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INTRODUCTION 
 

 

 

 

 

 

 

 
 

When identifying the Sustainable Development Goals (SDGs), global leaders have tried to 

include all the crucial objectives that need to be achieved by 2030. Even before the pandemic, it was 

clear that health needs to be considered as a major focus for our societies, economic systems and 

governments. Thus, SDG3 consists in ensuring healthy lives and protecting well-being for all at all 

ages implying that no sustainable world can be created if somebody’s health is in danger. Specifically, 

well-being and health are not only related to everyone’s physical condition, but to their mental one 

too as demonstrated by the target and indicators included in SDG3.4.  

Considering human rights protection and promotion, the right to health has always been 

recognized. However, mental health has long been given a secondary role in the definition of health 

or it has been considered as less important than physical health even if it is crucial for individual and 

social well-being. Societies can be considered to be wealthy when everyone – meaning nationals and 

non-nationals residing on the territory – is properly protected and included.  

Building on these premises, the research question of this study is: how is the right to mental 

health protected in Europe, specifically in regard to asylum seekers’ therapy and integration in 

Belgium and Italy?  

The first Chapter of this analysis will focus on the legislative and policy instruments protecting 

the right to mental health. Mental health protection and human rights promotion are deeply connected 

as preserving the former is complementary to defending the latter and they strengthen each other.  

European Countries need to comply with customary international law and with other legally 

binding instruments, which can be divided into three categories, the instruments at a global level, 

those in the context of the Council of Europe and those concluded in the framework of the European 
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Union, in which the EU policy and legislation are also applied. As far as the global instruments are 

concerned, two documents will be analyzed: the Universal Declaration of Human Rights (1948) – 

and specifically its Article 25(1) – and the International Covenant on Economic, Social and Cultural 

Rights (1976) – with a focus on Article 12.  

Then, the Chapter will proceed with the European Convention of Human Rights (1950), with 

specific reference to Article 5. Moreover, the jurisprudence of the European Court of Human Rights 

will be recalled through three cases: Winterwerp v. Netherlands (1979), Aerts v. Belgium (1998) and 

Stanev v. Bulgaria (2012). In fact, the 1979 case has been the first psychiatric case ever judged by 

the European Court of Human Rights and represents a crucial reference for the subsequent 

jurisprudence of the Court. Another instrument in the context of the Council of Europe is the 

European Social Charter, adopted in 1961 and revised in 1996, and its Articles 11 and 15.  

The issue of mental health protection and promotion will be also analyzed in the framework 

of the European Union as it can be considered to be relevant, as demonstrated by 2018 MP v Secretary 

of State for the Home Department case judged by the Court of Justice of the European Union. In the 

EU, three legal instruments are involved – namely, the Treaty on the European Union (TEU), the 

Treaty on the Functioning of the European Union (TFEU) and the Charter of Fundamental Rights of 

the European Union.  

Lastly, the Chapter concludes with the analysis of the EU health policy and the proposal made 

by the President of the European Commission Ursula von der Leyen for the creation of the European 

Health Union.  

Once concluded the study of the legislative and policy tools, this work proceeds with an 

overview on the Belgian and the Italian healthcare systems. Focusing on these two Countries and 

their legislation on mental health protection and promotion has been necessary in order to proceed 

with an in-depth analysis. The selection of these two Countries is based on two main criteria: first, 

my research interest in both the Belgian and Italian cases; second, the fact that in both Countries the 

healthcare system is organized in a decentralized way, through the cooperation between the central 

State and local authorities. Moreover, these two Countries – belonging to the six Founding States of 

the European Coal and Steel Community – register similar GDP per capita and similar public 

spending for the healthcare sector. Furthermore, they both have a strong welfare system and are 

frequently characterized by an unstable political system in which governmental continuity is rarely 

guaranteed due to the high number of political parties involved. Lastly, they both have a geographical 

cleavage based on the North-South divide.  

The second Chapter provides the foundational elements of both the Belgian and the Italian 

healthcare and mental health care systems, introducing how mental health is discussed at the 
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institutional level and the measures taken and compares their public spending, effectiveness and 

accessibility.  

The third and last Chapter of this study considers and compares the situation of asylum seekers 

and their access to therapy and their integration in Belgium and in Italy from 2015 until today (the 

so-called pooled analysis). As the term ‘migrant’ is a very broad one, it was necessary to choose a 

sub-category. The choice is not only based on my research interests in asylum law and policies, but 

also on the relevance of the difficult conditions experienced by asylum seekers before, during and 

after migration. Specifically, this Chapter is aimed at understanding the relationship between the 

access to mental health services and integration of asylum seekers, since access to healthcare services 

and, more specifically, to mental health care is considered one of the main indicators of migrant 

integration. The level of analysis of this study is clearly macro, as it involves institutions, structures 

and groups. The research method will be qualitative, and the data collection method will be based on 

documents and discourses. Thus, a document analysis will be conducted. First, preliminary remarks 

on the relationship between migration, asylum and mental health will be made, providing an insight 

on the major risk factors and the disorders affecting asylum seekers; secondly, the welcoming systems 

in place in Belgium and Italy will be presented, with a specific focus on mental health services and 

on the action of the Red Cross and Médecins Sans Frontières; lastly, the relationship between mental 

health protection and integration will be addressed.  

 This work will somehow give voice to those who are too often neglected and to all the 

diseases, conditions and disorders that are not investigated enough, specifically in regard to asylum 

seekers. Having experienced trauma, violence, death, persecution and many other life-changing 

experiences, asylum seekers – as all human beings – deserve to be heard, to receive therapy and to 

start their own journey towards a life in dignity and health.  
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CHAPTER 1 

 

RIGHT TO MENTAL HEALTH IN EUROPE: LAW AND POLICY 
 
 
 
 
 
 
 
 
 

1.1 Global instruments protecting the right to mental health in Europe 

 

1.1.1 Human rights and mental health  

 

Human rights promotion and mental health protection are profoundly connected. 

Safeguarding the former is, in fact, complementary to defending the latter and they reciprocally 

strengthen one another. Thus, as mental health can be damaged by human rights violations, the 

organization and delivery of mental health services could infringe human rights (Lewis 2002). 

It can be argued that human rights law plays a crucial role in the framework of protecting 

mental health for two main reasons. First of all, human rights law represents the only legal tool 

enabling international scrutiny and monitoring on national policies and practices in the field. More 

importantly, human rights are not concessions by a benevolent government, they are possessed by 

each human being without exception, therefore including those with mental illnesses or disabilities 

(Gostin 2000). 

Nonetheless, comprehensive, multi-dimensional and systematic studies of human rights and 

mental health are rare (Gostin 2000). “Yet, mental health and human rights are both powerful, modern 

approaches to advancing human well-being; by viewing these two fields together, rather than in 

isolation, they become mutually reinforcing” (Gostin 2000, 127).   
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Building on these premises, it is necessary to trace the development of the discourse on human 

rights and the instruments used to protect them, since they have deeply influenced healthcare 

regulation in many jurisdictions (McHale 2010). In this regard, it is important to recall that human 

rights can be divided into two categories – meaning, ‘negative and ‘positive’ rights. ‘Negative’ rights 

are typically referred to as civil and political rights, such as the right to life and the right to privacy 

and family life. Such rights, which have long been recognized in both national jurisdictions and the 

international context, do not imply expenditure of public funds. On the contrary, ‘positive’ rights, 

which have been more recently developed, are usually defined as socio-economic rights and do 

foresee public spending. They include, for example, the right to health and the right to education 

(McHale 2010). This distinction between ‘negative’ and ‘positive’ rights can be used as a valuable 

instrument guiding the research on human rights and mental health protection and promotion, as the 

implementation of such rights may differ, often due to resources constraints. 

In the European context, many international instruments for the protection of fundamental 

rights are applied. Furthermore, the protection of the right to mental health has taken on different 

forms within the framework of human rights protection and promotion. Instruments not directly 

referring to mental health have also been able to protect it on the basis of the profound connection 

between all fundamental rights and mental health protection.   

 

1.1.2 The Universal Declaration of Human Rights  

 

The Universal Declaration of Human Rights (1948) surely represents one of the major 

globally recognized sets of standards protecting human rights. Even if it was not legally binding at 

the time of its promulgation, its essential provisions are considered to have acquired the status of 

customary international law and, as a consequence, they bind the whole international community. 

Not only does the Universal Declaration of Human Rights represent what ‘human rights’ mean for 

the international community, but it also constitutes an inspiration for many successive legally binding 

instruments protecting human rights (Gostin 2000).  

In the field of healthcare and mental health care, it is necessary to refer to Article 25(1), which 

states:  

 

Everyone has the right to a standard of living adequate for the health and well-being of himself and of his 

family, including food, clothing, housing and medical care and necessary social services, and the right to 

security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in 

circumstances beyond his control (United Nations 1949, 7). 

 



 8  

 Even if this Article does not directly refer to mental health, it does protect the right to a 

standard of living sufficient enough to protect health and well-being, both of the individual and their 

family, regarding medical care as one of its constitutive elements. Furthermore, Article 25(1) refers 

to the right to security in case of sickness or disability, which could be extended to mental illnesses 

and disabilities.  

 

1.1.3 The International Covenant on Economic, Social and Cultural Rights  

 

 Another global instrument for the protection of human rights that can be considered relevant 

in the field of mental health protection and promotion is the International Covenant on Economic, 

Social and Cultural Rights (1976). This legally binding instrument explicitly refers to the protection 

of the right to mental health in Article 12, which states:  

 

1. The States Parties to the present Covenant recognize the right of everyone to the enjoyment of the highest 

attainable standard of physical and mental health. 

2. The steps to be taken by the States Parties to the present Covenant to achieve the full realization of this right 

shall include those necessary for: 

(a) The provision for the reduction of the stillbirth-rate and of infant mortality and for the healthy development 

of the child; 

(b) The improvement of all aspects of environmental and industrial hygiene; 

(c) The prevention, treatment and control of epidemic, endemic, occupational and other diseases; 

(d) The creation of conditions which would assure to all medical service and medical attention in the event of 

sickness (United Nations General Assembly 1976, 4).  

 

The history of this provision of a right to health is connected to its wide-ranging origins in the 

Universal Declaration of Human Rights and, more specifically, to the above mentioned Article 25 

which joins the right to health and the right to an adequate standard of living (Saul et al. 2014).  

While Article 12(1) contains a definition of the right to health, considering both the physical 

and mental dimension, Article 12(2) provides a non-exhaustive and exemplifying list of duties States 

Parties need to respect (Committee on Economic, Social and Cultural Rights 2000). 

In its non-binding though politically relevant General Comment No. 14 of August 2000, the 

UN Committee on Economic, Social and Cultural Rights, the body responsible for monitoring the 

application of the International Covenant on Economic, Social and Cultural Rights, provided an in-

depth interpretation of Article 12 and of its implementation (Peers et al. 2014). Considering the right 

to health as the fundamental precondition for the enjoyment of other human rights, the Commission 
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suggested that its realization can be pursued and achieved through several dimensions. Thus, Article 

12 goes beyond the mere realization of the right to health care as such but takes into account the 

several social and economic factors allowing individuals to actually conduct a healthy life and 

includes the primary determinants of health. Specifically, the Commission sustained that the right to 

health holds both freedoms, such as the right to be free from torture, and entitlements, including for 

example the right to a healthcare system ensuring equal opportunities for individuals to enjoy the 

highest level of health (Committee on Economic, Social and Cultural Rights 2000).  

Proceeding with the in-depth examination of Article 12, the Committee identified four crucial 

factors which contained the right to health at all its levels and in all its forms, whose application relies 

on the specific situation of each State party. The first element is availability, meaning that functioning 

public health and healthcare facilities, goods, services and programs, whose specific nature can vary 

according to State-related conditions, such as the level of development, need to be present and 

available. Secondly, accessibility constitutes an essential element since health facilities, goods, 

services and programs have to be accessible to all individuals. Furthermore, accessibility can be 

understood through four dimensions: non-discrimination, physical accessibility, economic 

accessibility (also referred to as affordability) and information accessibility. When referring to non-

discrimination, the Committee recalled that the Covenant forbids any type of discrimination, also 

towards those having mental disabilities. The third factor is acceptability, meaning that health 

facilities, goods, services and programs are expected to be respectful of medical ethics and to be 

culturally appropriate. Lastly, the fourth element is quality, which can be understood as scientific and 

medical appropriateness and quality of health facilities, goods, services and programs, as disposal of 

sanitation, water, drugs and medical equipment and, of course, capable and skilled health 

professionals (Committee on Economic, Social and Cultural Rights 2000).  

As emerges from the General Comment No. 14, mental health is not only considered as a 

fundamental component of human health in Article 12(1), but it is also referred to in Article 12(2)(d) 

when addressing the duty of States Parties to ensure medical services and attention in case of sickness, 

both physical and mental (Committee on Economic, Social and Cultural Rights 2000).  

Lastly, the Committee examined the obligation of States Parties in regard to the Covenant in 

general and, more specifically, to Article 12. Recognizing the progressive nature of the realization of 

the provisions of the Covenant and reminding the several limitations due to scarcity of resources, the 

Committee recalled the duty of all States Parties to respect their immediate obligations in the context 

of the right to health, such as the responsibility to take the concrete, deliberate and targeted steps to 

implement Article 12 as stated in Article 12(1) and to respect the non-discrimination clause of Article 
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12(2). Moreover, States are obliged to respect, protect and fulfill the right to health, as all other human 

rights contained in the Covenant. 

As demonstrated by the analysis of these two global instruments for the protection of human 

rights – meaning the Universal Declaration of Human Rights and the International Covenant on 

Economic, Social and Cultural Rights – safeguarding fundamental rights ensures also the protection 

of the right to mental health, both in general and with specific reference to mental disabilities. Thus, 

when referring to the European context, they represent two major points of reference both for States 

and regional organizations.  
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1.2 Protection of the right to mental health in the context of the Council of Europe 

 

Notwithstanding the relevance of the global instruments for the protection of human rights, 

throughout the 20th century European States have also provided themselves with regional legally 

binding documents, to further safeguard fundamental human rights. Narrowing the geographical 

focus down from the whole international community to the European continent only, the analysis 

must proceed by considering the context of the Council of Europe.  

 

1.2.1 The European Convention on Human Rights  

 

Within this scenario, the 1950 Convention for the Protection of Human Rights and 

Fundamental Freedoms has been remarkably important in framing the discourse on human rights in 

Europe (McHale 2010). The Convention, usually referred to as the European Convention of Human 

Rights, is particularly relevant not only for the innovations introduced and the originality of the rights 

enumerated and protected, but because supranational legal procedures ensure its collective 

enforcement (Harding 1989). Thus, the implementation of the Convention is supervised by the 

European Court of Human Rights.  

The structure and, as a consequence, the functioning of the Court has changed throughout 

time. Protocol 11 to the European Convention on Human Rights, signed in May 1994 and entered 

into force in November 1998, has modified the control mechanisms of the Convention by creating a 

single Court of Human Rights – substituting the division of competences between the European Court 

of Human Rights and the European Commission of Human Rights – and establishing the right for 

individual complaints (Miller 1998).  

Before 1998 the procedure involved not only the Court but also the Commission and the 

Committee of Ministers, the former composed of lawyers from the Member States of the Council of 

Europe and the latter comprising the foreign ministers of the Member States. The Commission was 

in charge of filtering complaints of a supposed breach of the Convention and deciding on their 

admissibility, then referring the most relevant cases to the Court. The Committee played two main 

roles: it had to monitor the implementation of a judgement, after having received the opinion of the 

Commission and the judgement of the Court; it had the ability to establish whether there had been a 

violation only when a case had not been transferred to the Court and it could recommend the State 

involved to provide the victim with a compensation (Miller 1998). 

Protocol 11 profoundly changed this structure as the single Court now rules both on the 

admissibility and on the merits of all complaints. Thus, the Committee is only in charge of monitoring 



 12  

the implementation of the Courts’ judgements (Miller 1998). The Court is now composed of 47 

independent judges, one per each Member State of the Council of Europe, which are nominated by 

the Parliamentary Assembly of the Council of Europe from a list proposed by Member States. Within 

the Court, judges can work according to different formations, among which there is the Grand 

Chamber (International Justice Resource Center 2021).  

For what concerns individual complaints, the innovation introduced by Protocol 11 is the 

impossibility for Member States to allow or not allow applications made by their citizens, on the basis 

of a declaration. In 1998 the optional nature of the right of individuals to make a petition was removed 

and since then States have been obliged to follow up on the jurisprudence of the Court. Moreover, 

individuals have been allowed to directly appear before the Court, as the previous stages were 

removed by Protocol 11 (Miller 1998).  

