judiciary, in particular, holds psychiatrists accountable if they do not manage cases
involving extremely dangerous individuals. Law 180, known as the "Legge Basaglia,"
removed the concept of being a danger to oneself or others from psychiatric symptoms,
delegating this concern to public order instead. Sometimes a person might assault
someone else, but they have their reasons. However, with the "Emptying Prisons" Decree
(the so-called "Decreto svuota carceri"), we have ended up filling therapeutic
communities—so-called therapeutic—which have effectively become "for-life

communities."
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This new scenario poses many questions (see in this regard Zanalda and Giannatonio,
2021), de facto opening extra-prison care pathways through the implementation of extra-prison
detention facilities managed by the Regional Health System. This system is still only partially
developed and raises diverse still unaddressed issues, among which the clinical risks for patients
and health professionals caused by the lack of specific resources destined at the full
implementation (Bellomo et al. 2024). Scognamiglio et al. (2023) stress that the return to
community-based approach as the consequence of the forensic hospital closure and the post-
pandemic general mental health conditions, brought overwhelming pressure on psychiatrists’
duties. In this landscape, analysing the data presentation I conclude that the psychiatric
interventions with asylum seekers and refugees can be prevalently labelled as a practice of
defensive psychiatry aimed at lowering the responsiveness of persons stuck in a forced indefinite
waiting condition and intentionally subject to a control regime within the reception system’!. In

other words, medical decisions are generally taken so as to prevent potential harm’?: as written,

"I Artero and Fontanari (2019) argue that formal and informal “obstructive” legal practices toward migrants are part
of a governmentality aimed at the implementation of additional control mechanisms.

2 For a quantitative study about the Italian context regarding defensive psychiatry, see Morena et al., 2023
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Psychiatric clinics are among the few institutions in modern society where this exception from
democratic principles of freedom of choice is allowed” (Sjostrom, Gariglio, Cardano, 2022, p.
776). According to Sjostrom, Gariglio and Cardano (2022), psychiatric coercion is typically
framed as a last resort to manage perceived social danger when other forms of institutional
control have failed. Thus, the analysis leads to looking at the psychiatric intervention with
asylum seekers and refugees as a last resort when the reception system control capacity is failing

its chore, raising reciprocal mismatched expectations between reception and medical staff.

Amitai Etzioni (1975) distinguished three kinds of organisations implementing social
control through three different logics: coercive, utilitarian and normative. Obviously the lines
between the three topologies are not clear-cut. This analysis helps to illuminate the
medicalization of migrant distress within the context of reception centres. These centres function
as normative institutions, enforcing specific behavioural expectations and project regulations.
When these norms are perceived to be violated—whether through erratic behaviour, resistance to
the expectations of the reception project, or more severe instances such as violence or religiously
charged delusions (as categorised by Western frameworks)—the centres turn to organisations
able to perform a coercive function. This shift involves engaging mental health departments,

thereby medicalizing behaviours that challenge the system’s norms and interests.

Social control appears then as the main rationale guiding the psychiatrization of migrants
as a result of a dis-integrated, short-term approach toward people who are expected to accept a
“process of obfuscation [that] is internalised by migrant subjects in those feeling of uncertainty

and precariousness” (Artero and Fontanari, 2019, p. 13). Significatively, within the dataset the
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word “care” appears only two times, pronounced by two different participants (Giulio - a social
worker - and Luciano - a psychiatrist), denouncing a lack within a system that perceive itself and
is perceived by the other groups of participants as not able and nor even required to provide
whole care for migrants, but short-term, sedative solutions. The impossibility to fully intervene
providing effective and extensive care in a bio-psycho-social meaning has been addressed as a

majorly frustrating obstacle by medical practitioners and social workers.

A conclusive reflection to bear in mind regarding the answer to the first research
question, is that the context in which this research has been conducted is that of a psychiatric
care model widely undergoing an economic and cultural crisis. As pointed out by Carta et al.
(2020), three main criticalities preventing effective care are the unequal implementation of
public health services in the different Italian Regions; the lack of resources - not exclusively
caused by the economic crisis; the scarce attention to the importance of a scientific approach
aimed at producing systematic studies to evaluate and implement good practices, among which
training of new professionals. Heirs of Basaglia’s profound critique and transformation of the
psychiatric system, this study signals a state of derailment and identity crisis regarding the wide
health status of the mental health services, negatively impacting their employees on the one hand
and on the actual possibility of offering therapeutic interventions to users who don’t enjoy
citizens right due to legal and economic barriers. The existence of the mentioned barriers shapes

social order, impacting professional and private lives:

As a key weapon of sovereignism and white supremacism, the sharpening of

welfare racism is intrinsic to the rise of neo-liberal racism and is an integral part of a
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global process of weakening social rights, erosion of social citizenship, and dismantling

and privatizing the welfare state.”

(Perocco and Della Puppa, 2023, pp. 1-2)

The erosion of social rights and the violence of the border’s normalisation represent a
“paradigm from which the liberal discourse of hospitality, epitomized by the message Refugees
Welcome, is not entirely free” (Ty, 2019, p. 310). It characterises the nature of the Italian
reception system, leading it to be a stressor for people already severely challenged by multiple
forced and coercive practices on a temporal and geographic continuum, starting from the country
of origin till the present landing place. This produces (fear of) violence as a reaction, and the
medicalization of fear-ing as a result, in a process aimed at legitimising through medicalization
the internalised beliefs - or “residual rules” - shared among the dominant group. Scheff (1974;
2010) calls residual rules those social norms so taken for granted to be invisible, unthinkable,
that goes without saying. The violation of these residual rules, according to his Labelling theory

of mental illness (1974), is medicalised through drugging, labelling and subtle social exclusion.

Ultimately, adopting a macro-level lens and framing the analysis on a global
transnational scale, the described process of subjectivation - or psychiatric and colonial subject
construction - is relatable with the “mad colonial subject” making-of as framed by China Mills
(2014). Her masterpiece Decolonizing Mental Health offers a critical examination of the global
mental health movement through the lens of postcolonial theory and decolonial thought. The
book delves into how mental health practices, often framed within Western-centric paradigms,

are imposed on diverse cultures and societies, leading to what is described as a form of

309



"psychiatric imperialism”. It accounts for the current global mental health paradigm and its
intervention practices with Global South citizens, arguing that it reproduces colonial legacies
erasing from the scene the voices of those who underwent Western psychiatric interventions. In
the light of Mills (2014) study, I argue that social and cultural contexts do change as well as
economic and governance variables, but the case study pattern as described by my analysis of
data is generalizable on a macro-scale. In this regard it is plausible to think about the medicalised
migrants at the local level in terms of disabled people by barriers in society, using a social model
of mental illness (Scheff, 1974; 2010, 2017[1966)]), and to think of this as an internal border
regime. As pointed out by Denis Riley (1988), the question “Am I that name?” might be
important to assess how a certain label is imposed by the outside or part of the subject
identification. According to Mills (2014), in the vein of Fanon (1967) the violence of colonial
construction of the subject passes through the alienation, using biomedical categories of “mental
illness”. Significantly, among the migrant participants of the study - including the medicalised

people - nobody defines themselves as mentally ill.
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6.3 How do mental health services manage migrants’ distress
and what are the main problems and possibilities of

enhancement?

This paragraph responds to the second research question starting from the assumption
that psychiatric intervention with migrants, as assessed in the present case study and analysed in
the previous paragraph (6.2.), is more effectively oriented at social control rather than at
providing care. The latter concept deserves to be problematised, and here is offered a more
analytical reconstruction of the migrants’ mental health management discussing the idea of care
and the concepts of mental health, illness and the practices of intervention, moving from the

Communities of practices (Wenger, 1998) emerging by the three groups of participants.

Although the Western biomedical paradigm looks at health and illness as universal and
given ontological realities, socio-anthropological evidence claims they are not - or at least, they
are not if we move from the genuine intention to provide healing care and not social control
(Taliani and Vacchiano, 2006; Vacchiano, 2005). Moreover, applying a radical constructivist
approach in the vein of Scheff’s labelling theory (2017 [1974]), “the medical social control of
madness” (Sjostrom, Gariglio, Cardano, 2022, p. 778) is addressed as a societal response to
deviant behaviours rather than an ontological subjective status inherent to the labelled and
pharmacologicized person. Bearing this in mind, on the one hand, asylum seekers and refugees

find themselves trapped “in the institutional construction of the suffering body” (Fassin, 2001, p.
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5, in Quaranta, 2016, p. 90) as a residual strategy to access state services, on the other hand, as
seen in the previous paragraph, people on the move’s medicalization works also as a social
control strategy in the wider panorama of neoliberal governmentality, impacting on local
territorial services which are increasingly adopting “a market-based approach to health and social
care merely concerned with cost reduction” (Quaranta, 2016, p. 89). This severely prevents
health and social services capacity of being responsive and accountable for the right to health

and for social rights accessibility for those who are poor and/or not fully recognised as citizens.