As far as the right to health and mental health is concerned, Article 5 of the Convention on the 

right to liberty and security has been considerably used in this context. In fact, its interpretation 

emerging from the jurisprudence of the Court has influenced the advancement of healthcare rights in 

Europe (McHale 2010). Specifically, Article 5(1), its paragraph (e) and Article 5(4) state as follows: 

 

1. Everyone has the right to liberty and security of person. No one shall be deprived of his liberty save in the 

following cases and in accordance with a procedure prescribed by law:  

[…] 

(e) the lawful detention of persons for the prevention of the spreading of infectious diseases, of persons of 

unsound mind, alcoholics or drug addicts or vagrants; 

[…] 

4. Everyone who is deprived of his liberty by arrest or detention shall be entitled to take proceedings by which 

the lawfulness of his detention shall be decided speedily by a court and his release ordered if the detention is 

not lawful (Council of Europe, European Court of Human Rights 1950, 8-9). 

 

 Article 5 of the Convention is aimed at ensuring the right to liberty, but it foresees the 

possibility of detention if one of the enumerated conditions occurs. In particular, when referring to 

the mental health context, it is necessary to analyze Article 5(1)(e), which refers to ‘persons of 

unsound mind’, a term now considered to be outdated and stigmatizing for those suffering from 

mental illnesses or having mental disabilities. Thus, this Article does not create a right to be treated 

nor a right to appropriate hospital care, but it allows States to detain people with mental disabilities 

in suitable hospitals, clinics or institutions only (Lewis 2002). 

In this regard, even if Article 5(1)(e) does not explicitly foresee on what grounds detention 

can be considered lawful and justified, the jurisprudence of the Court has imposed rigorous standards. 
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The Court has defined the term lawful as a procedure prescribed by law and, as a consequence, not 

arbitrary. Moreover, the Court has established that ‘unsound mind’ refers to a mental illness 

authorizing restrictions aimed at granting care and treatment. Furthermore, the lawful detention – 

with exceptions made for emergencies – needs to respect three minimal conditions: first, an individual 

shall be declared of ‘unsound mind’ on the basis of objective and reliable medical expertise; second, 

the mental illness concerned must be considered as necessarily requiring compulsory isolation, for 

either its kind or degree; third, confinement is justified only if the illness or disorder persists to the 

point that individuals must be constantly monitored and discharged in case of improvement (Gostin 

2000). 

 Proceeding with the analysis of Article 5, Article 5(4) guarantees a due process in case of 

unlawful detention. This provision also applies to psychiatric patients involuntarily hospitalized, 

either civilly committed or following criminal proceedings in hospitals, institutions or prisons. 

Focusing on the key words of Article 5(4), the provision applies to ‘everyone’, the proceeding needs 

to occur ‘speedily’ and to be performed by a ‘court’ having the power to ‘release’ – excluding any 

executive decision (Harding 1989).  

 For what concerns the right to compensation for Article 5 violations, it is necessary to look at 

Article 5(5), which states: “Everyone who has been the victim of arrest or detention in contravention 

of the provisions of this Article shall have an enforceable right to compensation” (Council of Europe, 

European Court of Human Rights 1950, 9). Thus, national courts are entitled to enforce the right to 

compensation established in Article 5(5), which is the only Article of the Convention in which 

compensations are explicitly foreseen. This demonstrates the importance given to a possible violation 

of this Article (Lewis 2002). 

 As demonstrated by the evolution of the interpretation and application of Article 5, the 

jurisprudence of the European Court of Human Rights is particularly relevant especially in the field 

of health and mental health protection1. The Court has, in fact, also developed new terms in order not 

to use outdated but also discriminatory labels (European Union Agency for Fundamental Rights 

2011).  

 

 

 

 

 
1 For a comprehensive list of health-related cases by the European Court of Human Rights, please refer to: European 

Court of Human Rights (2015), «Health-related issues in the case-law of the European Court of Human Rights», thematic 
report, available at https://www.echr.coe.int/Documents/Research_report_health.pdf.  

 



 14  

1.2.2 The jurisprudence of the European Court of Human Rights  

 

The first case on mental disability and mental health to ever reach the European Court of 

Human Rights is Winterwerp v. Netherlands (1979)2. Thus, being the first psychiatric case to be 

regarded as admissible by the Commission and referred to the Court, this case is largely considered 

to be relevant for having determined the aforementioned interpretation of Article 5 and its subsequent 

consideration in other cases (Harding 1989).  

Suffering from a serious cerebral trauma due to an accident, in 1968 Mr. Winterwerp, a 

Netherlands national, was committed to a psychiatric hospital due to an emergency procedure after 

having voluntarily received treatment since September 1967. Six weeks later, on his wife’s 

application, an order made by the District Court of his place of residence confined him to the same 

hospital. Subsequently, on his wife and the public prosecutor’s application, the Regional Court 

renewed the order from one year to another, building on medical reports produced by the applicant’s 

doctor. Mr. Winterwerp complaint regarded the procedure followed and, more specifically, he 

objected that he was neither heard nor notified of the orders concerning his confinement, that he was 

not granted any legal assistance and that he was not allowed to challenge the medical reports that had 

justified the renewal of the orders. Moreover, he invoked the decisions taken after his requests to be 

discharged and his loss of civil capacity (European Court of Human Rights 1979). 

The case was referred to the European Court of Human Rights by the Commission and by the 

Government of the Netherlands but, before reaching the Court, it had been presented to the 

Commission by Mr. Winterwerp. In his application to the Commission (December 13, 1972) Mr. 

Winterwerp claimed that he “was being arbitrarily deprived of his liberty, that he had not been 

allowed a hearing by a court and that he had not been informed of the decisions by which his 

confinement was several times prolonged” (European Court of Human Rights 1979, 12). On 

September 30, 1975 the Commission accepted the application and examined it by referring to Article 

5 of the European Convention of Human Rights. Furthermore, during the proceedings, Mr. 

Winterwerp’s lawyer sustained that his client had been deprived of his capacity to administer his 

possessions (European Court of Human Rights 1979). Thus, another claim was introduced on the 

basis of Article 6(1) of the Convention protecting the right to a fair trial, which states: 

 

 
2 For the full text of the judgement, please refer to: European Court of Human Rights (1979), «CASE OF WINTERWERP 

v. THE NETHERLANDS (Application no. 6301/73)», judgement, available at https://www.globalhealthrights.org/wp-

content/uploads/2013/01/ECtHR-1979-Winterwerp-v.-Netherlands.pdf. 
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In the determination of his civil rights and obligations or of any criminal charge against him, everyone is 

entitled to a fair and public hearing within a reasonable time by an independent and impartial tribunal 

established by law. Judgment shall be pronounced publicly but the press and public may be excluded from all 

or part of the trial in the interests of morals, public order or national security in a democratic society, where 

the interests of juveniles or the protection of the private life of the parties so require, or to the extent strictly 

necessary in the opinion of the court in special circumstances where publicity would prejudice the interests of 

justice (Council of Europe, European Court of Human Rights 1950, 9). 

 

 After having provided its own opinion in the 1977 report, the Commission referred the case 

to the Court. While the Court established that an infringement of Article 5(4) and Article 6(1) had 

been committed by the Netherlands, no violation of Article 5(1) was found.  

Before getting into the analysis of the facts and the potential violations and after having 

recalled the national legislation involved, the Court expressed a far-reaching interpretation of the term 

‘unsound mind’, which is not explicitly defined in Article 5 and cannot have an absolute definition. 

Thus, the Court referred to it as:  

 

a term whose meaning is continually evolving as research in psychiatry progresses, an increasing flexibility in 

treatment is developing and society’s attitude to mental illness changes, in particular so that a greater 

understanding of the problems of mental patients is becoming more wide-spread (European Court of Human 

Rights 1979, 13).  

 

 Thereafter, the Court tried to understand whether Mr. Winterwerp’s detention was justified 

under Article 5(1)(e) and whether there had been a breach of Article 5(4) in the refusal to release the 

applicant in case the conditions justifying the containment may have changed (Mowbray 2012). 

Specifically, it is with the Winterwerp v. Netherlands case and with paragraph 39 of the judgement 

that the Court established the criteria according to which a person considered of ‘unsound mind’ can 

be legally detained (Lewis 2002). Even though a breach of Article 5(1)(e) was not found in this case, 

what has been affirmed by the Court has had an impressive value since then. Of course, the core 

elements of this judgement regard Article 5(4) and Article 6(1) which were, on the contrary, 

considered to have been violated. The Court affirmed that, since the conditions initially justifying 

one’s detention on the basis of his or her ‘unsound mind’ may cease to exist, it would not be 

appropriate to interpret the confinement foreseen in Article 5(4) as immune from periodic reviews of 

the requisites. Moreover, Article 5(4) was violated as the applicant was not granted the right to 

participate in the proceedings, either personally or through a legal representative. Furthermore, the 

several orders involving Mr. Winterwerp where either issued from bodies not possessing the 
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characteristics of a court or failed to ensure the guarantees foreseen by Article 5(4) (European Court 

of Human Rights 1979).  

Even if the Commission had not expressed itself on the matter of Article 6(1), the Court 

sustained that it had the jurisdiction to rule on this complaint. The Court assessed a violation of Article 

6(1), considering it as connected with the other complaints, though regarded as subsidiary. In fact, 

the Court affirmed that “the capacity to deal personally with one’s property involves the exercise of 

private rights and hence affects ‘civil rights and obligations’ within the meaning of Article 6 para. 1” 

(European Court of Human Rights 1979, 25-26).  

Given its outstanding relevance in the field of mental health protection, the Winterwerp v. 

Netherlands case paved the way to subsequent cases brought before the European Court of Human 

Rights. Thus, Winterwerp v. Netherlands has been referred to in other cases, such as Aerts v. Belgium 

(1998)3 and, more recently, the Stanev v. Bulgaria case (2012)4.  

As far as Aerts v. Belgium is concerned, the case regarded the detention of Mr. Aerts, a Belgian 

national, in a ward of the psychiatric wing of Lantin Prison following a detention order waiting for 

his confinement in an appropriate institution chosen by the competent Mental Health Board. On 

March 22, 1993 the Mental Health Board indicated the Paifve Social Protection Centre as the 

appropriate place for Mr. Aerts to be detained. The Court found a violation of Article 5(1) and of 

Article 6(1), while no breach of Article 5(4) and Article 3 were identified (European Court of Human 

Rights 1998).  

Specifically, when presenting the argument in favor of the violation of Article 5(1) the Court 

considered what it had previously stated in Winterwerp v. Netherlands as reference. In paragraph 46 

of the judgement the Court recalled that, in order to comply with Article 5(1), detention not only 

needs to be lawful and in accordance with national law, but it also needs to protect the individual 

from arbitrary decisions. In this regard, paragraphs 39 and 45 of Winterwerp v. Netherlands constitute 

a point of reference by providing the interpretation of the Article the Court applied in Aerts v. Belgium 

(European Court of Human Rights 1998). 

For what concerns Stanev v. Bulgaria, regarding Mr. Rusi Kosev Stanev’s placement in the 

Pastra social care home for adults with mental disorders, based on his mental condition – namely, 

schizophrenia. The Court found a violation of Article 5(1), Article 5(4), Article 5(5), Article 3, alone 

and in conjunction with Article 13 and a breach of Article 6(1).  

 
3 For the full text of the judgement, please refer to: European Court of Human Rights (1998), «CASE OF AERTS v. 

BELGIUM (61/1997/845/1051)», judgement, available at https://www.globalhealthrights.org/wp-

content/uploads/2013/02/ECtHR-1998-Aerts-v-Belgium.pdf. 
4 For the full text of the judgement, please refer to: European Court of Human Rights (2012), «CASE OF CASE OF 

STANEV v. BULGARIA (Application no. 36760/06)», judgement, available at https://www.globalhealthrights.org/wp-

content/uploads/2014/09/Stanev-v-Bulgaria_ECtHR-Judgment_17.01.12.pdf. 
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In particular, when examining the content of Article 5(1), both in general and with specific 

reference to this case, the Court recalled what it had already stated in Winterwerp v. Netherlands. In 

paragraph 145 the Court did, in fact, refer to paragraph 39 of the 1979 case and sustained that no 

individual can be deprived of his or her liberty on the basis of being of ‘unsound mind’, unless three 

conditions occur – meaning, the reliability of the diagnosis; the kind and degree of the mental disorder 

requiring confinement; the continuity of the confinement based on the persistence of such disorder 

(European Court of Human Rights 2012). Moreover, in paragraphs 155 and 156 the Court applied 

those considerations to the case. The Court reaffirmed what it had stated in paragraph 40 of 

Winterwerp v. Netherlands – namely, national authorities’ partial discretion in evaluating the 

evidence and the Court’s role to review decisions and make sure they comply with the Convention. 

It also determined that, even if there had been a report assessing Mr. Stanev’s condition, the two years 

that had passed between the expert’s analysis and the transfer to Pastra social care home were an 

excessively long time period (European Court of Human Rights 2012). 

Furthermore, the Court referred to paragraph 60 of the 1979 case in paragraph 170 when 

assessing the violation of Article 5(4). In fact, the Court recalled that people detained on the basis of 

their mental illnesses are entitled to specific procedural safeguards if they are not able to act for 

themselves. Lastly, the same paragraph of the Winterwerp case was also referred to when analyzing 

the violation of Article 6(1), as the Court has confirmed that in the case of people of ‘unsound mind’ 

the procedural guarantees contained in Article 5(4) are similar, even if not identical, to those 

established by Article 6(1) (European Court of Human Rights 2012).  

Building on these examples, it can be said that Winterwerp v. Netherlands represented and 

still represents a major step in the protection of human rights in the field of psychiatry and, as a 

consequence, of the right to mental health. The persistent reference to this case throughout decades 

underlines the consideration the Court has of this case.  

Notwithstanding the relevance of both the content of the Convention and the jurisprudence of 

the Court, some have argued that the Convention has many limitations in its application in the field 

of psychiatry and mental health protection. For example, one could sustain that the overall impact of 

the jurisprudence of the Court on the total number of those involuntarily hospitalized is limited and 

many of the day-to-day issues faced by patients lack proper representation. Clinical problems could, 

in fact, be far too complex to be understood and judged by the Court, as it does not have the medical 

competences to do so. Before the introduction of Protocol 11 to the European Convention on Human 

Rights procedures were also slow, due to both the organization itself and on the complexity of the 

subject matter (Harding 1989). However, the situation surely changed after 1998 as the procedure 

became faster and more accessible to individuals.  
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Moreover, regardless of these evident drawbacks, many other important principles and 

innovations can be considered to be beneficial in the context of psychiatry and mental health 

protection. For example, as demonstrated by the three cases examined, the jurisprudence of the Court 

has shed light on the criteria that need to be respected in order for deprivation of liberty of people of 

‘unsound mind’ to be lawful and in compliance with the Convention. Furthermore, the Court has 

recognized the ever-changing nature of mental illnesses, requiring periodic reviews and controls of 

those whose liberty is limited on the basis of their mental health condition. The kind and degree of 

one’s mental illness need to warrant confinement and to persist for detention to be allowed. Should 

they cease to exist, confinement must be interrupted. Lastly, this periodical review must be conducted 

by a body having the features of a court, impeding ministers or parliaments from taking such decisions 

(Harding 1989). 

Thus, the European Convention on Human Rights must be regarded, together with the 

jurisprudence of the Court, as a major legal instrument for the protection of human rights in the field 

considered for the purpose of this research.  

 

1.2.3 The European Social Charter  

 

Another relevant text protecting human rights is in force within the context of the Council of 

Europe – namely, the European Social Charter. While the Convention mainly protects ‘negative’ 

rights, the Charter is concerned with ‘positive’ or socio-economic rights. The 1961 Charter, revised 

in 1996, is a legally binding text for signatory States and is supervised by the European Committee 

of Social Rights which is in charge of making legal assessments of national situations’ compliance 

with the Charter and of adopting conclusions within the framework of the reporting procedure. 

Unlike the European Court of Human Rights, the European Committee of Social Rights is not 

accessible to individuals (McHale 2010). As far as the right to health and mental health is concerned, 

Article 11, on the right to protection of health, states:  

 

With a view to ensuring the effective exercise of the right to protection of health, the Parties undertake, either 

directly or in cooperation with public or private organisations, to take appropriate measures designed inter 

alia: 

1 to remove as far as possible the causes of ill-health; 

2 to provide advisory and educational facilities for the promotion of health and the encouragement of individual 

responsibility in matters of health; 

3 to prevent as far as possible epidemic, endemic and other diseases, as well as accidents (Council of Europe 

1996, 7).  
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 As sustained by the Committee, under the Charter there are six aspects of the right to health 

that States need to comply with. First, a health care system must provide for medical and para-medical 

practitioners as well as appropriate equipment able to meet health needs and to ensure medical 

assistance to the whole population. Secondly, special attention needs to be given to vulnerable groups’ 

access to services and, as a consequence, to the protection of their health. Third, public health 

protection measures, such as prevention of water and air pollution and food control, need to be 

provided. Fourth, health education must be ensured. Fifth, vaccination, disinfection and control of 

epidemics are the key measures that need to be applied to avoid epidemics. Lastly, all or, at least, part 

of the costs of health services must be born by collective bodies. This last aspect is, however, 

subjected to restriction since States are left with discretion on its application (McHale 2010). 

‘Positive’ rights are, in fact, constrained by national spending and resources availability.  

 Another relevant article of the Charter that has been acquiring relevance in the field of mental 

health is Article 15, which is aimed at ensuring “to persons with disabilities, irrespective of age and 

the nature and origin of their disabilities, the effective exercise of the right to independence, social 

integration and participation in the life of the community” (Council of Europe 1996, 8). Specifically, 

Article 15 represents the substantive steps made by the Council of Europe in the protection of 

individuals with disabilities, including those with mental disabilities (European Union Agency for 

Fundamental Rights 2011). Moreover, Article 15(1), which focuses on education and vocational 

training, and Article 15(2) on employment can be considered to be removing barriers preventing those 

with mental disabilities from fully enjoying their fundamental rights (European Union Agency for 

Fundamental Rights 2011). Thus, by protecting human rights it is possible to protect the right to 

mental health and vice versa. 

 The Council of Europe, composed of 47 States situated in the European continent, has been 

able to develop extremely important legal instruments for the protection of human rights and, 

consequently, of the right to mental health – the European Convention on Human Rights and the 

European Social Charter. Both the Convention and the Charter safeguard the rights of those suffering 

from mental illness or whose life is affected by their mental health condition by ensuring their therapy 

and the continuous supervision of their status, to allow them to enjoy all the other fundamental rights, 

either by preventing their unlawful detention or by ensuring their access to education, vocational 

training and employment. Individual mental health, safety and well-being remain the priority.  

Narrowing the geographical focus down again, a definite group of the Council of Europe 

Member States is represented by the Member States of the European Union (EU). The 27 Member 

States of the EU are, of course, bound to respect both the Convention and the Charter but have 
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decided to provide themselves with further instruments for the protection of fundamental rights and 

of the right to health and mental health.  
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1.3 Protecting the right to mental health in the European Union: legal and policy instruments 

 

1.3.1 The right to mental health and the jurisprudence of the Court of Justice of the European 

Union  

 

The protection of the right to mental health appears to be a relevant issue in the context of the 

European Union. As recalled by the Council and the European Parliament in the Regulation 282/2014, 

the World Health Organization sustains that health is not just the absence of diseases or illnesses, but 

it can be defined as a state of absolute physical, mental and social well-being. As a consequence, 

prioritizing physical health only cannot allow for an improvement of the health of all Europeans and 

a reduction of health inequalities. Thus, mental health must be a prime concern (Council, European 

Parliament 2014).  

 The relevance given to mental health within the context of the European Union can primarily 

be assessed when looking at the jurisprudence of the Court of Justice of the European Union. The 

Court provides interpretations of EU law to ensure that it is uniformly applied and to settle legal 

disputes. It is structured into two courts – namely, the Court of Justice and the Grand Chamber – and 

it is composed by judges and advocate generals (European Union 2021c).  

An exemplification case ruled by the Court of Justice of the European Union and, specifically, 

by the Grand Chamber is the 2018 MP v Secretary of State for the Home Department case. MP, a 

national of Sri Lanka, arrived in the UK in 2005 and in 2009, after his permit as student expired, he 

applied for asylum based on the fact that he had been detained and tortured in his home Country due 

to his affiliation with the Liberation Tigers of Tamil Eelam and that he would have risked further ill 

treatment if he had returned. As his application was rejected on February 23, 2009 MP brought the 

case before the Upper Tribunal (Immigration and Asylum Chamber). As stated in paragraph 19 of 

the judgement, “medical evidence was submitted to that court that the applicant was suffering the 

after-effects of torture, severe post-traumatic stress disorder and serious depression, showed marked 

suicidal tendencies, and appeared to be particularly determined to kill himself if he had to return to 

Sri Lanka” (Court of Justice of the European Union 2018, 5). The Upper Tribunal sustained that it 

was unlikely that MP was still of interest in Sri Lanka and refused MP’s action regarding the 

Convention relating to the Status of Refugees and Directive 2004/83 on minimum standards for the 

qualification and status of third country nationals or stateless persons as refugees or as persons who 

otherwise need international protection and the content of the protection granted. 

Nonetheless, the Upper Tribunal conceded MP’s action on the basis of Article 3 of the 

European Convention of Human Rights on the prohibition of torture, since no accessible mental 
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health facilities would have been granted in Sri Lanka. Thus, the Upper Tribunal considered that even 

if MP would have not suffered any harm, the impossibility of getting proper mental health services 

and support for his severe mental illnesses would have been regarded as a breach of Article 3 of the 

Convention (Court of Justice of the European Union 2018).  

Subsequently, the Court of Appeal confirmed this judgement and sustained that Directive 

2004/83 did not apply in the framework of Article 3 of the Convention. MP did, of course, sustain 

that these interpretations were to narrow (Court of Justice of the European Union 2018). 

By referring to Directive 2004/83, the European Convention of Human Rights and the Charter 

of Fundamental Rights of the European Union, the Court of Justice of the European Union affirmed 

that relevant provisions:  

 

must be interpreted as meaning that a third country national who in the past has been tortured by the authorities 

of his country of origin and no longer faces a risk of being tortured if returned to that country, but whose 

physical and psychological health could, if so returned, seriously deteriorate, leading to a serious risk of him 

committing suicide on account of trauma resulting from the torture he was subjected to, is eligible for 

subsidiary protection if there is a real risk of him being intentionally deprived, in his country of origin, of 

appropriate care for the physical and mental after-effects of that torture, that being a matter for the national 

court to determine (Court of Justice of the European Union 2018, 10). 

 

 This judgement can be considered as relevant in the field of mental health protection as the 

Court has expanded the interpretation of the Directive 2004/83 and of the conditions for Member 

States not to refuse asylum applications in order to protect individuals’ mental health especially in 

the most severe cases threatening suicide or long-lasting consequences. 

 In order to consider all the dimensions in which the right to health and mental health is 

protected in the context of the European Union, I will first consider the legal instruments and then 

proceed with the functioning of the EU health policy and the recent proposal for a European Health 

Union.   

 

1.3.2 TEU, TFEU and the Charter of Fundamental Rights of the European Union 

 

 Given the mutually enforcing and complementary nature of human rights and the protection 

and promotion of mental health, it is necessary to refer both to provisions safeguarding human rights 

in general and to those specifically concerning the field of health and mental health. There are three 

legal instruments involved – namely, the Treaty on the European Union (TEU), the Treaty on the 
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Functioning of the European Union (TFEU) and the Charter of Fundamental Rights of the European 

Union.  

 First of all, as foreseen by Article 6(1) TEU, “the Union recognizes the rights, freedoms and 

principles set out in the Charter of Fundamental Rights of the European Union of 7 December 2000, 

as adapted at Strasbourg, on 12 December 2007, which shall have the same legal value as the Treaties” 

(Official Journal of the European Union 2012b). Thus, by being mentioned in the Treaty on the 

European Union, the Charter is legally binding for all EU Member States. The interpretation of the 

Charter needs to comply with the “general provisions in Title VII of the Charter governing its 

interpretation and application and with due regard to the explanations referred to in the Charter, that 

set out the sources of those provisions” (Official Journal of the European Union 2012b). Specifically, 

it is Article 35 of the Charter of Fundamental Rights of the European Union that protects the right to 

health care by stating:  

 

Everyone has the right of access to preventive health care and the right to benefit from medical treatment under 

the conditions established by national laws and practices. A high level of human health protection shall be 

ensured in the definition and implementation of all the Union's policies and activities (Official Journal of the 

European Union 2016). 

 

 This Article can be divided into two parts: the first one regards the individual entitlement to 

health care, while the second one refers to EU policies and activities which shall protect a high level 

of human health, both in their definition and implementation (McHale 2010).  

Furthermore, the Article 6(2) TEU foresaw the EU’s access to the European Convention for 

the Protection of Human Rights and Fundamental Freedoms which, however, never occurred. Thus, 

Member States are individually bound by the Convention, but EU institutions are not. Lastly, Article 

6(3) TEU establishes that fundamental rights, resulting from both the European Convention of Human 

Rights and constitutional traditions shared by all Member States, should represent general principles 

of EU law.  

 Specifically referring to the right to health, the Union has no exclusive competences, but it 

shall support, coordinate or supplement the action of the Member States in the protection and 

improvement of human health, as stated in Article 6 TFEU. Specifically, as foreseen by Article 168(1) 

TFEU, the action of the Union “shall complement national policies, shall be directed towards 

improving public health, preventing physical and mental illness and diseases, and obviating sources 

of danger to physical and mental health” (Official Journal of the European Union 2012a).  

 As emerged by the analysis of these treaty provisions, the Lisbon Treaty has further 

strengthened the relevance of health policy, as high levels of human health protection must be ensured 
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and pursued in all EU policies and actions. While Member States remain responsible for health 

protection and for the functioning of their healthcare systems, the Union plays an important role 

(European Parliament 2021). The EU is, in fact, required to ensure the protection of human health in 

all policy areas, and to cooperate with Member States to improve public health, prevent and manage 

diseases and eradicate sources of danger to human physical and mental health (European Commission 

2021c). Moreover, the Union shall provide a harmonization of Member States’ health strategies. 

Thus, in addition to Article 168 TFEU the legal basis for the EU health policy is constituted by Article 

114 TFEU on the integration of the internal market (European Parliament 2021). 

 Within this framework, the European Commission has a relevant role in providing the 

necessary tools to promote cooperation and sustain national systems in order for them to operate in a 

more efficient way (European Commission 2016). Furthermore, the Commission discusses strategic 

health issues with national representatives in a senior level working group focusing on public health. 

As a consequence, EU institutions, Member States, regional and local authorities and interest groups 

work together to contribute to the implementation of the health strategy of the Union (European 

Commission 2021a).  

 

1.3.3 The European Health Union  

 

 As the pandemic has revealed the necessity for an even stronger cooperation in the field of 

public health, the President of the European Commission Ursula von der Leyen has proposed the 

creation of a European Health Union. During her 2020 State of the Union speech, the President 

highlighted how the coronavirus crisis has demonstrated that cooperation between Member States is 

the only possible way to overcome individual weaknesses and give birth to a stronger and more 

resilient Union. Thus, by moving towards a Health Union the EU could be prepared to face future 

challenges – both at a regional and at a global level – and bring societal and economic benefits. The 

European Health Union should not only protect public health but also support our economies in times 

of difficulty, as a health crisis inevitably leads to an economic one (European Commission 2020a). 

 Through the Communication sent by the Commission to the European Parliament, the 

Council, the European Economic and Social Committee and the Committee of the Regions on 

November 11, 2020, the Commission has officially proposed the creation of the Health Union which 

would follow up on the provisions of the Charter of Fundamental Rights of the European Union. By 

referring to the lessons learned during the first phase of the pandemic, the Communication calls for a 

strengthening of the existing structures and mechanisms in order to ensure “better EU level 

protection, prevention, preparedness and response against human health hazards” (European 
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Commission 2020a, 3). The promotion of cross-border cooperation would positively affect the 

protection of human health and of the internal market but also of human rights and civil liberties 

(European Commission 2020a). 

 While the project of the European Health Union is still not in place, healthcare remains a 

national priority. Thus, if one wants to analyze how the right to health and mental health is protected 

in Europe it is necessary to narrow the geographical focus down again and choose on which Member 

States to focus on.  

As a consequence, I will take into consideration two EU Member States – namely, Belgium 

and Italy – and analyze and compare their approach to this issue. This selection is based on two main 

criteria: first, my research interest in both the Belgian and Italian cases; second, the fact that in both 

Countries the healthcare system is organized in a decentralized way, through the cooperation between 

the central State and local authorities.  

 

  



 26  

CHAPTER 2 

 

THE BELGIAN AND THE ITALIAN HEALTHCARE SYSTEMS: A 
COMPARATIVE ANALYSIS 

 
 
 
 
 
 
 
 
 

2.1 The Belgian healthcare system and mental health care 

 

 The right to healthcare is protected by Article 23 of the Belgian Constitution which foresees 

that everyone has the right to conduct a life in dignity5 (Service juridique du Sénat 2019, 14). To this 

end, the Article enumerates a series of economic, social and cultural rights. Specifically, Article 23(2) 

refers to the right to social security, health protection and social, medical and legal assistance6 

(Service juridique du Sénat 2019, 14) thus safeguarding the right to social security, health and social, 

medical and juridical assistance, all further protected through laws and decrees (World Health 

Organization 2021b).  

 

2.1.1 The Belgian healthcare system  

 The Belgian healthcare system involves three political and administrative levels: the Federal 

Government, the federated governments and the local governments – meaning Provinces and 

Municipalities (World Health Organization 2021b). As far as the Federal Government is concerned, 

the National Institute for Health and Disability Insurance (NIHDI), the Federal Public Service Health, 

 
5 “chacun a le droit de mener une vie conforme à la dignité humaine” (Service juridique du Sénat 2019, 14).  
6 “le droit à la sécurité sociale, à la protection de la santé et à l’aide sociale, médicale et juridique” (Service juridique du 

Sénat 2019, 14) 
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Food Chain Safety and Environment and the Federal Public Service Social Security play a crucial 

role, focusing on the first and the second levels. Each Community and Region sees the Ministers of 

Health involved in a much larger role (KCE 2019b). 

Federal and federated entities have different responsibilities. Federal authorities are in charge 

of the regulation of the compulsory health insurance fund, the budget and programming standards of 

hospitals, the ambulatory care budget, the control of pharmaceuticals and their price and of the health 

professions. The work of federated entities, including both Regions and Communities, focuses on the 

management of primary and palliative care, subsidizes hospital infrastructure and equipment, 

ensuring health promotion and prevention, maternity and child care, social services, community care 

and setting hospital standards. In order to coordinate the different levels and make sure that services 

are delivered correctly, inter-ministerial conferences are held on a regular basis with the aim of 

facilitating cooperation between the authorities involved (OECD, European Observatory on Health 

Systems and Policies 2019a). In addition to these three entities, the Belgian healthcare system also 

involves numerous stakeholders which are directly involved in the management of the system (World 

Health Organization 2021b).  

 Among the actors involved it is necessary to refer to sickness or health funds (ziekenfonds or 

mutuelle) – meaning non-commercial and non-profit organizations to which individuals need to 

register in order to be entitled to health insurance. Except for railway workers, which are protected 

by the insurance fund of the national railway company, all citizens are free to choose which sickness 

fund they want to join. These funds are organized according to political or religious criteria and can 

be divided into five alliances: the National Union of Neutral Mutualities (NUNM), the National 

Union of Liberal Mutualities (NULM), the National Union of Socialist Mutualities (NUSM), the 

National Union of the Free and Professional Mutualities (NUFPM) and the National Alliance of 

Christian Mutualities (NACM). Moreover, the Auxiliary Fund has been created to include those who 

do not want to join any of the other groups and who represent a very small share of the total population 

(World Health Organization 2021b). Furthermore, it is possible to complete the compulsory health 

insurance plan with a private one in order to cover all the costs. As emerges from the organization of 

the healthcare system, the principles upon which it is based are the principle of equal access and the 

principle of freedom of choice (KCE 2019b).  
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2.1.2 Mental health care services in Belgium  

 

 Bearing the general organization of the system in mind, it is possible to move to the analysis 

of the mental health care system. Historically, 1948 was crucial for the organization of mental health 

care services in Belgium. Until then, mental health care was mainly managed by religious 

congregations. Their aim was to put mentally ill patients in isolation in specific institutions, as 

foreseen by the so-called ‘insane law’ of 1850, under the supervision of the Ministry of Justice. In 

1948 mental health care institutions were assigned to the Ministry of Public Health by the Federal 

Government. A reimbursement system was only introduced in 1953. Subsequently, psychotherapy 

became part of clinical practice and ‘madhouses’ transformed into psychiatric hospitals and started 

to be bound to recognition standards from 1963 onwards (KCE 2019b). 