In this scenario, a number of practices arise, produced and shared by members of the
communities as a result of learning and developing knowledge. In this regard, I focus on some
specific patterns shaped by “informal fabric of communities” (Wenger, 1998, p.4). Foremost, it
is important to bear in mind that scholars proved that migrants tend to develop the same
typologies of psychological difficulties as do the relatives in the country of origin and the natives
of the settlement area (Littlewood and Lipsiedge, 1993). In other words, while cultural codes
may differ, migrants are not inherently predisposed to specific illnesses simply because they are
migrants. This standpoint is largely supported by the community of participants of the present

study.
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Explanations of the mental ill-health of immigrants as the residue of ‘tainted
stock’” were abandoned when it was found that the rate of mental illness in the children
of immigrants to America was intermediate between that of their parents and that of the
population as a whole. Interest turned instead to the difficulties experienced by settlers in
a new country — poverty, a different society with new values and norms, and often a new
language. Perhaps the stress of migration caused mental illness? Travellers, the isolated
and the uprooted were believed to suffer from a disorder known as Nostalgia [346]. It
was first described during the Thirty Years War in the seventeenth century among

Spanish soldiers in Flanders who had little prospect of leave.
(Littlewood and Lipsedge, 1993, p. 84)

A specific tendency that is underlined when it comes to migrants' mental illness, is its
persecutory nature (Littlewood and Lipsedge, 1993). This is important because, as noted by

Basaglia and Ongaro Basaglia (2024), the development of paranoia and delirium are strictly

73 Littlewood and Lipsedge (1993) refer to “the selection hypothesis”, which argues certain groups of immigrants are
more likely to be treated for mental disorders because potentially mentally ill people are more likely to migrate
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linked to dehumanising processes. Basaglia argued that many paranoid patients perfectly realise
that they have been isolated through an intentional and shared display of actions, or that they
have been manipulated. The psychiatrist argued that in an environment which is not opening two
sides communication channels, providing feedback and then status and identity, acting out is a
response to a deep and unmet need for connection and identity. In this context, Basaglia’s
theories resonate with the participants’ perspective, who contend that psychiatric disorders
among migrants are more often triggered by social isolation and institutional marginalisation—
factors shaped by the interaction of local, state-based policies and supranational migration
governance—than by traumatic experiences during their journey or culture-bound syndromes.
They underscore the necessity of humane treatment, social integration, and a focus on the
broader social conditions in which mental illness emerges. According to the elderly psychiatrists
and nurses interviewed, as well as the refugees themselves, addressing these socio-political
determinants is crucial both for understanding the primary challenges in treating migrants'

mental health issues and for enhancing the effectiveness of care.

Regarding the main problems reported in facing migrants’ distress, they can be resumed
in the culturalization and medicalization of sufferance. Sumathipala, Siribaddana, and Bhugra
(2004) highlight that scholars look at this broad tendency as “a relic of an imperialist Eurocentric
heritage in which these [culture-bound] syndromes have become institutionalised in the
classificatory systems” that operates “through the imposition of new clinical categories and
diagnoses, thus medicalising many forms of stress” (Sumathipala, Siribaddana, Bhugra, 2004, p.

200). For similar reasons, the concept of trauma has been challenged by Fassin and Rechtman

314



(2009) unfolding the historical and neoliberal reasons behind the label and its effects on the layer
used to look at asylum-seekers and refugees. As uncovered by migrant participants, they often
don’t perceive themselves as traumatised subjects according to Western parameters, and when it
happens - like in the case of Jannat - they advocate for specific ethno-psychotherapy and ethno-

psychiatric long-term interventions, not spot emergency and pharmacological take in charge.

Jannat: The psychiatrist is not able to understand your problem. Yeah. That when
you are being through the trauma you saw, you faced in your life, he cannot help you in
your issues. And people who are having political, but mainly religious political issues:
they are very traumatised. They are very very difficult people. Because they have seen a
lot, they have been through a lot [...] especially Muslims’ or any religiously and
politically traumatised persons [they] are not having a “normal” kind of mindset. From
their childhood they [...] were brought up in a shelter. Their mental pattern is different

from your mental pattern.

74 She refers to radical Pakistan’s milieu and the Blasphemy Laws, severely conflicting with freedom of speech and
human rights. See in this regard Khan, M. 1., and Riaz, N. (2024). Blasphemy Laws in Pakistan: A Legal Analysis
and Contemporary Discourse. International Journal of Social Science Archives (1JSSA), 7(1).
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As claimed by Losi in his book Critica del trauma (2020), the idea of trauma arises in the
rescue worker’s mind far before that of the person rescued. The same critic challenges the
“pseudo-intellectual category” (Losi, 2020, p. 12) of Post Traumatic Stress Disorder (PTSD) and
all the tools used to assess vulnerabilities of some sort when it comes to humanitarian aid, in the
same vein of Fassin and Rechtman’s critic (2009). According to Losi and the Ethno-systemic
narrative approach, within the use of the mentioned categories lies a marketing-oriented
storytelling aimed at maintaining the structure of organisations providing aid, protection, and
advocacy for migrants and “vulnerable” people broadly - from intergovernmental organisations
to the national and local administrative bodies. In this regard, the reference goes to Niklas

Luhmann’s theory of self-referential systems. The sociologist argues that:

Recent theoretical innovations use the idea of self-reference also at the level of
the elements or components of a system (Luhmann, 1984). This means that self-
referential-or for that matter: autopoietic-systems produce the elements which they
interrelate by the elements which they interrelate. They exist as a closed network of the
production of elements which reproduces itself as a network by continuing to produce the
elements which are needed to continue to produce the elements. Societies are a special
case of self-referential systems. [...] Unlike other types of social systems societies are
encompassing systems, including all communications which are conceived as possible

within a given context of communication and excluding everything else [...].

(Luhmann, 1985, p. 6)
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Losi (2018; 2020) argues that in the context of migrants and refugees, the Western model
tends to pathologize their experiences, focusing on symptoms that fit into predefined categories
like PTSD. This can lead to a narrow understanding that overlooks the broader social, cultural,
and historical factors that shape their experiences of distress. He points out that the reduction of
complex experiences of suffering to clinical symptoms can lead to the pathologization of normal
responses to extraordinary circumstances. For migrants, who often experience multiple layers of
loss, displacement, and uncertainty, reducing these experiences to "trauma" can strip away the
nuanced understanding of their realities. This pathologization can also lead to interventions that
focus solely on the individual, ignoring the collective and community aspects of healing that
might be more culturally appropriate and effective. In this broad scenario, I analyse the data
about a specific phenomenon related with the medicalization of migrants in the humanitarian
framework and its outcomes. I argue that if on the one hand the Italian government policy-
making tends to maintaining migrants in a blurred and precarious legal condition, using the
gradual dismantling of the political asylum and the gradual introduction of weaker, temporary
forms of protection, on the other hand migrants, social worker and mental health practitioner as a
community of practices put in place - across organisational boundaries - specific responses to
local circumstances (see Wenger, 1998). The public discourse is politically characterised by the

idea of the European asylum system as no longer sustainable in the face of the so-called “refugee

crisis” (De Haas, 2023).

All of this reflects a growing political consensus that, in order to prevent our

asylum systems from collapsing, we have no other choice than to: (1) put in place ‘firm
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but fair’ asylum policies that sift out ‘real’ refugees from ‘bogus’ asylum seekers; (2)
deter ‘bogus’ asylum seekers by sending them back to transit states, or process their cases
in ‘third countries’; and (3) provide ‘regional solutions’, or in other words have the
international community create safe havens and economic opportunities for refugees in

their regions of origin so that they no longer have to come to the West.
(De Haas, 2023, p. 60)

I interpret the latest Italian policymaking regarding migration flows and asylum rights as
part of this governance characterised by the previously mentioned’ rhetoric of the “bogus
asylum seeker”, discriminating between “real” refugees and “economic migrants” mingling with
them (De Haas, 2023). The Residence Permit for Medical Treatment entered into force into this
scenario with the L.D. 113/2018 replacing the Humanitarian protection (art. 5 comma 6 d.lgs.
286/98). The latter represented a safeguard clause for the foreign person (third-country National)

in Italy as a derogation from the strict recognition criteria for Political asylum and Subsidiary

75 See chapter 5.3.1.
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protection. This was intended by the legislator as the release of a short-term residence permit
(two years) for “humanitarian reasons” aimed at being accountable for “serious motivations [...]
resulting from Constitutional or international obligations of the Italian state’®” (ASGI, 2021)"’.
Indeed, one of the fundamental obligations to non-refoulement, internationally and
constitutionally bonding’®, is the right to health. According to the participants’ community, the
psychiatric diagnosis became an important informal tool to embrace for obtaining the right to

stay.