 During the 1970s relevant improvements were made. At the beginning of the decade a 

differentiation between chronic and acute mental health care was made, and in the mid-1970s centers 

for community mental health were legally recognized and psychiatric departments at general hospitals 

and day-and-night hospitalization were founded (KCE 2019b). 

 In the following years, many factors led to a reorganization of the mental health care system, 

such as the increase in psychosocial issues, the rise of new and specific requests the system was not 

able to answer and the congestion of traditional structures. These needs met the European initiatives 

to rethink the confinement of people with mental illnesses, but the fragmentation of the Belgian 

system made it difficult to create network organizations and incorporate mental health care in the 

community (KCE 2019b).  

 Since the 1990s the organization of mental health care has been shaped by a series of reform 

waves. By the mid-1990s, many changes will have taken place in the Belgian system, such as the 

development of new facilities, the reconvention of psychiatric beds aimed at providing chronic 

patients better living conditions outside psychiatric hospitals and the provision of the necessary 

conditions to create consultation platform in order to promote dialogue on the coordination of medical 

and psychological services at the regional level (KCE 2019b). 

 Between 1999 and the early 2000s, the reconversion of ‘classic psychiatric beds’ into shelter 

facilities and care homes went forward to guarantee a horizontal structure able to answer the needs 

of specific groups of patients with mental health problems. Even though in only one decade many 

semi-ambulatory structures were created, the Belgian system remained anchored to its residential 

nature. It is important to remember that mental health care received a juridical basis in the Hospital 

Law in 2000. Furthermore, thanks to the recommendations of the National Council for Hospitals, in 

2002 mental health care services started to be more centered on target audience and networks in order 
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to develop specific care solutions according to the patients’ living environment and needs. Since then, 

therapeutic networks and consultation platforms were created, with the former aiming at developing 

care circuits targeting specific populations of patients and the latter facilitating discussion between 

networks. Moreover, the organization of internal network consultations started being mandatory for 

all institutions operating in the field of mental health in order to guarantee a better delivery of services 

in a coordinated way (KCE 2019b). 

 Another important step was made in 2007 with the establishment of the so-called ‘therapeutic 

projects’. Aimed at enforcing an integrated system allowing patients to be reintegrated in society 

while continuing their care, these three-year governmental programs were not sufficient to decrease 

the number of psychiatric patients occupying hospital beds (KCE 2019b). 

 Subsequently, in 2010 the Article 107 projects were launched by the Belgian Hospital 

authority, leading to a reorganization of the mental health care system in Belgium. Taking their name 

from Article 107 of the Belgian Hospital law, these innovative measures were aimed at creating 

networks – meaning actors collaborating to provide care to specific groups – and circuits – meaning 

programs organized through the networks – under the guidance of the Federal Government and within 

the framework of hospital financing. Promoting a community-based approach, Article 107 projects 

were able to interrupt the extensive use of hospitalization and funds and resources were intentionally 

redirected towards the creation of networks and the implementation of new projects. The effect of 

these projects resulted in a 10.7% reduction in the number of occupied beds between 2010 and 2019 

(KCE 2019b). 

 Specifically, in order to achieve a rehabilitation of psychiatric patients and the decrease of 

residential care, Article 107 projects must promote five principles: deinstitutionalization – meaning 

reducing residential care by referring to ambulatory psychiatric care; inclusion – involving other 

fields such as education, culture and labor; de-categorization through the development of networks 

and circuits; intensification of care inside the hospitals in order to make stays shorter and ensuring 

continuity in the patient-community relationship; consolidation of existing projects (KCE 2019b). 

These five foundations are to be included in the fulfillment of five functions (infra Figure 1).  
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Figure 1: Five functions of the Article 107 projects  

Source: KCE 2019b, 39 

  

This paradigm shift was also welcomed by the WHO as it was in line with the WHO’s Mental 

Health Plan 2013-2020, inviting States to move towards more integrated and comprehensive services 

at the community level (World Health Organization 2021a). 

Lastly, in July 2014 a state reform transferred many responsibilities to the federated 

authorities. Before 2014, centers for community mental health case were managed by the 

Communities, while only with this reform the competence on the psychiatric care homes, the 

sheltered living initiatives and the platforms were assigned to the Communities as they were 

previously organized by the Federal Government, together with the price agreements and conventions 

(KCE 2019b). 

Even if it is clear that the abandonment of institutionalized care in favor of community mental 

health care is crucial, according to 2017 figures the majority of the mental health care budget is still 

allocated to psychiatric hospitals (KCE 2019b). 

 

2.1.3 Mental health in the Belgian institutional discourse  

 

Mental health at the center of many initiatives aimed at eliminating stigma and highlighting 

the importance of mental well-being for the whole national community.  

On September 14, 2020 Her Majesty the Queen Mathilde’s message on the occasion of the 

70th session of the European Regional Committee of the World Health Organization focused on the 
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necessity to invest in mental health to allow societies to flourish and individuals to properly realize 

their potential (La Monarchie Belge 2021c).  

Her Majesty the Queen has repeatedly made speeches on this issue. She decided to participate 

in the Great Mental Health Rendezvous held by WHO on the occasion of World Mental Health Day 

on October 10th, 2020 (La Monarchie Belge 2021a).  

On December 1, 2020 she also spoke at the European Health Summit session on mental health 

where she underlined the strong connection and interdependence between mental health and 

individual well-being. Recognizing the complexity of the issue and the many conditions, illnesses 

and disorders associated with mental health, the Queen reflected on the importance of prevention and 

of the promotion of a healthy lifestyle. Subsequently, she expressed her hope for the after-Covid era, 

and she said:  

 

We should not go back to what used to be “normal”, the heavy silence and the fear of stigmatization that 

stopped people from trying to access adequate counselling and care. We can all experience mental issues. 

Discussing mental health should become as natural as talking about any physical illness (La Monarchie Belge 

2021b).  

 

 The speeches reveal the awareness of the critical situation of those struggling with their mental 

health and highlights how protecting individual mental health can have many beneficial effects on 

communities.   
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2.2 The Italian Healthcare system and mental health care 

 

 The Italian Constitution protects the right to health in Article 32, which states that the Italian 

Republic protects healthcare, both as an individual right and as an interest of the whole national 

community and guarantees free medical care to the indigent. Moreover, it establishes that nobody can 

be obliged to a specific health treatment, except if prescribed by law. The law cannot in any case 

violate the limits imposed by respect for the human being7 (Senato della Repubblica 2021a). 

 

2.2.1 The Italian healthcare system  

 

In the respect of Article 32, the Italian national health care system (Servizio Sanitario 

Nazionale, SSN) is composed of structures and services aimed at providing all citizens with equal 

access to healthcare services (Ministero della Salute 2021a). The system is highly decentralized, and 

it is organized at the regional level. As established by the third section of Article 117 of the 

Constitution, the protection of health is one of the fields in which the central government – 

specifically acting through the Ministry of Health – and the Regions have concurrent legislation 

(legislazione concorrente). Furthermore, the Article establishes that “spetta alle Regioni la potestà 

legislativa in riferimento ad ogni materia non espressamente riservata alla legislazione dello Stato” 

(Senato della Repubblica 2021b) – meaning that the Regions have the power to legislate in all the 

fields not explicitly reserved to the State.  

On the one hand, the central government is responsible for coordinating the general 

organization of the system and devoting part of the tax revenues to the healthcare system and for the 

establishment of the sanitary services – the so-called Livelli Essenziali di Assistenza (LEA). On the 

other hand, the Regions have the duty to manage and deliver services through the local sanitary units 

and public and private hospitals (OECD, European Observatory on Health Systems and Policies 

2019b). Moreover, the central State, the Regions, the Aziende and the Comuni are expected to act in 

the respect of their competences and to cooperate to ensure that appropriate healthcare services are 

delivered uniformly on the national territory. However, Regions do not guarantee the same level of 

assistance. Some of them are, in fact, highly indebted and their healthcare systems are placed under 

outside managers, often leading to a decrease in the quality of the services they offer to respect their 

economic sustainability.  

 
7 “La Repubblica tutela la salute come fondamentale diritto dell'individuo e interesse della collettività, e garantisce cure 

gratuite agli indigenti. Nessuno può essere obbligato a un determinato trattamento sanitario se non per disposizione di 

legge. La legge non può in nessun caso violare i limiti imposti dal rispetto della persona umana” (Senato della Repubblica 

2021a). 
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The Servizio Sanitario Nazionale is based on three fundamental principles. The first principle 

is universality (universalità) – meaning that the whole population has access to services. In fact, since 

1978 health has been defined not only as an individual good but also as a resource for the whole 

national community. In practice, this principle is translated into the promotion, preservation and 

recovery of the population’s mental and physical health. The second principle is equality 

(uguaglianza) according to which there should be no discrimination on the basis of individual, social 

or economic conditions. Moreover, those who do not belong to specific categories exempted from 

paying need to purchase a ticket according to the service they want access to. Third, the SSN is based 

on the principle of equity (equità) as individuals having the same need shall receive the same service. 

In order to guarantee the elimination of any differences in the access to services it is necessary to 

ensure clear communication and efficiency and transparency of both the system and each practice 

(Ministero della Salute 2021a). 

 

2.2.2 Mental health care services in Italy 

 

Within this context, the protection of mental health represents a crucial role. The current 

legislation is based on the law n. 833 of December 23, 1978 and on the law n. 180 of May 13, 1978 

– the so-called Legge Basaglia. Even though the system could seem outdated given the lack of any 

more recent reform, it is very far reaching (Ministero della Salute 2018). 

The system is based on the mental health department (Dipartimento di salute mentale, DSM) 

which is composed of all the structures and services aimed at ensuring the care, assistance and 

protection of mental health in the territorial area defined by the Azienda sanitaria locale (ASL). The 

DSM comprises a series of services (Ministero della Salute 2021b). 

First, the centers for mental health (Centri di Salute Mentale, CSM), representing the points 

of reference for those suffering from mental health problems. These centers for daily care, involving 

psychiatrists, psychologists, social workers and nurses, deliver a series of services, which not only 

include the diagnosis, therapy and monitoring of psychiatric and psychological conditions but also 

involve the social dimension to embrace an integrated approach allowing the actual rehabilitation of 

patients (Ministero della Salute 2021b). 

Second, the DSM includes centers of daily care and rehabilitation (Centri Diurni, CD). These 

semi-residential services, open at least 8 hours a day, 6 days per week, have both a therapeutic and a 

rehabilitative function. The projects carried out in the framework of the CD can involve personalized 

therapeutic pathways not only focused on individual needs but also aimed at helping patients with 

social relations and their involvement in the labor market (Ministero della Salute 2021b). 
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Third, the residential facilities (strutture residenziali, SR) which can be divided into two 

categories – residenze terapeutico-riabilitative and socio-riabilitative. These facilities, which are not 

included in the hospital system, welcome patients on the basis of a prior evaluation made by the CSM 

and should not be considered as institutions thought for patients’ residential care (Ministero della 

Salute 2021b). 

The last category of services is represented by the hospital services (servizi ospedalieri), 

which comprise both the psychiatric services for diagnosis and treatment (Servizi Psichiatrici di 

Diagnosi e Cura, SPDC) and the Day Hospital (DH). The former refers to the hospital service 

providing both voluntary and mandatory psychiatric services, while the latter offers semi-residential 

assistance for short-and medium-term therapies (Ministero della Salute 2021b). 

 

2.2.3 Mental health in the Italian institutional discourse 

 

Mental health care not only represents a substantive part of the national healthcare system, 

but it also constitutes a growing priority at least from an institutional standpoint. In October 2020 the 

Ministry of Health launched SI CURA, a campaign aimed at eliminating stigma and sensibilizing the 

population on mental health problems. This campaign could be an instrument to start a public debate 

on this issue which often appears to have a marginal role when dealing with health and well-being 

(Ministero della Salute 2021c).  

The awareness of the relevance of mental health promotion and protection is clear in the many 

statements the President of the Republic Sergio Mattarella has made yearly on the World Mental 

Health Day on October 10th. Since 2015 he has released statements to remind the population and 

national authorities the importance of safeguarding mental health, especially focusing on vulnerable 

categories.  

On October 10th, 2015 he underlined what a great challenge it is for the Italian healthcare 

system to ensure proper mental health care and he recognized the double nature of the system – which 

is not only aimed at individual mental health care but also focused on the social dimension of this 

issue. He said that meaning that territorial authorities are expected to play a crucial role in socially 

involving and including those suffering from mental health problems, as scientific studies have 

demonstrated the beneficial effects of integration8 (Presidenza della Repubblica 2021d). He further 

extended this call to action to families and social and health care workers, who should collaborate 

with the institutions in order to achieve this objective (Presidenza della Repubblica 2021d). 

 
8 “La ricerca mostra che, in questo campo, l'integrazione è la chiave del successo terapeutico; di conseguenza, nella cura 

di chi è affetto da malattia mentale, un ruolo di primo piano è svolto dal territorio e dalle sue reti” (Presidenza della 

Repubblica 2021d). 
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Another important contribution is represented by the speech President Mattarella gave on 

October 10th, 2018. Reminding the relevance of mental health care, he specifically addressed the 

problematic situation of the younger generation by saying that in order not to leave children and 

young people alone in facing difficulties that could undermine the autonomous development of their 

personality – including the improper use of new digital technologies – listening and creating inclusive 

realities are the best tools of prevention, as they allow you to read any signs of discomfort in advance9 

(Presidency of the Republic 2021c). 

 On World Mental Health Day 2019, President Mattarella touched another crucial issue: the 

fight against discrimination. He sustained that the promotion of a proper understanding of mental 

illnesses can deeply change the dominant discourse on mental health and eliminate any inequity with 

regards to the Constitution (Presidenza della Repubblica 2021b). The same topic was further 

underlined on October 10th, 2020 (Presidenza della Repubblica 2021a). 

 
9 “Per non lasciare soli bambini e ragazzi innanzi ad elementi che possono pregiudicare l’autonomo sviluppo della loro 

personalità, incluso quello contemporaneo dell’utilizzo improprio di nuove tecnologie digitali, l’ascolto e la 

predisposizione di realtà inclusive costituiscono le migliori armi di prevenzione, perché consentono di leggere in anticipo 

eventuali segnali di disagio” (Presidenza della Repubblica 2021c). 
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2.3 Comparing the Belgian and the Italian Healthcare systems 

 

 The Belgian and the Italian healthcare systems have many elements in common: first, the right 

to health is protected by constitutional provisions in both Countries; second, the competences and 

responsibilities concerning healthcare are shared between the central and the local authorities thus 

creating a decentralized system; third, the highest institutional offices try to make mental health 

protection and promotion a crucial part of the public discourse as well as putting them at the forefront 

of national policies protecting health at the individual and social levels. 

 

2.3.1 Public spending  

 

As far as public spending is concerned, Belgium has recently registered a slow increase in 

health spending and is above the EU average. In fact, in 2017 the health spending in Belgium 

represented the 10.3% of the GDP (infra Figure 2) compared to the 9.8% of the EU average (OECD, 

European Observatory on Health Systems and Policies 2019a). 

 

 

Figure 2: Health spending in Belgium (2017) 

Source: OECD, European Observatory on Health Systems and Policies 2019a, 10 

 

In the same year, Italy assigned the 8,8% of its GDP to healthcare staying behind the EU 

average (infra Figure 3). While a decrease in pro capita health spending took place from 2009 to 

2013, a slight increase has been registered since then (OECD, European Observatory on Health 

Systems and Policies 2019b). 
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Figure 3: Health spending in Italy (2017) 

Source: OECD, European Observatory on Health Systems and Policies 2019b, 9 

 

2.3.2 Effectiveness  

 

For what concerns effectiveness, the Belgian healthcare system is characterized by a low 

mortality rate from treatable causes and lies on the EU average line with preventable mortality. In 

fact, Belgium is one of the best three EU Countries showing the lowest figures, demonstrating the 

effectiveness of the system in saving the lives of those who have a life-threatening condition, but 

progress can still be made. It is relevant to mention that suicide is among the most frequent causes of 

preventable mortality in Belgium (OECD, European Observatory on Health Systems and Policies 

2019a). Italy on its side has the second lowest rate of preventable mortality in the EU, after Cyprus. 

Moreover, the rate of mortality from treatable causes is also very low, likely due to the effects of the 

healthcare policies put forward in the early 2000s (OECD, European Observatory on Health Systems 

and Policies 2019b).  

 

2.3.3 Accessibility  

 

Looking at accessibility, overall, the Belgian healthcare system can be defined good if 

compared to EU numbers, due to the coverage of services even though many of them involve the 

payment of charges. Major disparities in unmet medical care needs are based on social inequalities. 

Based on 2017 OECD data, while 74% of the population sustained to be in good health, the portion 

with a lower income is less likely to report being in good health if compared to the high income 



 38  

bracket (infra Figure 4). This is demonstrated by the fact that only 60% of low income quintiles 

affirmed to be in good health while 90% of high income did (OECD, European Observatory on Health 

Systems and Policies 2019a).  

 

 

Figure 4: Percentage of reporting unmet medical needs by income group in Belgium (2017) 

Source: OECD, European Observatory on Health Systems and Policies 2019a, 3 

 

It is important to notice that accessibility problems are also caused by the lack of proper 

universal coverage of health insurance. While it is true that 99% of the population is affiliated to a 

sickness or health fund, the 1% of the population is left outside. Moreover, irregular migrants face 

restrictions as they cannot register to a fund and can only access urgent medical services (OECD, 

European Observatory on Health Systems and Policies 2019a). 

Similar figures are registered in Italy. Overall, the system is accessible and unmet medical 

needs are low and those with a lower income register a higher percentage of unmet medical needs 

(infra Figure 5).  In fact, in 2017 only 2% of the population has reported an unmet medical need, with 

a 5% characterizing those with a low income and less than 1% those with a high income (OECD, 

European Observatory on Health Systems and Policies 2019b). 

 

 

Figure 5: Percentage of reporting unmet medical needs by income group in Italy (2017) 

Source: OECD, European Observatory on Health Systems and Policies 2019b, 3 
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However, it is interesting to highlight that social disparity is not the only determinant as the 

Region of residence can constitute an obstacle too. OECD data also underlines that those residing in 

the Southern Regions are nearly twice as likely to report an unmet medical need compared to those 

residing in the Northern Regions, due to waiting time and geographical distances.  

 

2.3.4 Conclusive remarks  

 

In conclusion, the Belgian and the Italian healthcare systems appear to have more similarities 

than differences. However, specificities due to structural elements remain. In regard to mental health, 

they both have a comprehensive system – involving the individual and the social dimension – and 

some important institutional personalities try to involve the population and make mental health a 

national priority.  
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CHAPTER 3 

 

ASYLUM SEEKERS’ RIGHT TO MENTAL HEALTH: THERAPY 
AND INTEGRATION IN BELGIUM AND ITALY 

 
 
 
 
 
 
 
 

3.1 Case selection and Methodology 

 

3.1.1 Case selection: selection criteria, definitions and temporal dimension  

 

 I decided to analyze two cases – meaning the situation of asylum seekers and their access to 

therapy and their integration in Belgium and in Italy – and compare them.  

 The reference to asylum seekers only is justified by the fact that the general term ‘migrant’ 

cannot be used to proceed with an in-depth analysis, given that it refers to a highly internally 

differentiated category. The term ‘migrant’ is, in fact, a very broad one including several sub-

categories, such as: family members, migrant workers, refugees, asylum seekers and irregular 

migrants. Others also include international students, cross-border and seasonal workers (Directorate 

of Social and Economic Affairs, Council of Europe 1997).  

 Building on this premise, it was necessary to select a specific sub-group on which this research 

should focus. My choice is not only based on my research interest in asylum, but also on the relevance 

of the difficult conditions experienced by asylum seekers before, during and after migration. I only 

consider the asylum seekers on Belgian and Italian territory, since my analysis is focused on these 

two Countries. 

 First of all, it is essential to define who falls in the category of asylum seeker. In the global 

context, an asylum seeker is “a person who seeks protection from persecution or serious harm in a 
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Country other than their own and awaits a decision on the application for refugee status under relevant 

international and national instruments” (European Commission 2021b). In the European one, an 

asylum seeker can be defined as “‘applicant’ or ‘applicant for asylum’ means a third Country national 

or stateless person who has made an application for asylum in respect of which a final decision has 

not yet been taken” (Official Journal of the European Union 2005). 

 In this Chapter, I will analyze the relationship between the access to mental health services 

and integration of asylum seekers, since access to healthcare services and, more specifically, to 

mental healthcare is considered one of the main indicators of migrant integration. 

 Considering the temporal dimension, this can be defined as a pooled analysis, as it refers to 

two cases at different points in time, from 2015 until today. Since the end of 2013, the EU Member 

States have been confronted with massive migration flows and a dramatic humanitarian crisis, whose 

political and social consequences started to be measurable since 2015, when European States 

registered a huge number of asylum seekers. As a consequence, I decided to narrow my analysis to 

the above-mentioned time period. Thus, in order to understand how the current situation has occurred, 

I will need to recall the historical development and take into consideration documents that allow for 

a comprehension of the evolution of laws, policies and practices. 

 

3.1.2 Methodology: document analysis  

 

 The level of analysis of my study is clearly macro, as it involves institutions, structures and 

groups. The research method will be qualitative, and the data collection method will be based on 

documents and discourses. Thus, I chose to conduct a document analysis.  

Document analysis can be defined as “a process of evaluating documents in such a way that 

empirical knowledge is produced and understanding is developed. In the process, the researcher 

should strive for objectivity and sensitivity, and maintain balance between both” (Bowen 2009, 33-

34). Thus, document analysis consists in evaluating or reviewing printed and electronic documents 

(Bowen 2009). As other qualitative methods of research, “document analysis requires that data be 

examined and interpreted in order to elicit meaning, gain understanding, and develop empirical 

knowledge” (Bowen 2009, 27). 

The choice of conducting this type of analysis is based on an overall evaluation of its 

advantages and disadvantages. 

As far as the advantages are concerned, document analysis can be defined as an efficient 

method as it is less time-consuming than other methods and does not involve data collection but only 

requires data selection. Moreover, document analysis is an attractive research method because of the 
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availability of documents, which are often in the public domain and are published on the internet. 

Furthermore, this method is less costly than others since data is already contained and collected in 

documents, which are only to be evaluated. In addition, stability of documents comes along with the 

lack of reactivity that distinguishes this research method thus making documents available for 

reiterated reviews. Lastly, documents include exact details and cover a wide range of events, settings 

and time frames (Bowen 2009). 

However, a series of disadvantages can be identified. First of all, documents are produced for 

their own purpose which is, of course, different from the one of the studies considering them. Thus, 

they could lack sufficient detail to properly answer the research question. Secondly, sometimes it can 

be difficult if not impossible to retrieve a document. Third, document selection could be biased when 

incomplete collection occurs (Bowen 2009). 

Notwithstanding the relevance of the possible limitations of this method, the advantages of 

conducting a document analysis appear to outweigh the disadvantages. Moreover, conducting 

exclusively a quantitative analysis would not have been useful to the objective of this research, since 

it would not have allowed for a proper understanding of the many factors determining the practical 

protection of the right to mental health and asylum seekers’ access to therapy and integration in 

Belgium and Italy. In fact, the existing statistical data on the issue is not able to take into account and 

measure all the dimensions involved and no comprehensive analysis of the issue has ever been 

conducted. Thus, qualitative analysis appears to be the appropriate choice.  

As far as document selection is concerned, I decided to focus on two types of documents – 

meaning governmental and independent organizations’ reports and studies on the welcoming systems 

and the access to mental health services; humanitarian organizations’ reports and official information. 

In order to make the comparison between the Belgian and the Italian case possible, I will be focusing 

on the same humanitarian organizations operating in the two Countries: the International Committee 

of Red Cross (in its Belgian and Italian sections) and Médecins Sans Frontières (in its Belgian and 

Italian sections). While for the Red Cross the current situation will be analyzed, with a reference to 

the development of specific projects from 2015 until today when needed, for Médecins Sans 

Frontières the focus will be on the years going from 2017. In fact, the Belgian situation started to be 

included in the International Activity Reports of Médecins Sans Frontières only in 2017 due to the 

particular relevance of the situation of migrants and, as a consequence, of asylum seekers started to 

acquire in the Country. Thus, to make the comparison possible, the same time frame will be applied 

to the Italian case. The variety of the documents considered enables this research to take into 

consideration different points of view on the topic, thus avoiding potential biases.  
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When connecting mental health to integration, I will also support my observations with the 

literature on the topic and I will take some statistical data as reference, since it can benefit and 

ameliorate the interpretation and understanding of the context in which the documents were written, 

and the laws and policies implemented. 

 This Chapter will be structured as follows: first, preliminary remarks on the relationship 

between migration, asylum and mental health will be made, providing an insight on the major risk 

factors and the disorders affecting asylum seekers; secondly, the welcoming systems in place in 

Belgium and Italy will be presented, with a specific focus on mental health services and on the action 

of the Red Cross and Médecins Sans Frontières; lastly, the relationship between mental health 

protection and integration will be addressed.  
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3.2 Migration, asylum and mental health  

 

“Migration is the process of social change whereby an individual moves from one cultural 

setting to another for the purposes of settling down either permanently or for a prolonged period” 

(Bhugra et Jones 2001, 216). This process, which can occur for several reasons, such as economic, 

educational or political factors, is stressful and can cause mental illness (Bhugra et Jones 2001).  

Since the early 1980s an increase in research on asylum seekers and refugees’ mental health 

and psychopathology has been registered. Specifically, scientific interest has been focusing on the 

case of those who suffered from political violence and forced migration (Lindert et Schinina 2011).  

A proper understanding of asylum seekers’ mental health should foresee a comparative 

analysis of their condition and that of those who remained in their home Country. Unfortunately, such 

studies are not widely conducted (Lindert et Schinina 2011).  However, specific research on the 

condition of asylum seekers and the possible risk factors triggering their mental health are available.  

 

3.2.1 Risk factors: before, during and after migration  

 
Asylum seekers’ mental health depends on the violent experiences they may have gone 

through in their home Country, the conditions under which they have migrated and their political, 

social and economic living conditions in the receiving Country (Lindert et Schinina 2011). Thus, the 

risk factors potentially leading to mental disorders can be experienced before migration (premigration 

risk factors), during migration (perimigration risk factors) and/or after the relocation in the receiving 

Country (postmigration risk factors) (Priebe et al. 2016).  

As far as premigration risk factors are concerned, asylum seekers may have survived armed 

conflicts, persecution or poverty in their Countries of origin. Being exposed to war can involve 

witnessing death, destruction and a wide range of traumatic experiences such as direct participation 

in the conflict and torture. Moreover, being persecuted for religious, ethnic, political and any other 

reason can entail being imprisoned, a victim of torture, a witness to the death of family members and 

a victim of human rights violations. Furthermore, many asylum seekers may face extreme poverty, 

including lack of basic needs and resources such as water, food and shelter (Priebe et al. 2016).  

Referring to perimigration risk factors, during the migration process asylum seekers can 

experience physical harm caused by infections, extortion, sexual harassment or human trafficking. 

Moreover, they can go through life-threatening situations such as walking through dangerous routes, 

crossing seas in precarious and overcrowded boats and travelling in trains or trucks. Migrating also 

means being separated from one’s family, community and support networks which is of specific 

concern in the case of children and adolescents (Priebe et al. 2016). 
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For what concerns post migration risk factors for mental disorders, once relocated in the host 

Country, asylum seekers may be exposed to many risk factors due to their uncertain position. In fact, 

asylum applications can be long and unpredictable and the longer this process takes the higher the 

probability of developing mental disorders, anxiety and depression. Moreover, many asylum seekers 

are detained, and evidence demonstrates that the longer this detention lasts, the higher the 

deterioration of asylum seekers’ mental health will be (Priebe et al. 2016). The European asylum 

mechanism establishes that only one Member State is in charge of receiving and processing asylum 

applications – meaning the Country considered to be responsible according to a set of criteria listed 

in Chapter III of the Regulation No 604/2013 (Official Journal of the European Union 2013). 

However, due to the emergency situation and to the massive flux of migrants, European States have 

decided to set up a relocation system to support the most affected ones – namely Italy and Greece. 

However, huge uncertainty derives from the inability of Member States to accept this mechanism and 

accept their share of migrants. From 2015 to 2017 the so-called ‘Relocation Decisions’ (Decision 

2015/152310 and Decision 2015/160111) were in place, through which the Council established a 

relocation scheme. Since then, relocation has been subject to political pressures and debates, power 

relations between EU Member States and strategic governmental choices making asylum seekers’ 

condition even more unstable.  

In addition to these post-migration risk factors, a general consideration can be made on the 

wider social context in which asylum seekers are placed once they arrive in the receiving Country. It 

is, in fact, commonly agreed that physical as well as mental health are not only dependent on 

biological components but also from social ones. Poorer mental health and mental disorders are more 

likely to be found in those groups which have less access to material resources, power and decision-

making as a consequence of political, economic and social inequalities. The social determinants of 

health include material variables, such as food, housing and employment, and interpersonal ones, as 

in the case of discrimination and social exclusion. Asylum seekers are usually placed at the lower end 

of the social gradient by their post-migration social condition. This is, of course, due to the asylum 

claim process and uncertainty of their condition but it is also caused by the public attitudes towards 

them. Asylum seekers are usually part of stigmatized groups leading to material deprivation and 

social exclusion (Hynie 2018). 

 
10 For the full text of the Decision, please go to: Official Journal of the European Union (2015a), «COUNCIL DECISION 

(EU) 2015/1523 of 14 September 2015 establishing provisional measures in the area of international protection for the 

benefit of Italy and of Greece», decision, available at https://eur-lex.europa.eu/legal-

content/EN/TXT/PDF/?uri=CELEX:32015D1523&from=EN.  
11 For the full text of the Decision, please go to: Official Journal of the European Union (2015b), «COUNCIL DECISION 

(EU) 2015/1601 of 22 September 2015 establishing provisional measures in the area of international protection for the 

benefit of Italy and Greece», decision, available at https://eur-lex.europa.eu/legal-

content/EN/TXT/PDF/?uri=CELEX:32015D1601&from=EN.  
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A comprehensive summary of the major pre-migration, migration and post-migration factors 

which could be associated with psychopathology affecting asylum seekers (together with refugees) 

has been proposed by Lindert and Schinina (infra Figure 6).  

 

 

 

Figure 6: Selected pre-migration, migration and post-migration factors potentially associated with 

psychopathology 

Source: Lindert et Schinina 2011, 174 

 

3.2.2 Asylum seekers as a particularly vulnerable category 

 

As emerges from these elements, asylum seekers can be considered as a particularly 

vulnerable category. While the process of asylum-seeking undergoes, they experience restrictions to 

housing, education, employment and other conditions. Moreover, they can also face detention, whose 

conditions have been found to be degrading, inhumane and punitive in many cases. Thus, it can be 

said that the effects of the post-migration phase on mental health are cumulative and complex (Hynie 

2018). 
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As previously said, asylum seekers’ conditions can lead to anxiety, depression, suicidal 

ideation and suicide. Being repeatedly exposed to trauma and violence, most asylum seekers suffer 

from post-traumatic stress disorder (PTSD). Being the most common mental disorder affecting this 

category of migrants, “PTSD is a serious and complex disorder with emotional and psychiatric 

symptoms and physical consequences” (Lindert et Schinina 2011, 174). According to the Diagnostic 

and Statistical Manual of Mental Disorders IV (Text Revision) and, more specifically to criterion A, 

for PTSD to be diagnosed a person must have “experienced, witnessed, or been confronted with an 

event that involves actual or threatened death or injury, or a threat to the physical integrity of self or 

others” (Lindert et Schinina 2011, 175) – based on criterion A1 – and the person needs to express a 

subjective emotional response that included “intense fear, helplessness, or horror” (Lindert et 

Schinina 2011, 175) – based on criterion A2. It is commonly agreed that PTSD symptoms, such as 

sleep disturbances, intrusive images, heightened startle response, nightmares and flashbacks, are 

found in asylum seekers (and refugees) coming from different cultural contexts (Lindert et Schinina 

2011).  

Thus, pre-migration, migration and post-migration events and factors need to be considered 

in the therapeutic relationship in order to properly understand asylum seekers’ mental condition and 

to meet their needs. A cultural sensitivity towards mental health and the difficulties faced by asylum 

seekers could benefit the continuity of the therapeutic path which shall not be an instrument in case 

of emergency only. Moreover, prevention and assistance throughout the asylum-seeking process 

could provide asylum seekers with the necessary tools to face the stressful waiting period they 

experience. Furthermore, any activity supporting asylum seekers’ integration in the receiving Country 

can help ameliorate their mental health condition, acting on the social determinants of mental 

disorders characterizing the post-migration phase (Libertas et Petta 2020). 