Luciano: Yes, [the psychiatric diagnosis] plays an important and also ambivalent
role. It's not a tool in the sense of being manipulated, but often—more so in the past,
because there have been different phases, especially since Salvini came into power and

closed the ports, which reduced everything in terms of reception and, consequently, the

76 Own translation from the Italian language

77 https://www.asgi.it/wp-content/uploads/2021/06/Scheda-salute.pdf

8 Art. 32., COSTITUZIONE DELLA REPUBBLICA ITALIANA [COST.] (It.).

319


https://www.asgi.it/wp-content/uploads/2021/06/Scheda-salute.pdf

possibility of integration. However, the principle remains that any citizen on Italian soil
cannot be deported if they need medical care, and so my certification becomes a tool for
the Commission to grant some sort of protection [...], which is a bit of an oxymoron, a
makeshift solution. It's as if the Italian State acknowledges a person’s right to stay in Italy
to receive medical treatment, but once they’re well, they have to leave. Since part of the
psycho-pathogenic factor is related to the possibility of integrating, as long as this
precariousness remains, they will stay unwell. And then, when they are well, they will

become unwell again because they are denied protection.

As highlighted by data in chapter 5.3.1., the mutual construction of the “true refugee”
passes through the claimant’s victimisation, a co-constructed process of mirroring aimed at
matching the imaginary true refugee, or deserving migrant, as shaped by the public discourse.
(see De Haas, 2023). This process requires the production of oral testimonies, reports and
certificates at multiple levels as the recognition of a moral project which, according to Pinelli
(2013), represents an example of how power dispositives display themselves not only as state
top-down measures, but more on a micro-scale as practices spread throughout society. In this
regard, the anthropologist writes that “[...] this pervasive disciplinary regime is further
strengthened by its blurredness, which creates confusion, uncertainty and distress in the asylum
seekers, who perceive a strong ambiguity in the roles played by the humanitarian agencies’ staff
working in the camps” (Pinelli, 2015, p. 12). An interesting aspect raised by the three groups of

participants is the awareness of these subjectivation practices and the implicit mutual
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cooperation, using informal shared knowledges, to fix a major material problem: accessing a

legal stay in a landscape of illegalisation of human mobility.

Abdou during the interview shared that “because maybe, if | wasn't that person [patient of
the CSM], no one would have had the patience or the empathy to say: "Ah, okay, we can help
him. He deserved to get this document.". In the same vein, Issa stated: “Because of the way I am.
I'm sick. That's why they... My asylum is medical”. When asked which kind of sickness, he
replied “Mind problem”. Both Abdou and Issa do not categorise themselves as ill people, but
they recognise that according to Western diagnostic parameters they could be given medicines,
and then get a stay permit. Social operators compare the usability of the psychiatric diagnosis to

the exploitation of other forms of psycho-social vulnerability. As has been told:

Syria: I remember that [...] there was a boom of people who declared themselves
gay and therefore persecuted in their country [...] so this aspect was often exploited. As
for psychiatry, it may not have happened to me personally, but certainly, when there was

a history of vulnerability, the lawyer would emphasise it when reconstructing the story.

The social workers position themselves in between, acknowledging a degree of mental
suffering in migrants, according to their perceptions, but pointing out the mere functionalist use
they make of diagnosis, often with a more or less explicit agreement of the psychiatrist, due to
the application of standardised, Western-centric protocols. As stressed by Diab and Al-Azzeh
(2024), it is pivotal to adopt a trauma-informed approach - using Western psychological
language - when working with a category of people under different degrees might be labelled as

“survivors”, whose experiences are compounded by displacement and associated distress. They

321



argue that according to an ethically oriented implementation of effective integrated intervention,
it must prioritise a safe environment, respectful of survivors' agency and narratives, in so doing
fostering trust and reducing re-traumatizing risk. It’s evident that despite the recognized need for
mental health support among migrant populations, services often fall short due to the
combination of institutional shortcomings and broader socio-political dynamics. In this
landscape, the psychiatrization of migrants’ mental health as part of “disciplinary technologies
that control bodies, health, food” (Pinelli, 2015, p. 13) is embedded in the wider concept of
credibility, “a flexible device which is [...] a core issue in the refugee status determination
procedure, a sensitive category to handle with care, and an almost-empty shell that can be used
for various purposes, stretching out far beyond the tribunals themselves (Sorgoni, 2019a, pp.
221-222). Therefore, I argue that the case study’s community established an informal practice of
resistance aimed at solving at least a pressing problem impacting on migrants’ mental health and,

additionally, perceived by migrants themselves as prioritarian: the legal status.

Although it may appear as a limitation—specifically, a deprioritization of mental health
issues in favour of addressing basic needs—when contextualised within the framework of the
analysis developed thus far, the legal employment of functionalist psychiatric labels can be
understood as a "micropolitics of everyday life" (Collins and Munro, 2010, p. 549). This
perspective allows for a nuanced interpretation of how mental health issues are navigated within
broader socio-political and institutional contexts, highlighting the intricate interplay between
individual experiences and systemic forces. While the two sociologists recognise that “these

modes of resistance are not necessarily our ideal picture of the Left, or of emancipation” they
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still argue that “conflict can get mobilised in many different directions” (Collins and Munro,
2010, p. 550). From different perspectives, all the participants in the research widely agree on the
necessity of a more culturally sensitive, bio-psycho-social approach, and yet given the material
forces and constraints they are subjected, the tacit concerted construction of a strategy to favour a

legal stay transforms a negative practice into a positive one. Collins in this regard notes:

At some point I realised that is the Durkheimian model — a ritual transforms
emotions. Often negative emotions are good ones to start off from — because they are so
riveting, you can’t get away from them and now everyone has their attention focused.

Then you shift over into the feeling ‘we’re in this together’ and create a sense of identity.
(Collins and Munro, 2010, p. 552)

The sociologists refer to Goffman's analysis of emotional interactions within the context
of the Gestalt switch, introduced by Fritz Perls”, and the broader cultural shift ushered in by

Gestalt therapy. This therapeutic approach emphasised a micro-sociological perspective,

7 Perls, F. (1951). Gestalt Therapy. Excitement and Growth in the Human Personality/Delta.
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challenging the dominant macro-sociological and psychological functionalist frameworks
exemplified by theorists such as Parsons and Freud. Gestalt therapy’s focus on the immediate
and subjective experience marked a departure from traditional explanations of society that
prioritised structural and functionalist interpretations. Mutuating from this perspective, the
practice emerged as a micro-resistance in everyday life. It offers a glimpse into the knowledges
informally gathered by communities of practices that can be employed to potentially implement
good practices to enhance the take in charge of migrants’ distress. Arguably, it starts “creating a
vocabulary for speaking about the unspeakable” (Collins and Munro, 2010, p. 556) and to do so
cultural experts, intercultural and linguistic mediators adequately trained are pivotal (Cavallari,
Cecchini, Avolio, 2023). Interculturalism has proved to be a core tool in addressing multi-scale
migration-related diversity and conflict management (Zapata-Barrero and Mansouri, 2021) as
well as ethno-psychiatric expertise. Corin (1997) highlights that according to the Group of Dakar
clinicians®® communications and exchanges follow cultural codes and regulations that must be

known in the clinical interview (Ortigues, 1996). As stressed by the critical observations made

80 1t is one of the two main schools in the ethno-psychiatric panorama together with the French one (see also:
Collignon, 2018; Kilroy-Marac, 2013)
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by some African participants (Abdou, Samuel, Markon) and supported by Corin (1997), direct
and personal questions as well as the inquiring and individualising gaze of the clinician, are
perceived as disrespectful and isolating the person from the community. In this regard, |
conclude that both in clinic settings and in social-receptions’, might be fundamental to
systematically employ intercultural and ethno-psychiatric expertise intertwined with the active
participation of asylum seekers and refugees, adopting an orientation towards active, engaged,
and decentered listening [postura di ascolto]. This may foster both the prevention of conflicts

and the recovery process, broadly favouring a healthy environment.

6.4 Where is the line between migrants’ social suffering and
mental disorder within the context of the Italian territorial

services?

This paragraph discusses the data in the light of the third research question, starting from
placing the analysis into the following socio-political context. According to the community of
participants, a major issue within the territorial services is the lack of integration between
sanitary areas and social areas. Perocco and Della Puppa (2022) argued that in the last two
decades welfare racism has been re-functionalised toward asylum seekers and refugees as a key-
weapon of sovereignism embedded in the wider process of social rights’ and welfare dismantling

amid neoliberal governance. Indeed, despite the latest SAI reports (see Costa and Giovannetti,
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2023) underscore good outcomes in relation to the objectives of the projects, through qualitative
analysis it is better understood the partiality of these outcomes - which largely depends on how
data are read, and for which interest a report is produced. Combining the analysis of grey
literature, of data gathered with the three groups of participants and of the relevant literature, the
reception system and the post-reception scenarios are not that bright. It is helpful to bear in mind
that considering the outsources of the reception services to private sectors, market-oriented
approach is the driver behind the production and reproduction of work and work-related
knowledge within the administrative bodies. Focusing on the main emerging criticalities raised
by the participants’ community, the lack of socio-sanitary integration and a “third reception”

network generate social distress in the migrant communities.