Evidence suggests that the exclusive consideration of individual psychopathology not 

involving the social environment is not able to meet asylum seekers’ needs. In fact, political violence 

and traumatic experiences are not only related to the individual level but they also influence social 

health, communities, institutions and families. Thus, a wide approach to asylum seekers’ mental 

health is key (Lindert et Schinina 2011). 

The literature on the topic has long focused on the premigration, migration and post migration 

risk factors and on the many interrelated causes that can negatively affect asylum seekers’ mental 

health leading to many disorders, such as PTSD. Yet, when therapeutic paths enable asylum seekers 

to own their stories, they not only survive their traumatic experiences, but they also become resilient 

and can take the many opportunities a new Country can give (Priebe et al. 2016).  
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3.3 Welcoming asylum seekers in Belgium: protecting mental health   

 

3.3.1 The Belgian reception system and mental health care services   

 

Overall, the main impediment obstructing asylum seekers’ access to healthcare services in 

Belgium is the coexistence of costly, complicated and time-consuming administrative procedures. In 

2017 the Court of Auditors identified a series of obstacles and relevant points, confirming what was 

previously sustained in the Livre Vert sur l’accès aux soins en Belgique12 published by the National 

Institute for Sickness and Invalidity Insurance (Institut national d'assurance maladie-invalidité, 

INAMI) and Médecins du Monde (Belgium) of 2014. First of all, the system appears to be unfair and 

inefficient because of the inequalities and differences in organization, availability, accessibility, 

quality of case and coverage among asylum seekers. Furthermore, there is no continuity of care due 

to the continuous changes in their legal status and even in their geographical location, inside or outside 

of Belgium. Moreover, the Paper underlines the fact that better implementation of existing legislation 

on asylum seekers’ access to healthcare is required (KCE 2019a). 

Following the Livre Vert, the White Paper of the access to care in Belgium13 published in 

2016 proposes the harmonization of the access to healthcare for asylum seekers, as being part of the 

most vulnerable groups, through their integration in the health insurance system (KCE 2019a). 

Specifically, the international protection procedure is regulated by the loi Accueil of January 

12, 200714. This procedure is structured into four steps (KCE 2019a). 

First, the asylum application is registered by the Immigration Office (Office des étrangers, 

OE) which is also in charge of verifying whether Belgium is competent of the status of this person 

on the basis of the Dublin Convention. If the Immigration Office declares the application to be 

admissible, the latter is transmitted to the General Commission for Refugees and Stateless Persons 

(Commissariat général aux réfugiés et aux apatrides, CGRA). The asylum seeker is then assisted at 

the Dispatching of the Federal Agency for the Reception of Asylum Seekers (Fedasil) and is given a 

mandatory place of residence – the so-called ‘code 207’. If for any reason one does not accept the 

accommodation that has been assigned or makes a subsequent request, that person is obliged to find 

 
12 For the full text of the Paper, please refer to: INAMI, Médecins du monde (2014), «LIVRE VERT SUR L’ACCÈS 

AUX SOINS EN BELGIQUE», green book, available at https://www.cbcs.be/IMG/pdf/doc-pour-lien-acces-soins-livre-

vert-fr.pdf?347/d57044fe477707dc46c9327346beb192fe7d98da.  
13 For the full text of the Paper, please refer to: INAMI, Médecins du monde (2016), «WHITE PAPER on access to care 

in Belgium», white book, Hans Suijkerbuijk, available at https://www.inami.fgov.be/SiteCollectionDocuments/white-

paper.pdf.  
14 For the full text of the law, please refer to: Justel - Législation consolidée (2007), «12 JANVIER 2007. Loi sur l'accueil 

des demandeurs d'asile et de certaines autres catégories d'étrangers», Law, available at 

https://www.ejustice.just.fgov.be/cgi_loi/change_lg_2.pl?language=fr&nm=2007002066&la=F.  
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a new place autonomously and receives a ‘code 207 No show’. Since the moment of the application 

to the Immigration Office, in the framework of material assistance, the asylum seeker is guaranteed 

the right to medical support to conduct a life in dignity (KCE 2019a). 

During the second step, after having analyzed the application, the General Commission for 

Refugees and Stateless Persons makes a final decision. Since 2018 the General Commission for 

Refugees and Stateless Persons is required to complete its task in six months starting from the receipt 

of the request, it allows itself to lengthen this period to a maximum of twenty-one months for the 

most complex cases (KCE 2019a). 

The third step opens three different scenarios according to the decision made by the General 

Commission for Refugees and Stateless Persons. First, the asylum seeker can obtain refugee status. 

In that case, the status can be granted for five years or for an unlimited time after five years. Second, 

the asylum seeker can obtain subsidiary protection of one year, which can be renewed twice for two 

years and then becomes unlimited after five years. Third, the application can be refused. The asylum 

seeker can, of course, appeal against the refusal of the application (KCE 2019a). 

The fourth step does not involve asylum seekers, as it regards those whose refugee or 

subsidiary protection status has been recognized. Those who fall in one of these two categories have 

then two months to find a place of residence, which can be extended to three months in the case of 

particularly vulnerable people. In order to get their new place of residence, they can apply for social 

assistance offered by the Public Center for Social Action (Centre Public d'Action Sociale, CPAS). 

Given their status, they have access to the compulsory health insurance system and must register to 

one of the sickness or health funds or to the Auxiliary Fund (KCE 2019a). For the purpose of this 

study, those concerned by the fourth step will not be taken into consideration.  

The reception and welcoming network includes two different systems: the collective reception 

centers (Centres d’Accueil Collectif) and the local reception initiatives (Initiatives Locales d’Accueil, 

ILA) (KCE 2019a). 

Being the most common option for accommodation, the collective reception centers are open 

centers which means that asylum seekers can come and go as they like. Singles usually share 

dormitories, while families are kept together in ad hoc rooms. Everyone who is welcomed in these 

centers is required to take care of the cleaning of their room and to participate in community services, 

such as distributing meals, to maintain common areas or to participate in different activities (KCE 

2019a). 

As far as access to healthcare services is concerned, first care is usually organized within the 

center itself and it is run mainly by nurses, who represent the first point of reference and contact for 

asylum seekers. During the week, general practitioners as well as psychologists give consultations at 



 50  

the centers. First line pediatric care is also provided, thanks to the cooperation with Kind & Gezin 

and the Office of birth and childhood (Office de la Naissance et de l’Enfance, ONE). However, 

asylum seekers need to personally cover all costs for all consults outside of the system of the Federal 

Agency for the Reception of Asylum Seekers. Some centers are provided with continuous assistance 

by nurses and medical beds for those who suffer from particularly serious health problems. Moreover, 

specific attention is given to those who need psychological support. Not only are all centers assigned 

with figures of reference for those who are particularly vulnerable, but they also sustain psychological 

support projects involving psychosocial counselors and intercultural mediators. These projects, 

carried out with the help of NGOs, are aimed at health prevention and promotion (KCE 2019a).  

For what concerns the management of consultations with specialists or hospitalizations, they 

are granted only if they can be paid for and are supervised by the nurse or general practitioner in 

charge. The reception of the infirmary schedules the appointments. In theory, asylum seekers are not 

entitled to choose their care providers but, in practice, general practitioners as well as social workers 

and nurses try to respect patients’ preferences. Moreover, in big cities (generally public) hospitals 

have agreements with certain centers (KCE 2019a). 

Local reception initiatives on their side are generally financed and directed by the Public 

Center for Social Action, while some are managed by NGOs. In most cases these accommodations 

tend to have the composition of a household, where asylum seekers arrive after staying at collective 

reception centers for a few months (KCE 2019a). 

Access to healthcare differs from the practices characterizing the collective reception centers. 

In local reception initiatives material assistance and care are, in fact, dependent from a social 

investigation (enquête sociale) performed by the Public Center for Social Action. These social 

investigations, whose field is wider than that of health, assess asylum seekers’ resources and needs. 

In this regard, individual needs can be repeatedly evaluated throughout time in order to adapt material 

assistance to the actual situation (KCE 2019a). 

Access to care may vary from one case to the other. When asylum seekers need first-line care, 

they need to ask the Public Center for Social Action to equip them with a document guaranteeing 

their payment, which needs to be presented to the care provider. In some cases, asylum seekers may 

need a medical certificate in order for the Public Center for Social Action to provide them with the 

document. This document can be provided either upon request for each healthcare service needed or 

for a defined period (usually lasting three months) in the form of a card covering first care. The 

healthcare professional can be either assigned to the patient, chosen from a list of professionals 

recognized by the Public Center for Social Action or selected autonomously. However, practice 
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demonstrates that the Public Center for Social Action usually signs agreements with medical centers 

or doctors for administrative reasons (KCE 2019a). 

As far as the situation of those receiving a “code 207 No show” is concerned, asylum seekers 

falling in this category need to find an accommodation on their own since they refused the one that 

had been assigned to them. Even if the Federal Agency for the Reception of Asylum Seekers sustains 

that they are not involved in the welcoming network, these asylum seekers have access to healthcare 

services, through different ways. After having requested the document concerning the payment 

guarantee to the medical unit of the Federal Agency for the Reception of Asylum Seekers, they can 

choose their first or specialist healthcare professional. As for all the other asylum seekers, in case of 

emergency a medical certificate needs to demonstrate ex post the urgency of the situation. Fees and 

invoices are supposed to be paid for by the Federal Agency for the Reception of Asylum Seekers, but 

many asylum seekers receiving a “code 207 No show” usually refer to NGOs (KCE 2019a). 

Asylum seekers’ access to psychological care is established by the loi Accueil. The ways in 

which they can access those services have been defined by the Federal Agency for the Reception of 

Asylum Seekers, which provides reimbursement for two (family or individual) sessions per month, 

with an exception for severe cases authorized by the attending physician or the medical service. One 

weekly session can be covered for specific group sessions if approved ex ante by the psycho-social 

coordinator of the Federal Agency for the Reception of Asylum Seekers. Moreover, services provided 

by interpreters are covered for in the presence of an agreement of the hosting facility (KCE 2019a). 

Stakeholders sustain that asylum seekers live in a precarious situation, due both to cultural 

characteristics and organizational problems of the healthcare system. They believe that asylum 

seekers do not have proper access to many healthcare services, among which there are interpreters, 

mental health care and health promotion and prevention (KCE 2019a). 

Due to their particular vulnerability, it is commonly agreed that asylum seekers’ mental health 

should be a priority. However, stakeholders highlight the fact that the system involves classical 

psychotherapy only. Many studies underline the positive results obtained by other types of therapy, 

such as therapy with animals, movement therapy and art therapy. Moreover, the relevance of the 

social determinants of health are highly regarded as relevant in the literature on the issue. In addition, 

most serious mental health problems should be dealt with through specialized hospitals services 

which, however, are lacking (KCE 2019a). 

Four main issues have been identified by Belgian stakeholders (KCE 2019a). 

First, the lack of collaboration and coordination between federal and federated entities, as they 

do not have the same perspective on the welcoming of asylum seekers. While Wallonia sustains that 

the Federal Government is responsible for asylum seekers, including their mental health, the Flemish 
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authorities have decided to cover all healthcare services under their jurisdiction. As a consequence, 

these differences affect community care especially when asylum seekers change their Region of 

residence. Stakeholders also highlight the lack of collaboration between the Federal Agency for the 

Reception of Asylum Seekers and the local reception initiatives and reluctance of certain centers to 

support projects carried out by NGOs (KCE 2019a). 

Second, stakeholders highlight the absence of monitoring due to the fact that there are no 

centralized indicators or data. Even though some information on asylum seekers’ health status is 

collected, there are multiple systems which are not compatible with one another. This results in 

incongruence between needs and services provided (KCE 2019a). 

Third, stakeholders sustain that no sufficient transparency on health spending is guaranteed. 

In fact, invoices are not systematically checked as the Federal Agency for the Reception of Asylum 

Seekers has no sufficient personnel. Moreover, the Federal Agency for the Reception of Asylum 

Seekers cannot control how local reception initiatives and associated centers spend their budgets. 

Overall, it is not possible to assess which services are provided to asylum seekers and which costs 

need to be faced as the only complete data is provided by the National Institute for Sickness and 

Invalidity Insurance (KCE 2019a). 

Fourth, no adequate support and administrative staff is ensured to the Federal Agency for the 

Reception of Asylum Seekers and the Public Center for Social Action. As they act as ‘parallel 

mutuality’ they should have proper control mechanisms and IT tools. Moreover, administrative 

support should be provided to the medical unit and nurses of the Federal Agency for the Reception 

of Asylum Seekers (KCE 2019a). 

 

3.3.2 The action of the Red Cross  

 

 Already in 2015, the Belgian Red Cross (Croix-Rouge de Belgique) identified the 

heterogeneous nature of the migrant population and, as a consequence, the necessity for the 

identification of the specific needs of all sub-categories. Following the work started in 2014, in 2015 

the Croix-Rouge de Belgique was able to set up a project to identify and support those who suffered 

from ill-treatment and torture with four pilot centers – Banneux, Fraipont, Herbeumont and 

Manderfeld. Specifically, the close reception center for asylum seekers with mental distress (centre 

d’accueil rapproché pour demandeurs d’asile en souffrance mentale, CARDA) was created (Croix-

Rouge de Belgique 2015).  

In March 2015, the CARDA was established in the Bierset site and enhanced the typologies 

of services provided and the residential reception centers. Particular attention was given to families 
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and to systemic family monitoring as well as individual reviews. Moreover, the condition of 

traumatized people was addressed. Each resident was supervised by a psychologist and an educator 

and was offered a series of activities. In 2015, for example, French lessons, cooking workshops and 

gardening were organized. There were many advantages in being hosted in that structure, such as the 

constant psychological monitoring and the various therapeutic workshops. At the time, one of the 

former residents said that “CARDA offers effective and basic treatment to those patients before their 

cases get worsen which later might demand admission to a mental hospital with a main goal of putting 

the patient on the first step to be rehabili[ta]ted” (Croix-Rouge de Belgique 2015, 49).  

 In the first half of 2016, trained employees conducted 224 interviews in the four centers with 

the aim of identifying an early stage and providing asylum seekers victims of severe trauma with the 

best guidance. 74% of those interviewed requested a follow-up and a high risk of trauma was 

identified to 29% of the asylum seekers participating in the questionnaire. 55% of them received 

monitoring. These figures matched what had been observed in the previous years. According to the 

2016 report of the Croix-Rouge de Belgique, approximately one in four asylum seekers had suffered 

from torture and other serious human rights violations. Notwithstanding the relevance of the physical 

effects, there is a major risk of deteriorating mental health (Croix-Rouge de Belgique 2016). 

 As the Croix-Rouge de Belgique had witnessed a huge increase in the influx of asylum seekers 

who experienced ill-treatment, war and hard exile journeys in 2015, in January 2016 it decided to 

create mobile teams and to strengthen the teams’ competences and skills in the field of mental health 

protection, promotion and awareness (Croix-Rouge de Belgique 2016). 

 The experience of the CARDA has proven to be successful and highly needed. Only in 2019, 

it assisted 356 people (Croix-Rouge de Belgique 2019). 

 At the moment, asylum seekers who can access the CARDA and have residential support can 

either come from the Federal Agency for the Reception of Asylum Seekers, the Rode Kruis 

Vlaanderen and Croix-Rouge and Francophone Community networks or are in need of intensive care. 

The CARDA offers a diversified and complete support, both at the individual and at the family levels. 

It organizes various types of workshops, such as theater, painting, sport activities and dance. It works 

in partnership with an adult psychiatry service and social interpreters (Croix-Rouge de Belgique 

2021). 

 The work done by the Croix-Rouge de Belgique since 2015 demonstrates the importance of 

the role played by NGOs and the multidimensional nature of psychological and psychiatric support. 

Due to their vulnerability and traumatic past experiences, asylum seekers can benefit from projects 

such as the CARDA, allowing them to be rehabilitated into the society. 
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3.3.3 The action of Médecins Sans Frontières  

 

 Considering the period between 2015 and today, Belgium first appeared in the International 

Activity Reports published by Médecins Sans Frontières (MSF) in 2017.  

In 2017, Médecins Sans Frontières set up various activities to support migrants and refugees 

in Belgium. Specifically, the Médecins Sans Frontières team provided migrants with psychological 

support in three reception centers and individual housing projects. The team was in charge of 

counselling, psychoeducation, mental health screenings and cultural and social activities. In that year, 

Médecins Sans Frontières helped 446 people through group activities and offered individual mental 

health sessions to 525 people. Of course, the most severe cases were referred to specialists (Médecins 

Sans Frontières 2018).  