A crucial aspect of refugee policy in Italy is the lack of vision (and actions) as

regards refugee integration once the timing for the institutional aid ends®!. The issue of

81 A National Plan for the integration of people receiving international protection (Piano nazionale di integrazione
dei titolari di protezione internazionale) was published on 26 September 2017 by the Ministry of the Interior.
However, it was still not comprehensive, and it did not include migrants entitled to the former (before the law
132/2018) humanitarian protection (25% of the overall number of asylum-seekers and 60% of migrants who receive
a positive decision about their application) (in Ambrosini and Campomori, 2020, p. 11, footnote).

326



integration has been a weakness even for regular migration since the 1990s: the absence
of a clear national direction and the high degree of devolution of competence on
immigrant integration - and social policy more generally - to regional and local
authorities have contributed to creating a context of limited and fragmented social

protection (Campomori and Caponio 2013).

(Ambrosini and Campomori, 2020, p. 11)

Scholars argue that “third reception” is crucial as it deals with long-term integration,
which includes access to permanent housing, language training, employment services, and social
integration programs. These services aim to help migrants transition into their new communities,
contributing to social cohesion and reducing the likelihood of marginalisation. The effectiveness
of third reception networks can significantly influence the well-being of migrants into society
and their ability to contribute to the economic, social, and cultural life of the host country
(Ambrosini, 2017; Schuster, 2011; Spencer, 2011). However, Perocco and Della Puppa (2023) in
examining The Racialized Welfare Discourse on Refugees and Asylum Seekers, underline that
the welfare racism as a structured element has been a key-feature of immigration control. For
instance, in the UK during the 20th century the process of migrants’ exclusion from welfare
combined with tight control on the eligibility of asylum claimants - systematically suspected of
fraud - has been a policy of immigration control socialised and normalised for the sake of the

welfare’s defence (Gordon, 1986).

In this regard, De Haas writes that “politicians and media have frequently portrayed

immigrants and asylum seekers as ‘welfare scroungers’ or ‘welfare tourists’ [...]. This has
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reinforced public perceptions of immigrants and minorities as ‘queue jumpers’ and ‘line cutters’
who get preferential access to public provisions ”” (De Haas, 2023, p. 160). The evidence-based
analysis demonstrates that the overall fiscal impact on welfare depends on how data is read and
other variables (short, medium, long term analysis; local, regional, and national level analysis;
political agenda of the think tank analysing data, their stakeholders, etc.). Broadly, the size of the
fiscal impact of immigration on welfare is actually very small and it tends to be positive in the
long term depending on skills (De Haas, 2023). It could be argued that perfectly aligned with the
current immigration governance agenda, for what concerns the case study’s local reality the aim
of the SAI project is that of producing productive migrants, not dependent on social assistance in
the wider territory for “immigration controls have always been particularly concerned with
controlling the movement of poor people and of keeping the costs to the state of immigration to a

minimum” (Gordon, 1986, pp. 23-24).

As documented by scholars, the local level can be a battleground for set-in-force policies
of exclusion (Ambrosini and Caneva, 2012; Ambrosini and Campomori, 2020; Artero and
Fontanari, 2019), additionally to a fragmented functioning of the diverse reception system’s
segments each characterised by different objectives managed by different administrative bodies
(Campesi, 2018). This pattern is confirmed by the data gathered with the community of

participants, underlying the system’s lack of consistency:

Giulio: "Maybe I do question it [the reception system] sometimes, but I won’t
hide the fact that since the rules [at the Ministry level and in calls for tenders] keep

changing constantly—on everything, always, every year, year and a half, the rules
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change—in the end, I don't even remember them anymore because since I started
working, they’ve probably changed three or four times; it’s absurd. [...] For practical
reasons, I just work with what's there, and then we’ll see, because otherwise, you go
crazy if you keep thinking, ‘it’s not right, it’s not right, it’s not right’ while you’re at
work. Then maybe outside, when there's a need to protest, you do it, but at work, no, it's

difficult.”

The psychotic status of the reception system regulation leads to specific outcomes
relatable also with health and illness: following Campesi (2018), the logic behind the multi-level
reception system is essentially three: containment, confinement, and dispersal. To deepen the
third research question, the logic of dispersal is explicative. Campesi (2018) refers this concept
as the original idea behind the SAI project - and, later on, of the Emergency reception system,
which normalised the state of emergency with the D.L. 142/2015 - of accommodating migrants
in small-scale reception facilities spread over territories. This rationale requires the local
authorities and welfare services willingness to actively work for the asylum seekers and refugees
social inclusion, and Campesi (2018) addresses this point as potentially problematic. The partial
findings of the present study confirm the criticality of a system forcing migrants to reside in a
designed municipality, regardless of social-family ties, and concrete economic opportunities.
According to the participants’ community, the logic of dispersal turns into a logic of re-

displacement when the time of institutional aid ends: migrants excluded by the system are left
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behind or pushed forward, toward “greener pastures”®?. They gradually tend to be pushed out
from the territory, returning to their homeland, going further to other destinations - forcing the
reception system to block and/or cross borders through smugglers and local facilitators
[conduttori] who arrange solutions for people on the move to navigate the “Underground

Europe” borders (Queirolo Palmas and Rahola, 2022).

Delia: There was one person who perhaps left shortly after I told you about him.
In the end, even with humanitarian protection, he was never accepted into the SAI
[Reception and Integration System], and he stayed with us for two years, all the time with
humanitarian protection, remaining in the CAS. Eventually, he decided to return to his
home country [...] but because his situation was quite severe, he was also rejected by the
Assisted Voluntary Return system. So, we ended up paying for his ticket with a

collection; part was contributed by the cooperative, part by us operators, and he returned

82 A terminology used by Gambian migrants to indicate more suitable destinations to settle in.
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on his own, entrusted to another Guinean whom we saw at Fiumicino [airport], because

he didn’t even have access to that.

In this scenario, informal interventions of social workers out of the mandate of their role
appear as a key source, in the same vein as the practice of labelling employment aimed at
securing a residence permit deepened in the previous paragraph. Linda as a Professional educator
and an ex-social worker reports street-level interventions made as a private citizen with
competencies to rescue a young Senegalese man no longer eligible for a place in the reception
system, intervening with both the CSM and social services while hosting the refugee personally
for the primary and still unresolved problem is the housing. The concept of dispersal and
displacement can be then applied to migrants as well as to the informal good practices attempted
by migrants, social workers, and clinics, thanks to their competencies and the knowledge
produced through experiences, under the guidance of capable internal leadership in between the
organisations involved in the study. In this regard they, as a community of practice (Wenger,
1986), are the detaintors of unrecognised and yet important competencies in the perspective of

potential social innovation.

Mariano: a Syrian woman, homeless with a strong psychiatric suffering,
“welcomed” so to say by the Cooperative America Onlus, because [...] You can’t... you
can’t understand her because she speaks a mixture of languages that are difficult to
interpret. After all, she speaks a little Italian, a little German, Arabic, and a few words
that you can’t define in a speech. And then she was assigned a place in the CAS with us.

We implemented a specific work that really worked as a “CAS for vulnerable people” on
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a level, with her - that I think is something that does not exist officially. We also create a
kind of control room with the social services of the Prefecture, the Municipality’s social
services, and the CSM, but here, at the end of the fairy tale, with the Territorial
Commission she takes the international protection and the Prefecture in this case gives
her the revocation [the end of the eligibility to CAS], because there is a conflict of
interests kind of with the territorial services of the Municipality. They say “You
[reception centre] have to take charge of this situation”. Actually, the lady is back on the
street. Now, let’s say we set up in a parking lot a sort of tent, equipped like a shelter...
She has now disappeared for days. I do not know sincerely what happened to her, but she
has returned to the territory, there was no their charge and this is not...? It’s also quite
amazing, how the CSM and the territorial services didn’t feel the person with a social

vulnerability as their competence.