 Specifically, in 2018 Médecins Sans Frontières operated in the Belgian Municipalities of 

Charleroi, Morlanwelz and Roeselare in order to offer psychosocial support in collective and 

individual housing projects for asylum seekers. Several and diverse activities were organized, such 

as recreational activities to promote general well-being, in-depth assessments, mental health 

screenings, follow-up sessions and psychoeducation (Médecins Sans Frontières 2019).  

 In the International Activity Report 2019, Médecins Sans Frontières denounced the 

continuous worsening of the health condition of migrants and asylum seekers due to the restrictive 

policies making their access to services difficult. Having ended the activities conducted in 

collaboration with the Belgian authorities in December 2018, Médecins Sans Frontières started 

cooperating with other organizations and sharing its expertise and tools in the field of mental health. 

The objective was to guarantee and improve access to psychosocial support to migrants and asylum 

seekers with particular vulnerabilities (Médecins Sans Frontières 2020).  

The particular attention given to asylum seekers’ mental health demonstrates that since 2017 

the health condition of those arriving in Belgium and applying for asylum started worsening and the 

support of Médecins Sans Frontières was fundamental to meet asylum seekers’ needs.   
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3.4 Welcoming asylum seekers in Italy: protecting mental health   

 

3.4.1 The Italian reception system and mental health care services   

 

 The Italian welcoming system is set up by the Legislative Decree n. 142/201515, adopted to 

follow up on the European directives 2013/32/EU and 2013/33/EU. Subsequently, several laws have 

integrated or modified the legislation on the issue. First, the Law Decree 13/201716 was introduced, 

then the Law n. 47/201717 and the Legislative Decree n. 220/201718. The current legislature has 

approved two modifications through the Law Decree 113/201819 and, more recently, the Law Decree 

130/202020 (Camera dei Deputati Servizio Studi 2020). 

 First of all, the welcoming system of migrants relies upon the principle of fair collaboration 

(leale collaborazione) according to the specific national and regional practices, through the national 

coordinating committee (Tavolo di coordinamento nazionale) established by the Ministry of the 

Interior (Ministero dell’Interno). The national coordinating committee is aimed at guiding, planning 

and programming the welcoming system, also individualizing the criteria according to which 

migrants should be distributed among the Regions (Camera dei Deputati Servizio Studi 2020). 

 The reception of asylum seekers is structured into several stages (Camera dei Deputati 

Servizio Studi 2020). 

 First, first assistance and identification are operated, which is especially carried out at the 

ports where migrants arrive. The Law Decree 130/2020 establishes that first assistance is provided 

by governmental centers as well as temporary facilities, while rescue procedures and the identification 

of those who have illegally entered the Italian territory are managed in the hotspots (punti di crisi) 

set up at the ports. These activities and functions are performed on the bases of the commitment taken 

by the Italian State in the framework of the European agenda on migration adopted in 2015. Thus, 

the State needs to ensure first assistance, screening, identification and giving of all necessary 

 
15 For the full text of the Decree, please refer to: Gazzetta Ufficiale della Repubblica Italiana (2015), «Decreto-Legislativo 

18 agosto 2015, n. 142», Legislative Decree, availabile at 

https://www.gazzettaufficiale.it/eli/id/2015/09/15/15G00158/sg.  
16 For the full text of the Decree, please refer to: Gazzetta Ufficiale della Repubblica Italiana (2017a), «DECRETO-

LEGGE 17 febbraio 2017, n. 13», Law Decree, availabile at 

https://www.gazzettaufficiale.it/eli/id/2017/02/17/17G00026/sg.  
17 For the full text of the Law, please refer to: Gazzetta Ufficiale della Repubblica Italiana (2017b), «LEGGE 7 aprile 

2017, n. 47», Law, availabile at https://www.gazzettaufficiale.it/eli/id/2017/04/21/17G00062/sg.  
18 For the full text of the Decree, please refer to: Gazzetta Ufficiale della Repubblica Italiana (2017c), «DECRETO 

LEGISLATIVO 22 dicembre 2017, n. 220», Legislative Decree, availabile at 

https://www.gazzettaufficiale.it/eli/id/2018/1/16/18G00005/sg.  
19 For the full text of the Decree, please refer to: Gazzetta Ufficiale della Repubblica Italiana (2018), «DECRETO-LEGGE 

4 ottobre 2018, n. 13», Law Decree, availabile at https://www.gazzettaufficiale.it/eli/id/2018/10/04/18G00140/sg.  
20 For the full text of the Decree, please refer to: Gazzetta Ufficiale della Repubblica Italiana (2020), «DECRETO-LEGGE 

21 ottobre 2020, n. 130», Law Decree, avallabile at https://www.gazzettaufficiale.it/eli/id/2020/10/21/20G00154/sg.  
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information to apply for international protection and participate in the relocation programs (Camera 

dei Deputati Servizio Studi 2020). 

 The activities of so-called first reception (prima accoglienza) regard the completion of the 

identification procedure of asylum seekers and the filling of the asylum application in the ordinary 

and extraordinary governmental centers for first reception (centri governativi di prima accoglienza 

ordinari e straordinari). Moreover, first reception includes the assessment of the healthcare situation 

of each asylum seeker and of specific vulnerabilities that need to be taken into consideration. The 

facilities involved together with the governmental centers are the centers for the reception of asylum 

seekers (Centri di accoglienza per i richiedenti asilo, CARA) and reception centers (Centri di 

accoglienza, CDA). Asylum seekers are transferred to one of these facilities on the basis of the 

decision of the prefect, after having consulted the Department of civil liberties and immigration 

(Dipartimento per le libertà civili e l'immigrazione) of the Ministry of the Interior. In case of 

particularly numerous migration flows, if there are no sufficient places at the governmental centers, 

asylum seekers can be transferred to extraordinary reception centers (centri di accoglienza 

straordinaria, CAS). Given the nature of these facilities, which are identified by the prefect once 

heard by the competent local authority, asylum seekers can be hosted on a temporary basis. Recent 

figures demonstrate that, due to the limited capacity of the governmental centers, most immigrants 

are transferred to the extraordinary reception centers (Camera dei Deputati Servizio Studi 2020). 

 For what concerns the material reception conditions in governmental reception centers, the 

Law Decree 130/2020 specifies the necessity for adequate standards of sanitation, hygiene and living 

conditions on the basis of practices and criteria established by the Ministry of the Interior, once heard 

the Unified conference (Conferenza unificata). Moreover, these centers are required to provide a 

series of services, among which: social and psychological assistance, material reception services, 

linguistic-cultural mediation, administration of Italian language courses and legal, health assistance 

and counseling services to the territory (Camera dei Deputati Servizio Studi 2020). 

 The second reception (seconda accoglienza) had long been granted by the system of 

protection of asylum seekers and refugees (Sistema di protezione per richiedenti asilo e rifugiati, 

SPRAR) established in 2002 and then renominated system of protection for owners of international 

protection and unaccompanied minors (Sistema di protezione per titolari di protezione internazionale 

e minori stranieri non accompagnati, SIPROIMI) in 2018 (Law Decree 113/2018) and, more 

recently, denominated reception and integration system (Sistema di accoglienza e integrazione, SAI) 

in 2020 (Law Decree 130/2020). The system is managed by the central service (Servizio centrale), 

supervised by the national association of Italian Comuni (Associazione nazionale dei comuni italiani, 
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Anci). Financial resources are provided by the national and European funds dedicated to this policy 

field (Camera dei Deputati Servizio Studi 2020). 

 Since 2015, the access to the services offered by the second reception has been changed. These 

services are much wider than material assistance and include access to territorial services, to courses 

of the Italian language, education and professional training, the protection of the psycho-socio-

sanitary situation and many other aids. According to the Legislative Decree 142/2015, both those 

waiting for their asylum application to be accepted and those who had already obtained international 

protection had the right to benefit from these services. However, only the latter ones, together with 

unaccompanied minors, were able to access the services of the SIPROIMI following the introduction 

of the Law Decree 113/2018. This, of course, meant that asylum seekers were automatically excluded 

from a wide range of services, including those aimed at directly protecting and promoting their mental 

health. As a consequence, until further modification of the legislation, those who had applied for 

international protection could only benefit from first reception services, unless they fell in the specific 

categories allowed to be hosted in the centers for repatriations (Centri di permanenza per i rimpatri, 

CPR). While previously excluded, the Law Decree 130/2020 has reinserted those who have not yet 

been recognized the right to international protection in this system, together with other categories. 

Thus, as the beneficiaries of these services have increased, the system has been organized in two 

levels – one for those requesting international protection and one for those whose application has 

already been accepted (Camera dei Deputati Servizio Studi 2020). 

 Even since the Legislative Decree n. 142/2015, the category comprising particularly 

vulnerable people has been recognized and specific measures throughout the whole reception and 

welcoming procedure have been put in place in order to ensure, in collaboration with the competent 

Azienda Sanitaria Locale adequate psychological support (Camera dei Deputati Servizio Studi 2020). 

Furthermore, in 2017 the Ministry of Health published through the means of a decree the Linee guida 

per la programmazione degli interventi di assistenza e riabilitazione nonché per il trattamento dei 

disturbi psichici dei titolari dello status di rifugiato e dello status di protezione sussidiaria che hanno 

subito torture, stupri o altre forme gravi di violenza psicologica, fisica o sessuale21. While only 

referring to the owners of international protection, the Ministry specifies that in order to make these 

measures efficient, this document automatically includes also those waiting for the application to be 

accepted. The nature of international protection is not, in fact, constitutive but rather declarative. 

Thus, if one has requested to be provided with international protection awaits the competent 

 
21 For the full text of the document, please refer to: Ministero della Salute (2017), «Linee guida per la programmazione 

degli interventi di assistenza e riabilitazione nonché per il trattamento dei disturbi psichici dei titolari dello status di 

rifugiato e dello status di protezione sussidiaria che hanno subito torture, stupri o altre forme gravi di violenza psicologica, 

fisica o sessuale», policy document, available at http://www.salute.gov.it/imgs/C_17_pubblicazioni_2599_allegato.pdf.  
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authorities to recognize his or her status of refugee or of subsidiary protection. The objective of this 

document is to protect those requesting international protection and who are particularly vulnerable 

because of having experienced traumatic events (Ministero della Salute 2017).  

 As emerges from the recent modifications of the reception and welcoming system and as 

established by the 2017 guidelines, the specific condition of asylum seekers is one of the major issues 

that need to be taken into consideration when managing the system. When this element is not 

considered there is, in fact, a reduction in terms of rights guaranteed and services provided.   

 

3.4.2 The action of the Red Cross  

 

 The Italian Red Cross (Croce Rossa Italiana, CRI) is widely present on the national territory 

and provides services on the basis of the different needs of the migrant population. Of course, these 

needs can be highly heterogeneous according to the geographical area considered (Croce Rossa 

Italiana 2021a). 

 The Croce Rossa Italiana has long been involved in the two different typologies of reception: 

the first and the second reception (Croce Rossa Italiana 2021a). Inside the centers for first reception 

(Centri di Prima Accoglienza, CPA), the Croce Rossa Italiana has supported the social integration of 

all hosted migrants, specifically working with women, minors and asylum seekers. Moreover, the 

healthcare workers of the Croce Rossa Italiana have offered their expertise and competences to 

provide support in case of massive migration flaws and emergency situations in the so-called Centri 

di Primo Soccorso ed Assistenza. Furthermore, for what concerns the centers for repatriations 

(previously called centers for identification and expulsion, Centri di Identificazione ed Espulsione, 

CIE), the Croce Rossa Italiana has assisted migrants with sanitary equipment, clothes and other 

necessary goods. Moreover, juridical and psychological support had been provided. The Croce Rossa 

Italiana has also been present in the centers for the reception of asylum seekers (Centri di Accoglienza 

Richiedenti Asilo, CARA). In these centers, it has offered socio-psychological sanitary assistance and 

juridical counselling as well as support to the most vulnerable groups and the report of their situation 

to the competent authorities (Croce Rossa Italiana 2021c).  

 As can be deduced from this list of services and activities conducted by the Croce Rossa 

Italiana on the Italian territory, there is strong focus on the mental and social rehabilitation, to be 

reached through several dimensions. Both screenings and psychological support provided to asylum 

seekers and migrants in Italy are key focus areas of the action of the Croce Rossa Italiana (Croce 

Rossa Italiana 2021b).  
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3.4.3 The action of Médecins Sans Frontières  

 

 In the International Activity Report 2017, Médecins Sans Frontières underlined the specific 

focus of the MSF team on mental health activities, support of initiatives suggested by the civil society 

at the benefit of migrants and refugees and specialized care for those who experienced violence. 

Nearly two hundred thousand migrants arrived in Italy through the Mediterranean Sea and 

disembarked in the Sicilian coasts. Most of them were escaping the Libyan camps, where they 

survived arbitrary detention and violence. While the majority of those arriving were hosted in 

temporary emergency reception centers, more than ten thousand lived in informal settlements, either 

because there were no sufficient places in official centers or because they wanted to move to another 

European Country, considering Italy just as a crossing point and not as their final destination. 

Médecins Sans Frontières operated as guardian of the humanitarian needs of migrants staying in those 

informal settlements and many MSF volunteers in occupied buildings in Turin and Bari tried to 

facilitate access to healthcare as well as other services and to avoid marginalization (Médecins Sans 

Frontières 2018).  

 For what concerns the ports and, specifically, the situation in Sicily, Médecins Sans Frontières 

had been present in that territory for two years already. For the third consecutive year, the MSF team 

provided psychological support to those arriving at Sicilian shores after having survived tragic 

shipwrecks and rescues. In 2017 only, MSF conducted twenty-one operations of this type and worked 

mainly in Campania, Calabria and Sicily. Specifically, in Trapani (Sicily) psychologists and cultural 

mediators operated 1,232 individual sessions and 116 group sessions and provided support to many 

secondary reception centers. Moreover, in summer 2017 a 24-hour medical center was opened in 

Catania (Sicily) where asylum seekers could be taken care of after being discharged from the hospital, 

providing a holistic approach to rehabilitation (Médecins Sans Frontières 2018).  

 In 2017, other important activities were run in Rome. MSF did, in fact, manage a center for 

torture survivors with the collaboration of Medici Contro la Tortura and Associazione per gli Studi 

Giuridici sull’Immigrazione. With its multidisciplinary approach, this center offered medical and 

psychological assistance and social and legal assistance. Most of the patients, who come from almost 

twenty different Countries, survived ill-treatment and violence in Libya while transiting to reach 

Europe (Médecins Sans Frontières 2018).  

 In the Northern Italian Regions, Médecins Sans Frontières provided medical and 

psychological support as well as food and other basic goods. Specifically, the MSF team was focused 

on the situation in Ventimiglia, at the Italo-French border, where it cooperated with the Croce Rossa 

Italiana, Como, at the Italo-Swiss border and Gorizia, at the Italo-Slovenian border. In this area, 
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Médecins Sans Frontières gave particular attention to migrants passing through (Médecins Sans 

Frontières 2018).  

 As far as 2018 is concerned, Médecins Sans Frontières observed a decrease in the number of 

arrivals which, however, were still more than twenty thousand. Most of them had experienced 

multiple traumas when being detained in Libya and then while crossing the Mediterranean Sea to 

reach the Italian shores. While the Italian government obstructed search and rescue operations, 

Médecins Sans Frontières continued to offer psychological and medical support to everyone arriving, 

including those who were victims of torture. The activities conducted in Sicily to provide people 

disembarking with psychological support continued also in 2018. The center opened in Catania 

continued to be run and asylum seekers in the province of Trapani were supported and the MSF team 

tried to meet their psychological needs (Médecins Sans Frontières 2019). 

 Through the cooperation with volunteers and civil society organizations, Médecins Sans 

Frontières performed nearly 1,500 psychological and medical consultations and interventions in 2018 

alone and gave particular attention to unaccompanied minors in Rome. The center for torture 

survivors with the collaboration of Medici Contro la Tortura and Associazione per gli Studi Giuridici 

sull’Immigrazione also continued to be run (Médecins Sans Frontières 2019). 

 The MSF team played a role in the support and orientation of around eight hundred people to 

allow them to have proper access to healthcare services in Turin and Palermo. Moreover, the work at 

the Northern borders continued (Médecins Sans Frontières 2019). 