Amid the vacuum left by social territorial services and the marginalisation established by
policies, participants testimony personal and collective initiatives cases where severe social
distress is combined with psychiatric conditions, trying to respond to primary needs. Arguably,
as reported by participants, to establish a causal relationship between social and psychiatric
dimension of distress does not make sense because moving from the Social Model of health,
outcomes are the result of multiple and complex interacting causes. To label a person, not
considering the structural causes of social exclusion and the multiple levels of violence it
causes/it is caused by, offers the chance to avoid a scrutiny of socio-health public policies and

interventions, targeting individual behaviours instead of addressing social determinants. Aligning
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with Roberta Bova’s study The Mental Health of the Migrant Patient (2022), conducted in a
province of North-West Italy, mental disorder is over-represented in migrants population due to
epidemiological studies on global scale carried out with standardised research tools and
excessive medicalization in interpretation of data, failure to investigate effective health care
services’ accessibility and the socio-cultural and political context in which they are operating
(see also Cardano, Giarelli, Vicarelli, 2020). Additionally, the analysis and the positionality of
this study led me to ultimately discuss the possibility and functionality of distinguishing between
social distress and mental disorder in the context where I carried out the research. Assuming with
Scheff (2010; 2017[1999)) that labelling and pharmacologization is itself an action to normalise
and justify an already existing form of social exclusion, the possibility to apply DSM-5s
diagnostic criteria to asylum seekers and refugees follows the same criticism made to its
application in Global South contexts: according to South African scholars, it leads to
perpetuating social inequalities and a systematic injustice through the application of a
neurobiological model from which is cut off the core impact of psycho-social factors (Kriegler
and Bester, 2014). This point is raised and deepened also by Mill in Decolonising Global Mental
Health (2014), Moreover, it is not functional because it prevents us from actually and effectively
intervening in the social context through policymaking and implementation of new models, not
rooted in colonial legacy but in intercultural and innovative refugee-centred tools. With Szasz
(1966, p. 114), mental health suffering should not be read as an illness but as “problems in
living”, in other words, a reaction to an insane treatment. It has been underlined that “users and
survivors of psychiatry” (Mills, 2014) have advocated for a shift away from talk to “illness” and

“disorder” discourse in favour of a terminology able to place us grounded “in a relationship with
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our society and culture” (Plumb, 1994, p. 5 in Mills, 2014, p. 52). In this regard, to speak about
“distress” and “suffering” - Sayad (2000) uses also the Arabic concept of “el ghorba” (%:_2) -
which makes us collectively accountable. As told by the histories of profound pain shared by the
participants, without the social dimension there is no care because the malaise is itself the lack of

a social dimension in which a person is enabled fo feeling like a somebody™’.

83 1 am here recalling Scheff's (2010) reference to Fuller’s (2003) study:

“Feeling like a nobody can obviously result from flagrant rejection. However, it can also occur when rejection is
subtle. This is a difficult point to make because feeling accepted (connected) is not only hard to achieve in real life,
but it is even difficult to describe. There are many terms that are used to describe this state: attunement, shared or
mutual awareness, and so on. We take it for granted because we do it, or at least try to do it, for our entire lives.”
(Scheft, 2010, p. 2)
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6.5 Structural-epistemic violence and pharmaceuticalization:

bordering a new consumer market within the migratory

industry

The nobodies: nobody’s children, owners of nothing. The

nobodies: the no ones, the nobodied, running like rabbits,

dying through life, screwed every which way.

Who are not, but could be.

Who don’t speak languages, but dialects.

Who don’t have religions, but superstitions.

Who don’t create art, but handicrafis.

Who don’t have culture, but folklore.

Who are not human beings, but human resources.

Who do not have faces, but arms.

Who do not have names, but numbers.

Who do not appear in the history of the world, but in the

police blotter of the local paper.

The nobodies, who are not worth the bullet that kills them.

(Eduardo Galeano, 1991, p. 1, from “The Nobodies”)
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In addressing the data analysis in response to the three research questions, it becomes
evident that the phenomena and object of the research are both rooted in violence and perpetuate
violence through social actions and cultural representations. Migration narratives are inextricably
linked to various forms of violence (Artero and Fontanari, 2016; Vacchiano, 2005), with some
being more visible while others remain hidden. It is no coincidence that migrants from the
Global South are often depicted by the Western humanitarian gaze as "victims" in need of
rescue. However, this portrayal itself perpetuates a cycle of violence, as highlighted by the
findings of my research. These individuals are not merely victims but survivors of multiple
forms of violence, and the continued framing of them as passive recipients of aid reinforces the
very dynamics of violence that the humanitarian efforts albeit ambiguously aim to address. The
various forms of violence, including medical violence, can be seen as structural phenomena that
exert significant influence over migrants, rooted in the colonial order of things. Jonathan Galtung
(1969) defines structural violence as the deliberate impairment of fundamental human needs. The
findings of this case study align with this concept, reinforcing the research hypothesis that
psychiatric institutions function at the local level as state instruments of custody and social
control within the broader context of migrant reception management. The interactions among
social and institutional actors highlight how power dynamics shape the lives of migrants, with
psychiatrization employed as a form of medical coercion. This mechanism of control, repression,
and subjectivation by various actors and services creates an internal border, reinforcing a

hierarchical and racially based concept of citizenship (Ong, 1996).
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The theory of structural violence is instrumental in understanding how indirect and
informal practices systematically disadvantage and marginalise specific social groups. Galtung’s
framework (1969) highlights the institutional and structural harms embedded within social,
economic, and political systems. This form of violence manifests when these systems either fail
to meet the basic needs of individuals outside the hegemonic group or actively perpetuate harm
through discriminatory policies, practices, and laws. Structural violence, therefore, is not merely
about direct acts of aggression but encompasses the broader, often invisible, ways in which
systems of power maintain inequality and injustice. In this vein, the pioneering studies of Paul
Farmer offer a pivotal contribution by integrating anthropological insight with a deep
commitment to social justice and public health. His contributions significantly reshaped the field,
demonstrating that health disparities are not merely biological or individual issues but are deeply
rooted in social and economic inequalities. This perspective was crucial in highlighting the
concept of "structural violence": through his ethnographic work, particularly in Haiti, Farmer
showed how global and local power dynamics impact health (see AIDS and Accusation: Haiti
and the Geography of Blame, 1992), challenging simplistic epidemiological explanations of

disease. In the article An Anthropology of Structural Violence (2004) he writes:

Tacitus is credited with the aphorism “They created a desert and called it peace.”
Erasing history is perhaps the most common explanatory sleight-of-hand relied upon by
the architects of structural violence. Erasure or distortion of history is part of the process
of desocialization necessary for the emergence of hegemonic accounts of what happened

and why.
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(Farmer, 2004, p. 308)

Although sufferance is somehow visible in its exteriority, “it’s nobody’s fault” (Farmer,
2004, p. 307). Nobody is accountable and then suffering people are made “nobody” (Scheff,
2010), perpetuating in so doing the pain chains. The voices of the research community brought
forth a narrative that weaves together diverse perspectives on the psychiatrization of migrants'
lives within a specific local Italian context. This narrative reveals how violence is intricately
woven into the very fabric of social structures and daily interactions, shaping the lived
experiences of migrants. It is systematically and indirectly exerted by actors belonging to a social
order while performing their professional duties: “hence the discomfort these ideas provoke in a
moral economy still geared to pinning praise or blame on individual actors. In short, the concept
of structural violence is intended to inform the study of the social machinery of oppression.”
(Farmer, 2004, p. 308). In this regard, an important remark involves the large employment of
pharmaceuticals - prescribed by the psychiatrists, injected by depot, and part of the coercive
treatments (TSO) - within the reception centres. This research accounts for CAS and SAI
facilities in a province of the Marche Region, but grey literature (Accardo ef al., 2022; MEDU,
2014; NAGA, 2023; TAI, 2024) demonstrates that the phenomenon exists also in CPRs,
shedding light on a particularly problematic and not enough visible market of the
pharmaceuticals regime (Williams, Martin, Gabe, 2011). Scholars understand this concept as the
strategic use of therapeutics by a network of institutional and organisational actors (Gabe et al.,
2015), specifically in the context of controlling internal borders. This approach shapes a new

consumer market through the pharmaceuticalization of everyday life. Gabe et al. (2015) critically
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apply the concept of "enhancement" to describe the use of drugs among "healthy" individuals,
extending beyond the conventional understanding of treatment. This perspective challenges the
common notion that pharmaceuticals are solely for the ill, suggesting a broader application
aimed at managing and optimising life within certain socio-political frameworks. I contend that
the administration of medication to asylum seekers and refugees can be seen as a mechanism for
reinforcing social control within a framework of structural and epistemic violence (see Spivak,
2023). In particular, Miranda Fricker (2007; 2017) defines the concept of epistemic injustice as
“a wrong made to someone specifically in their capacity as a knower” (Fricker, 2007, p. 1). It
occurs when a listener attributes low credibility to the speaker's words due to prejudice
(testimonial injustice), and when, at a more fundamental level, a lack of collective interpretative
frameworks results in an individual being disadvantaged in their ability to make sense of their
social experiences (hermeneutical injustice). Fricker (2007) emphasises that these two forms of
epistemic injustice are interconnected and mutually reinforcing. Testimonial injustice can
exacerbate hermeneutical gaps, as marginalised groups are excluded from contributing to the
collective knowledge base. Similarly, hermeneutical injustice can lead to testimonial injustice by
making the experiences of marginalised individuals harder to understand or believe. It is of
central importance that the difficulties in confronting this type of violence, both within academia
and society at large, are taken seriously. As highlighted by Dotson (2011), according to Gayatri
C. Spivak (2023) “one method of executing epistemic violence is to damage a given group’s
ability to speak and be heard.” (Dotson, 2011, p. 236). The members of an oppressed group are
silenced in many different on-the-ground practices, and the data analysis of this study identifies

the medicalization of migrants through the tool of psychiatry as a practice of silencing to be
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added to those already listed (see Dotson, 2011). The increasing pharmaceuticalization of
migrants raises significant ethical and practical concerns that require urgent attention at both
institutional and academic levels. This issue not only impacts the individuals involved but also

reflects broader systemic practices that merit critical examination and debate.

Despite the widespread normalisation of this phenomenon, which only allows external
observers to perceive a limited scope, the rising number of deaths in Italy's CPRs (Centri di
Permanenza per i Rimpatri) has begun to draw significant attention. A recent journalistic
investigation by Rondi and Figoni (2023) shed light on the massive use of psychotropic drugs in
the CPRs aimed at reducing management costs by keeping detained people sedated. The

campaign LasciateCIEntrare®*

, a network of territorial reception facilities monitoring the living
conditions of migrants within the centres, cured the book Dietro le Mura® (Behind the Walls)

(2022) in which are reported 40 official deaths of migrants in the CPRs from their institution in

8 https://www.lasciatecientrare.it/

85 https://www.lasciatecientrare.it/wp-content/uploads/Dietro-le-Mura.pdf

340


https://www.lasciatecientrare.it/
https://www.lasciatecientrare.it/wp-content/uploads/Dietro-le-Mura.pdf

1998 to August 2022. The reported causes of death® are lethal doses of psychotropic drugs or
other pharmaceuticals, overdoses by meds, buried alive, suicides, severe burns, delay in health
care, cardiac arrests (while sedated and tied to the bed; while in isolation), drawing on a nearby
beach, fell by the roof, frozen in the street the night of the release. From August 2022 at least
another two people lost their lives in CPRs, centres managed by private bodies on Prefectures’
allocation. As stressed by ASGI (2024), at the beginning of August 2024 another person under
administrative detention named Belmaan Oussama died in Palazzo San Gervasio CPR. As well
as raised by Ousmane Sylla’s death case in Ponte Galeria CPRS on February 4th, 2024, the
massive use of psychotropic drugs (see in this regard Ferrara and Gennaro, 2024; Di Benedetto
Montaccini and Zandonini, 2015), such as antipsychotics and sedatives, are frequently used as a
means of controlling detainees rather than addressing their mental health needs. This can be seen
as a form of chemical restraint, aimed at suppressing symptoms of distress or protest rather than

offering therapeutic care (NAGA, 2023).

8 The complete table is consultable at Accardo et al., 2022, pp. 147-48-49-50.
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The framework of structural violence erects symbolic structures (Farmer, 2004) that
social sciences refer to as the unthought, a concept employed by Foucault (2005a; 2005b; 2013)
that underscores the implicit and often unconscious norms perpetuating social acceptance of
domination and subjugation - or, of a specific regime of truth. These practices, under alternative
regimes of truth and systems of governance, might otherwise be recognized as criminal acts. This
process reveals how deeply ingrained and normalised these forms of violence are within the
social fabric, obscuring their implications and consequences both on a theoretical and empirical
level. The legitimation of migrants’ inhuman and degrading treatment is part of a national and
international political discourse (Pinelli, 2017) which, for instance, led in 2012 to the ECHR
condemn Italy for violating several articles of the European Convention of Human Rights (see
Hirsi Jamaa and Others v. Italy [no. 27765/09]). And yet, on the micro-level of everyday
practices, the exert of power might be more dissimulated and bracketed: this, according to
Bourdieu, reinforces the misrecognition of the use of force and thus the legalisation of violence
as a structural element within society. Bourdieu’s theory of Symbolic Violence (Bourdieu and
Wacquant, 1992; Burawoy, 2019) explains it as a combination of psychological introjects

(prereflexive) and game-playing elements (reflexive).

Each institution organises its own distinctive game or games—defined by taken-
for-granted assumptions (i//usio) and guiding principles (nomos). If advanced capitalism
is distinguished by its civil society, it might follow that symbolic violence is a
phenomenon of advanced capitalism, at least regarding the game-metaphoric conception

of social structure.

342



(Burawoy, 2019, p. 195)

In this regard, acknowledging how intangible chemicals and labelling internal borders
reinforce an unequal and racializing order of things - contributing to the systematic

marginalisation of migrant people's lives -, appears crucial.

6.7. Conclusions

In this chapter, | have examined the data produced with the community of participants
and analysed through Thematic Analysis (Braun and Clarke, 2006). The analysis revealed

several significant patterns:

e The psychiatrization of migrants within the reception system is understandable as a
practice of social control, due to the intertwining of international, national and local
migration-health policies;

e The management of the migrants’ sending to the CSMs is characterised by short-term,
emergency interventions with high employment of pharmaceuticals, through protocols
that scarcely pose attention to the consent of the patient (indirect institutional pressures,
depot, TSOs); the employment of diagnostic labels and meds is also used as a coping
strategy to obtain the right to stay recognition (e.g. the Residence Permit for Medical
Treatment); ethno-psychiatric and refugee-centred innovative tools can enhance the

approach to migrants’ suffering, yet the political framework is pivotal to significantly
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intervene in reducing the stressors - included the Visa regime, the impairments to human
mobility and the reception system management;

e Labelling non-Western people on the move through Western biomedical categories must
be problematised. To deal with migrants’ suffering, it is pivotal to recognise a psycho-
social model of health, intervening primarily on the social barriers, and an ethno-
psychological approach;

e Structural and epistemic violence is the layer through which the entire case study makes
sense, underscoring the colonial legacy — also recognised as “coloniality of power®”” -

embedded in the order of things from the macro-global level to the micro-local level; a

wider reflection on the use of pharmaceuticals needs to be also addressed within the

migration studies, employing qualitative methods as they are better suited to uncover the

unthought underlying everyday practices;

These findings underscore the complexity of borders within migrations and health

studies, providing empirical support for further social research that might be less focused on the

87 Mignolo, 2013; Ndlovu-Gatsheni, 2013; Quijano, 2000;
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concept of health and illness as universal concepts, employing labels such as “Trauma’ and
“Post Traumatic Stress Disorder,” and more culturally and politically sensitive. These aspects are

broadened in the conclusive chapter.

7. Conclusions and final remarks

7.1. Introduction

This study takes shape from a deep and shared sense of interrogation in the face of
international, national, and local policies for managing migratory flows from the perspective of a
white European person employed in social work who has spent two years directly engaging with
those who have crossed borders and are shaped by borders. The epistemological categories used
to engage with migrants in public discourse and reception centres also seemed inadequate to me,
serving the need to simplify, distance, control, and domesticate—both physically and
conceptually—what are, in every respect, lives or bodies “out of place” (déplacée) (Sayad,
2002b, p. 373). The aim of engaging with this research was to look in depth at a social space,
understanding its symbolic power relations’ structure through the interaction among key social

actors, and the role played by/required to medical power regarding migrants and society.

This final chapter aims to highlight the study's principal findings, revisiting the central
arguments presented throughout the research, and showing how the intersection of migrations

and medicalization reveals deeper insights into power dynamics, social control mechanisms, and
345



the social construction of migrant identities. By examining the implications of psychiatrization
within institutional practices and social discourse, we can better understand how these processes
shape migrants' experiences, rights, and access to effective care, ultimately informing broader
sociological discussions on state, migrations, and governance. Employing the social model of
disability (Shakespeare, 2006) and approaching im-migrations as a “total social fact” (Sayad,
2002b), I argue that it is not appropriate to speak about “health” as the domain of this study, but
about state and social rights for health is socially constructed and determined by the extent to
which society is inclusive and accommodating diversity (Oliver, 1990; Shakespeare, 2006). The
same applies to cultural diversity, to avoid making racialised people “ill” and subjected to

medical practices as a biopolitical commodification of specific social targets.

The chapter highlights the importance of the study (Paragraph 7.2.) and its limitations
(Paragraph 7.3.), providing avenues for further studies and pathways for engagement beyond the
academic realm (paragraph 7.4.). The insights from this study are meant to be not only
academically significant but also socially relevant, suggesting potential collaborations with local
communities, policymakers, and NGOs to address real-world issues. This dual focus ensures that
the knowledge produced here can contribute both to scholarly discourse and the betterment of

people's lives.
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7.2. Importance of the study

Through the data produced by the research community, I examined the core themes that
emerged from the fieldwork addressing the research questions (Chapter 6) and uncovering new
dimensions to explore. Here I am going to provide an overview of the key findings bearing in
mind that the research sought to examine the psychiatrization of asylum seekers and refugees
within the reception system at the territorial level. The findings shed light on several critical
aspects of the take-in-charge of migrants’ mental health, arguing that the dynamic interactions
among actors within the social field (a province in the Marche Region, central Italy) are
recognisable as structural violence (Farmer, 2004; Galtung, 1969) as well as epistemic violence,
an on-the-ground practice of silencing (Dotson, 2011; Fricker,2007; Spivak, 2023). This is the
core outcome of the present study, confirming the research hypothesis that, at the territorial level,
instead of providing care, psychiatric institutions function more as instruments of state custody
and control within the broader framework of migrant management amidst the global markets of
migration (Betts, 2013). The main findings in response to the three research questions are briefly

presented below.

Exploring to what extent the medicalization of migrants' mental health in Italy facilitates
genuine care, and to what extent it functions as a dispositive of social control, the study has
demonstrated that psychiatric interventions with migrants are principally aimed at social control,
with small room for providing genuine care due to the existence many barriers. Among the latter

are the defunding of public health, the cultural barrier and the lack of intercultural competencies,
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amidst global governance of migrations which openly criminalises human mobility as part of the
wider “migratory industry” (Betts, 2013, p. 64). On the other side, the same process of
commodification to which migrant people are subjected within the border regime - including the
stages of facilitation, rescue and control - (Betts, 2013), craft the nationals' social perception of
the non-nationals: the person on the move is perceived as a blackened body, object of assistance,
education and discipline, an “otherness” that is only materially recognised by the state and

mainly in the shape of a social problem (Ong, 1996; Sayad, 2002b).

Regarding how mental health services manage migrants’ distress and what are the main
problems and possibilities of enhancement, the study also demonstrates that mental health
services manage migrants’ mental distress through massive pharmacologization of behaviours
and symptoms, suppressing their communicative contents and then the possibility of mutual
understanding and risignification of experiences. This goes in line with the colonial psychiatry
legacy, demonstrating the still ethnocentric gaze of the Western medical imperialistic domain
over the Global South (Mills, 2014), raising several problems, over which stands out the large
and shared difficulty in guaranteeing an appropriate bio-psycho-social therapeutic intervention,
employing as a core part of its intercultural mediators and ethnopsychiatric competencies. The
latter are proven to be fundamental to enhancing the services aimed at mental health care when it
comes to cultural diversity because they are the basis for therapeutic intervention, preventing the

mere emergency use of chemical straitjacket aimed at reducing sensitivity to suffering.

Responding to the third research question, the study addresses welfare racism and how

this, combined with the neoliberal dismantling of social protections, creates and enforces social

348



barriers to refugees and asylum seekers in accessing a rigidly hierarchised and exclusive society.
In this context, migrant bodies are selected as the labour force and illness represents the very
exclusion from the only possible kind of acceptable “legal” presence (Sayad, 2002b), although
the findings confirm previous studies (Della Puppa and Sano, 2021; Fontanari, 2019) pointing
out that the “unrecognised” asylum claimants are in Italy in situations of extreme marginalisation
and labour exploitation. Comparable fait waits for refugee psychiatric patients, who are holders
of international protection but “vulnerable” as disabled people, thus not eligible for social
inclusion pathways theoretically provided by local bodies. In this regard, fragmentation in policy
implementation at the local level further hinders efforts to provide meaningful aid for migrant
psychiatric patients. The reliance on market-oriented, private-sector solutions creates significant
and systemic gaps in service provision, often leaving critical needs unmet. These gaps are
frequently filled by informal, unsanctioned interventions from social workers, as evidenced by
numerous personal testimonies highlighting their efforts to compensate for the system's
shortcomings. Ultimately, the study underscores the fallacy of psychiatric labels used on
migrants within a social context crossed by barriers which prevent them from pursuing an
acceptable life in which they might experience agency and control, viewing distress as the result

of complex socio-political factors rather than just individual “actual” psychiatric conditions.

The adoption of a specific epistemological framework in this study challenges more
conventional approaches within the field of social sciences. By moving beyond resilient
positivist methodologies, which often prioritise objective measurement and quantification, and

going beside the split beyond research and theories and the orthodoxy of theoretical
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denominations (see Bourdieu and Wacquant, 2002), this research tries to embrace a more
nuanced understanding of social dynamics. The shift towards a constructivist and interpretivist
epistemology allows for a deeper exploration of subjective experiences and meanings that
individuals attach to their realities. This framework is crucial for examining complex social
issues, which as argued by this study result in structural violence and discriminatory welfare
practices. By adopting a non-state/services-based perspective, the study offers richer, more
contextually grounded insights, thus enabling a more comprehensive analysis of how societal
structures impact marginalised groups. By prioritising lived experiences and subjective
perceptions, and the interplay of various social factors, this study contributes to a broader and
more inclusive understanding of how and why political borders and societal barriers work as “the
very instantiation of legal violence (in its originary form)” (Ty, 2019, p. 306), offering potential
pathways for more equitable policy interventions. On this point, the study challenges the implicit
assumptions about health and illness within the Global North, Western perception: medicine

itself can be a tool of violence, control and subjection (Foucault, 2005a; 2005b).

Understanding structural violence through the lens of soft, micro-practices in everyday
life reveals the pervasive and often subtle ways in which power and inequality are reproduced.
This study highlights how seemingly ordinary interactions and institutional routines can
perpetuate structural violence, thus maintaining existing power regimes. For instance, practices
such as discriminatory bureaucratic procedures or biased social service delivery may not be
overtly violent but contribute to the marginalisation and suffering of individuals, maintaining the

internal borders active along the lines of colour and class. The relevance of examining these
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micro-practices lies in the recognition that structural violence is not only a result of grand-scale
policies but is also embedded in daily interactions and institutional norms. By uncovering these
dynamics, the study emphasises the collective responsibility in perpetuating or challenging
systemic injustices, thereby offering insights into how individuals and institutions can contribute

to transformative change.

The research community, conceptualised as a community of practices, plays a vital role
in generating and disseminating knowledge that can potentially drive social change. The study
identifies several areas for development based on the insights gained from this collective effort.
These include the refinement of intervention strategies, the creation of more inclusive policy
frameworks, and the implementation of practices that address the identified gaps in service
delivery. By engaging with the knowledge produced by this community, the study emphasises
the potential for ongoing collaboration and innovation. The relevance of this approach lies in its

focus on practical applications and the translation of research findings into actionable solutions.

Below are listed some possible areas of intervention starting from the knowledges

developed by the research community:

e Training of intercultural mediators and their professional recognition
e Specific training in the mental health field of intervention
e Availability and accessibility of structured services of intercultural mediation

e Employment of socio-cultural experts in private and public services
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e Dissemination of ethnopsychiatry competencies among the work teams involved in the
reception aids and health services; building therapeutic dispositive within the reception
centres and mental health services

e A critical self-reflexive approach to knowledge and its production, reflecting on its
“unthought” categories, including the biomedical domain and the academic systems as
two expressions of power, for a more genuine, fair and free advancement of

epistemology.

A self-reflexive approach can foster the continuous evolution of practices and policies
based on empirical evidence and collective-collectivised expertise, thus fostering a more
responsive and adaptive social research environment. This iterative process of knowledge
development and application is essential for addressing complex social issues and advancing the

field of academic research, preventing it from being self-referential and detached from society.

7.3. Limitations of the study

The very characteristics of this study bear some limitations. To begin, its qualitative
nature and the relatively small sample cannot support the generalisation of the findings.
However, although by all evidence the findings cannot have statistical significance — and
therefore cannot be generalised due to the small community of participants —, they can still
inform other theories and more research on the topic (Bryman, 2012). Additionally in this regard,

they are supported by the relevant literature about migrations, colonial psychiatry, and social
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models of disability: it is arguable then to think that expanding the scope of the study on a larger
sample, e. g. comparing different local realities on a national and international level, by relying

on more financial and time resources, results can be generalisable.

Accessing migrants and medical staff has been challenging. The first group is invisible,
as one of the possibilities of autoregulation for migrants within the social game is "to stick close
to the walls" (Sayad, 2002b, p. 381). If I had not been an insider, probably including their voices
it would have been even more difficult. On this point, it must be highlighted that the intersection
between (perceived) mental illness and migrant people's histories is a very hard-to-reach

dimension, due to many reasons that could be resumed as follows:

e asylum seekers and refugees often are not official patients of public services, according to
the findings of the present study, because amidst a blurred juridical status (also depending
on the legislative management of migration policies from one government to another),
they are in charge to the reception system who is the interlocutor of psychiatric services;

e The cultural stigma over mental suffering prevents migrants in distress from coming out
within their community (and in the hosting community, of which they often do not feel a
part of that and they even fear as it is actively contributing to their mental suffering;

e The structural violence migrants endure, which is associated also with the after-landing
with the reception system and the psychiatric interventions, constitutes a barrier to the
possibility of speaking broadly, as this is the very aim of torture (see Pérez-Sales, 2017),
and in the specific to speak with a white person who does not share their own experiences

as migrants and racialised people;
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Double invisible and hard-to-reach are the migrant women. As told, the only female
participant in this study in the refugee group is notably a person with a high education level,
quite proficient in the academic field and Western paradigm about mental health. When trying to
recruit other female participants in the refugee communities, some withdrew right after accepting
to participate, and with someone else I gave up, realising that there was no possibility of
understanding each other well enough to ensure informed consent. Those considerations are

important to be kept in mind for further research on asylum seekers and refugee people.

On the other hand, medical staff within the territorial services are severely overloaded by
work extra-shifts, lack of work-life balance, and lack of general satisfaction leaving small room
for attunement with a social researcher's requirements, that according to my fieldwork
experience are perceived as an additional extra-shift. Interviewing CSMs staff during work time
lowered the quality of the interviews in terms of depth and thickness. I noticed that excluding
some participants, who cultivate a critical approach to their profession and cover apical positions
in the DSM, it is particularly hard to have a look into the personal experiences of medical staff
because they tend to be covered by the white coat. In other words, their belonging to a
professional category comes first and this is understandable if considering they are employed by
the SSN which exerts a considerable institutional force. On this point, a general lack of time
played a significant role in shortening and compressing the interviews; I found it difficult to
develop a smooth dialogue with medical personnel while conducting the interviews and this

affected my confidence in some cases because I perceived my presence as annoying.
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7.4. Further research and third mission

Keeping in mind the considerations above, it would be interesting to grasp the
perspectives of more people involved among migrant patients, social workers and medical staff
comparing different territorial internal and international realities. To ensure real and effective
care to those who underwent border structural violence, including that exerted by the Italian and
European context, it is pivotal to carry out also comparative studies on migrant people who had
positive experiences of care (e.g. within ethnopsychiatry services), mapping the existence of
mental health services specialised to intervene with migrant people, assessing their impact and
how their models of intervention might be applied to other context ensuring a uniform and
widespread presence across the national territory. As reported by Marvulli (2022) in the
interview with Gianfranco Schiavone (member of ASGI and among the founders of SPRAR,
now SAI system) published on MeltingPot Europa, the UN Convention against Torture and
Other Cruel, Inhuman or Degrading Treatment or Punishment of December 10, 1984 (which
entered into force in Italy in 1989) is a critical international treaty aimed at combating torture and
inhumane treatment worldwide. It obligates signatory states to prevent and criminalise acts of
torture, but also to ensure that survivors of torture can seek justice and reparations, the most
widely possible. Therefore, it obliges states to provide medical and psychological services, as
well as specific social assistance programs, to ensure that victims of torture are adequately
supported in their process of overcoming the suffering they have experienced. Nonetheless, in

Italy, the UN Convention (1984) and the further national guidelines enshrined in the D.L.
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18/2014 are largely ineffective and unimplemented. Studies, as presented here, are fundamental
in developing theories and practices to implement effective mental health services for migrant
people, acknowledging how illegalised journeys and racialised welfare impact the person,
unfolding measures and actions able to meet their specific needs - not social control

expectations.

In this regard, by focusing on power regimes characterised by rigid exclusionary criteria
and racist welfare provisions, this study sheds light on how systemic racism and xenophobia are
institutionalised within social policies. Non-citizens often face barriers to accessing essential
services and resources, reflecting a broader framework of exclusion that is maintained through
discriminatory welfare practices. The relevance of this analysis is twofold: it exposes the
mechanisms through which power and privilege are sustained and it highlights the intersection of
race, citizenship status, and social policy. By documenting and critiquing these exclusionary
practices, the study contributes to the broader discourse on social justice and equity, offering a
critical perspective on how policy-makers and welfare systems can perpetuate inequality. This
examination is crucial for developing more inclusive and fair policies that address the needs of
all individuals, regardless of their citizenship status. To do so, an innovative approach could
include migrant communities in the construction of theories, practices and services aimed at the
full display of juridical and social responsibility toward people on the move and violence
survivors, starting from their participation in scientific research not only as objects of inquiry but

as subjects and communities of knowledges.
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Moreover, as outlined also by other researchers on the topic (Ambrosini and Campomori,

2020; Bloch and Schuster, 2005; Campesi, 2018; Della Puppa and Sano, 2021), asylum seekers
and refugees out from the institutional take-in-charge fall into a blind spot. This is still quite an
unexplored field that might be developed by longitudinal research which follows the after-
reception phases of lives, focusing on further outcomes in terms of mental suffering, stressors
and care systems (“traditional” healing practices within the diaspora communities included). As
told by Sayad (2002b), migration should be not addressed by social scientists as a work, house,
education, or health problem to solve, but as a breaking point to enter the unthought and reflect

on the state, power and society in a politicised way.

Moreover, focusing on psychiatrization as a tool of social control in migration
governance, this research touches on two more topics that can provide interesting lines for
further sociological studies. By examining the use of psychiatric meds with migrants, it can be
deepened on the one hand as a new consumer market in the pharmaceutical industry (Gabe et al.,
2015), and on the other hand as a drug diversion field of observation, for instance, looking at
psychiatric meds sold in the black market to migrants. The pharmaceutical industry can be
framed within the sociological analysis framework of the migrations as a market, or migratory
industry (Betts, 2013), approaching migrations not simply as a social or humanitarian process,
but as a market-driven industry with economic and commercial interests. They include various
actors: recruitment agencies, smugglers, transportation companies, NGOs, lawyers, government
bodies, and even international organisations and reception management, as well as migrants’

health management, can be understood as a part of this global value chain.
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Ultimately, this research can be practically employed in projects like the one that has
been recently funded by Fondo Asilo, Migrazione e Integrazione (FAMI) 2021-2027 in Marche
Region, aimed at developing the regional project “Azioni integrate del Servizio sanitario della
Regione Marche per la salute psicofisica dei migranti forzati e dei minori non accompagnati’.
The purpose of this project is to build a territorial network between institutions to provide
solutions for the prevention, care, and rehabilitation of the psycho-physical health problems of
asylum seekers and holders of international protection. The lead partner of the project is the
Marche Region - ARS Marche/Observatory on Health Inequalities, in partnership with the five
Territorial Health Agencies (AST) and three private Social Cooperatives. According to the
Regione Marche (2024), “multidisciplinary teams will be created for the prevention, diagnosis,
treatment, and rehabilitation of the psychological distress of migrants. Mobile information and
needs assessment desks will be deployed. Innovative solutions for supporting psycho-physical

distress aimed at achieving autonomy will be tested, with a final evaluation of the impact of the
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trial”®®. In doing so, it can be useful to draw on findings from critical studies on the topic in order
to use public funds effectively, avoiding the perpetuation of practices that have been highlighted

as part of a system of structural violence.

7.5. Conclusions

Through an in-depth exploration of the territorial reception system and its management of
migrants' mental health, this study has shown how psychiatric care for migrants, while ostensibly
meant to provide support, often functions as an instrument of social control within a framework
of structural violence. This aligns with broader trends of state power, medicalization, and the
commodification of migrant lives, reinforcing exclusionary systems and discriminatory practices.
The research underscores that psychiatric interventions with migrants rarely serve their intended

purpose of genuine care. Instead, they reflect a legacy of colonial psychiatry and biopolitical

8 Own translation from Italian. The original text is consultable in the following link:
https://www.regione.marche.it/News-ed-Eventi/Post/104490/Le-Marche-destinatarie-di-un-finanziamento-Fami-di-
1-1-milioni-di-euro-per-la-tutela-della-salute-psicofisica-dei-migranti-forzati-e-dei-minori-non-accompagnati
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control, often manifesting in the excessive pharmacologization of migrant distress, rather than
facilitating meaningful, culturally sensitive therapeutic engagement. By highlighting the cultural
and systemic barriers that hinder adequate care, the study calls attention to the urgent need for
intercultural competencies and ethno-psychiatric interventions within mental health services,
especially for those who have experienced surviving displacement and violence. In addressing
welfare racism and the neoliberal dismantling of social protections, the study sheds light on how
migrants are systematically excluded from meaningful inclusion in society, with illness itself
becoming a marker of social marginalisation. The inability of the reception system to provide
consistent and appropriate mental health care to refugees and asylum seekers reinforces their
vulnerability and perpetuates their exclusion from the social protections that they are legally

entitled to.

This research has also contributed to the understanding of how structural violence
operates not only through grand policies but also in the micro-practices of everyday institutional
interactions. The subtle, often invisible ways in which power is exercised through discriminatory
bureaucratic processes and biased service delivery deepen the marginalisation of migrant
populations, particularly in a context that prioritises control over care. By centring these
dynamics, the study advances a critical lens on how welfare systems are complicit in upholding

systems of exclusion, reinforcing societal hierarchies based on race, class, and citizenship status.

Furthermore, the research highlights the importance of self-reflexivity in knowledge
production, urging scholars and policymakers alike to critically engage with the unexamined

categories and assumptions that underpin current systems of care and control. In conclusion, this
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study not only illuminates the pressing issues surrounding the medicalization of migrations and
its broader social implications but also points towards potential pathways for change. It calls for
more inclusive, equitable, and culturally competent mental health services, greater attention to
the lived experiences of migrants - including the academic responsibility of doing research on
migrants or with migrants -, and an ongoing critical engagement with the power dynamics that
shape their reception and care. The latter is a concept that, if actualised in practice, might be able
to guarantee safer work environments and personal well-being for medical staff and social
workers. This research lays the groundwork for further exploration and action in both academic
and practical realms, with the ultimate goal of promoting social justice and human dignity

regardless of their legal-ised status.
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