 In the International Activity Report 2019, Médecins Sans Frontières strongly highlighted the 

difficulties for asylum seekers to access healthcare services due to the tougher migration and asylum 

policies. Thus, Médecins Sans Frontières continued to pursue its mission and to address the even 

wider gaps in medical assistance, especially for vulnerable people. Among all the activities carried 

out by the MSF team, when looking at the protection of mental health and access to mental health 

care services Médecins Sans Frontières closed the center for torture survivors in Rome comprising 

psychological and medical consultations as well as social support and psychotherapy for more than 

two hundred people. After having discharged most patients in 2019, the most critical ones were 

transferred to other organizations or to partners (Médecins Sans Frontières 2020).  

  Notwithstanding the restrictive nature of the asylum and migration legislation, many 

continued to cross the Mediterranean Sea and to attempt to reach Italy and, as a consequence, Europe. 

Médecins Sans Frontières proceeded with its crucial support offering psychological first aid to those 

disembarking as they had suffered from violence, trauma and possibly torture. In Lampedusa and 

Catania only, the MSF team assisted over thirty-eight people (Médecins Sans Frontières 2020). 
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 Overall, throughout 2019 Médecins Sans Frontières was able to reach around 1,060 people 

and to guarantee them access to national health services in Turin, Rome and Palermo, always 

cooperating with local health authorities (Médecins Sans Frontières 2020). 

 The work operated by Médecins Sans Frontières in times of crisis is remarkable. When the 

national legislation was shrinking asylum seekers’ rights and, specifically, their right to access 

healthcare and mental health care services, the MSF team demonstrated the relevance of its support 

and the ability to identify the needs of the most vulnerable ones and meet them.  
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3.5 Comparative analysis: mental health and integration in Belgium and Italy 

 

 Both the Belgian and the Italian reception systems are composed of different types of centers 

where asylum seekers’ access to healthcare and mental health care services may vary according to 

the typology of the facility and of their residency, asylum seekers’ awareness of the rights they are 

entitled to and to whether centers are overcrowded or not.  

 The Red Cross – the Croix-Rouge de Belgique and the Croce Rossa Italiana – and Médecins 

Sans Frontières have been cooperating with national authorities, with other organizations or 

independently in order to provide asylum seekers with the psychological and psychiatric support they 

may not get in governmental facilities.  

 

3.5.1 The Belgian and the Italian integration systems  

  

 In order to understand the current integration systems operating in Belgium and Italy it is 

necessary to recall the main historical steps made by national and local authorities to have a 

comprehensive view on the policies implemented.  

Since the 1980s, the French-, German- and Flemish-speaking Belgian Communities have 

managed most integration matters. Their role is to set priorities for a certain period of time and to 

elaborate integration programs for recently arrived third Country nationals – meaning immigrants 

who do not have European citizenship. However, the Federal Government has kept its power to 

organize a series of programs to support regional authorities (European Commission 2021d).  

 For what concerns the regional organization, regional governments have established eleven 

plans – 3 in Wallonia, 7 in Flanders and 1 in Brussels (European Commission 2021d). 

 Through the 1996 Decree, then followed by another one, Wallonia was the first Region to 

establish integration priorities. While the Directorate General for local authorities and social affairs 

designed both decrees, their implementation was then provided by regional Centers for Integration 

and local initiatives organized by NGOs or public services. Among all the priorities, the most 

important ones were social cohesion within an intercultural society, equal access to services and 

social and economic participation (European Commission 2021d).  

 The 2014 Decree focused on the integration program (parcours d’intégration), involving 

twenty hours of citizenship training and professional orientation and 120 hours of French language 

courses, which became mandatory in 2016 (European Commission 2021d). 

 The second Region to introduce an integration strategy was the Flanders, through the 2004 

document designed by the Flemish Ministry of Interior. This document, lasting five years, was then 
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implemented by local reception offices. It included a compulsory integration program focusing on 

employment, Dutch as a second language, active citizenship (characterized by both rights and duties) 

and social orientation (meaning values and norms). This plan was followed by others, such as the 

Policy brief on Civic Integration and Integration (2014-2019). Structured by the Flemish Ministry of 

Interior, this plan was implemented by various actors, such as local reception officers, local language 

learning organizations and the regional agency for civic integration. The main objectives to be 

achieved were the improvement of equal access to services, the increase of the knowledge of Dutch 

as a second language and the fight against the weak educational fulfillment and ethnic divide 

(European Commission 2021d). 

 Migrant integration strategy in the capital Region of Brussels started in 2017 through the 

Order adopted in April of that year. The Order, designed by the Common Community Commission 

and then implemented by the reception offices Bapa, VIA and BON, organizes the strategy. The 

compulsory integration program has three main priorities: social and economic participation, 

citizenship training and French or Dutch as second languages. Due to the fact that both the Flemish- 

and the French-speaking Communities are hosted in Brussels, the three legislations on migrant 

integration coexist in that area (European Commission 2021d). 

 For what concerns the federal level, migrant integration governance is managed by the 

Asylum and Migration Secretary of State, under the Ministry of Interior. Access to the Belgian 

territory and resident permits are granted by the Immigration Office, while the Office of the 

Commissioner General for Refugees and Stateless Persons is in charge of evaluating asylum 

applications and of issuing decisions. Moreover, the Federal Agency for the Reception of Asylum 

seekers is responsible for both the reception and the early integration of asylum seekers (European 

Commission 2021d). 

 Proceeding with the analysis of the Italian integration system, it is necessary to remind that 

until the early 1970s Italy was a Country of large-scale emigration but has experienced significant 

immigration flows since the 1980s (European Commission 2021e).  

 Initially, immigration was managed through bureaucratic discretion as well as administrative 

regulations. The main focus was foreign workers’ admission, which were dealt with by passing 

immigration laws. However, the increasing salience of immigration that was registered in the mid-

1990s led to the first organic regulation of migrants’ integration through the three-year Document of 

Migrant Policy Planning (Documento Programmatico Pluriennale). The 2005 Planning Document 

was the last comprehensive strategic national plan to address migrants’ integration as well as that of 

their descendants residing on Italian territory. Since then, a multilevel governance framework has 
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been adopted due to the shift of competences from the national level towards the regional one 

(European Commission 2021e). 

 The 2017 National Integration Plan for Persons Entitled to International Protection22, which 

was also aimed at addressing the living conditions and integration of asylum seekers, transposed the 

Directive 2011/95/EU and was foreseen by the Legislative Decree 18/2014. This plan, subsidized by 

EU and national financial resources, established a series of priorities such as access to education, 

interreligious and intercultural dialogue, vocational training, labour inclusion and interreligious and 

intercultural dialogue (European Commission 2021e). 

 The national integration plan underlines the particular importance to the equal access to the 

national healthcare system. Specifically, it aims at supporting the most vulnerable migrants with 

specific attention to mental health and disabilities, as well as the condition of minors, women and 

those who experienced female genital mutilation, gender-based violence or discrimination on the 

basis of belonging to the LGBTI community. Moreover, the plan considers the strengthening of the 

organization of healthcare services as a priority, especially in the case of psychiatric illnesses and 

PTSD (Ministero dell’Interno, Dipartimento per le Libertà Civili e l’Immigrazione 2017).  

However, at the end of 2019 the implementation of this plan faced many restrictions and was 

only carried out in three Regions (Calabria, Emilia Romagna and Piedmont), with the collaboration 

of UNHCR, the United Nations High Commissioner for Refugees (European Commission 2021e). 

 For what concerns the content of the integration program, since 2012 all newly arrived 

migrants have been requested to sign the so-called Integration Agreement (Accordo di Integrazione), 

as soon as they get their first resident permit. Thus, migrants commit to achieve specific integration 

objectives within two years. The three priorities are: vocational training, civic education and language 

course. As a consequence, in order to complete the program, migrants need to reach the A2 language 

level and get sufficient knowledge of the Italian constitution, institutions and civic life. The renewal 

of the residence permits depends on the successful completion of the integration program. However, 

it is important to underline the fact that specific categories of migrants are excepted from this 

requirement. In fact, unaccompanied minors, disabled migrants and victims of trafficking are not 

subject to this condition by law, while beneficiaries of international protection, long term residents, 

family migrants and relatives of EU citizens are de facto expected as their permit cannot be withdrawn 

(European Commission 2021e). 

 Unfortunately, no publicly available systematic evaluations of public integration policies are 

carried out, while indirect ones are produced looking at the outcomes of these policies. Socio-

 
22 For the full text of the policy document, please refer to: Ministero dell’Interno, Dipartimento per le Libertà Civili e 

l’Immigrazione (2017), «Piano Nazionale d'integrazione per i titolari di protezione internazionale», policy document, 
available at https://www.interno.gov.it/sites/default/files/piano_nazionale_integrazione.pdf.  
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economic integration is monitored and evaluated by the Ministry of Labor and Social Policies through 

annual reports. Furthermore, indicators on migrant integration are produced in collaboration with the 

National Council of Economy and Labor in order to analyze national, regional and local trends. For 

what concerns non-governmental sources, the Statistical Yearbook published by CARITAS-IDOS 

every year is most probably the most important source of information on the outcomes of integration 

policies (European Commission 2021e). 

 

3.5.2 Mental health as the precondition for asylum seekers’ integration  

 

 Once applied for asylum, migrants live in the receiving Country until a decision is made and 

potentially even after that. The procedure for the recognition of international protection is a long one, 

which makes it impossible to think about asylum seekers’ condition as a mere emergency situation. 

While experiencing the uncertainty of waiting for a response, asylum seekers might interact with the 

society of the receiving State.   

 As stated by the European Commission in the recently published Action plan on Integration 

and Inclusion 2021-2027, integration and inclusion are crucial to ensure both economic stability and 

well-being of European societies (European Commission 2020b). In fact, migrants represent one of 

the crucial target groups for the European strategy on fighting poverty and safeguarding social 

inclusion. The integration policies of all Member States, as well as academic research, should make 

social inclusion a priority (Huddleston et al. 2013).  

As the European way of life is defined as an inclusive one, it is important to understand what 

are the key factors that can actually make our economies and societies thrive in the long term 

(European Commission 2020b).  

Integration is characterized by three main dimensions: the social, the economic and the 

cultural one (Directorate of Social and Economic Affairs, Council of Europe 1997). Nonetheless, 

social inclusion indicators are not usually considered when facing the debate on migrant integration. 

However, these indicators –health, housing, income and poverty – deeply affect other areas such as 

employment and education (Huddleston et al. 2013).  

Among the social inclusion indicators, housing and a basic income are commonly considered 

to be essential for migrants’ involvement in the society of the receiving State. However, the literature 

on the topic demonstrates that good health is a pre-condition for integration (Huddleston et al. 2013). 

Thus, it can be said that both physical and mental health need to be preserved and protected in order 

to allow asylum seekers to be integrated.  
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In the abovementioned Action plan on Integration and Inclusion 2021-2027, the European 

Commission affirms that mental health is a crucial aspect of integration. On the one hand, migrants 

and, as a consequence, asylum seekers, experience trauma and violence before, during and after 

migration. On the other hand, these difficulties are even worsened by discrimination, social isolation 

and difficult access to mental health services (European Commission 2020b). 

It appears to be clear that health issues represent a fundamental obstacle to integration (OECD 

2016). At the same time, protecting and promoting mental health – as well as physical health – can 

create a positive condition to increase integration and inclusion. This is particularly true for asylum 

seekers, who are more vulnerable if compared to other categories of migrants due to the hardship they 

experienced. Thus, diagnosis and therapy represent asylum seekers’ opportunity for well-being and 

proper integration in the new environment.  

  

3.5.3 Explaining the causes of the two different approaches  

 

 Since 2015 both the reception and the integration systems have undergone many changes both 

in Belgium and Italy.  

The comparative analysis of the Belgian and Italian approach to asylum seekers’ reception 

and integration – with specific reference to access to healthcare and mental health care services – 

highlights both similarities and differences.  

The complexity of the territorial organizations of both States and the division of competences 

between the central government and the local authorities can constitute an obstacle to the reception 

and integration of asylum seekers.  

Moreover, the costly and time-consuming process towards the recognition of international 

protection can, in both cases, create limitations to asylum seekers’ access to healthcare and mental 

health care services.  

Furthermore, both Countries have structured their reception systems through a series of 

different centers having different internal organizations.  

Lastly, for what concerns the integration system, both Belgium and Italy have implemented 

integration programs allowing third Country nationals to achieve linguistic competences, to be 

socially integrated, to gain a general understanding of the history, institutional set up and culture of 

receiving State and being introduced into the labor market.  

The main difference emerging from this analysis concerns the overall approach towards 

migration and integration policies, the former referring to migrants who have not yet entered the 

territory and the latter concerning those who already reside on that territory. While Belgium has 
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developed a continuous strategy aimed at receiving and integrating migrants, Italy has long been 

addressing this issue as an emergency and has posed many restrictions to migrants’ access to certain 

services, among all healthcare and mental health care services. The Law Decree 113/2018 did, in fact, 

introduce a reform in the system of international protection which resulted in relevant limitations to 

asylum seekers’ access to services, among which healthcare services. However, this reform has 

recently been modified through the Law Decree 130/2020.  

If one considers the entitlement to health services only, the comparison between Belgium and 

Italy can be done by referring to the analyses done by MIPEX – Migrant Integration Policy Index23 

– which considers the following indicators: health entitlements for legal migrants; health entitlements 

for asylum-seekers; health entitlements for undocumented migrants; administrative discretion and 

documentation for legal migrants; administrative discretion and documentation for asylum-seekers; 

administrative discretion and documentation for undocumented migrants; information for migrants 

concerning entitlements and use of health services; information for migrants concerning health 

education and promotion; availability of qualified interpretation services; Involvement of migrants in 

information provision, service design and delivery; support for research on migrant health; and whole 

organization approach (MIPEX 2021a). Specifically, MIPEX has conducted a study to evaluate 

migrant integration policies between 2015 and 2020 with reference to healthcare services. This report 

demonstrated that Belgium increased its standards by extending health promotion and education to 

asylum seekers and involving migrants even more (+13,8 in MIPEX scale). On the contrary, Italy 

experienced a huge worsening of the healthcare situation due to the 2018 Decree and the many 

obstacles posed to asylum seekers during the ‘Conte I’ government24 (-8,3 in MIPEX scale) (MIPEX 

2021a).  

The approach adopted by the Italian government in 2018 and modified only in 2020, can be 

explained through the historical and geographical differences between Belgium and Italy.  

From a historical perspective, the development of immigration and asylum in Belgium – both 

referring to policies and discourse – can be divided into three phases. The first phase (from 1945 to 

1974) was characterized by the acceptance and attraction of migrant workers and refugees. Belgium 

did, in fact, conclude many bilateral agreements in order to get foreign workers to rebuild the Country 

 
23 For more information about MIPEX, please refer to: MIPEX (2021b), available at  https://www.mipex.eu, accessed on 

9 February 2021. 
24 The so-called ‘Conte I’ government is the Italian government of the XVIII Legislature (01/06/2018 al 04/09/2019) 

whose Prime Minister was Giuseppe Conte and whose Vice-Prime Ministers were Matteo Salvini and Luigi Di Maio. For 

more information, please refer to: Governo italiano, Presidenza del Consiglio dei Ministri (2021), available at 

https://www.governo.it/it/i-governi-dal-1943-ad-oggi/xviii-legislatura-dal-23-marzo-2018/governo-conte/9468, 

accessed on 9 February 2021.  
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after a devastating war. In that period, asylum seekers’ reception was not provided by the Belgian 

State but by charitable organizations (Cire 2016).  

The second phase (going from the closure of the borders in 1974 until the mid-1990s) saw the 

coexistence of two different logics. On the one hand, Belgian borders were closed for those wishing 

to move there, while on the other hand integration was ensured to those already living there (Cire 

2016).  

Lastly, during the third phase (from 1995), Belgian authorities have developed the logic of 

border protection and have further decentralized integration policies (Cire 2016). Thus, it appears to 

be clear that immigration as well as integration have always been controlled and monitored, as 

Belgium was able to choose whether to accept third Country nationals or close its borders.  

The Italian migration and integration history is completely different from the Belgian one. 

The first migration flows were registered in Italy between the 1960s and the 1970s when students and 

workers from Eritrea, Ethiopia and Somalia – which were former Italian colonies – or from North 

African Countries started to move. These arrivals demonstrate the deep relationship between the 

Italian history, migration and decolonization. Other important flows came from Yugoslavia and Latin 

America (Camilli 2018).  

Until the 1990s, with few exceptions, asylum had long been reserved to those coming from 

former Communist Countries in Eastern Europe, due to the geographical reserve clause introduced 

during the Cold War. In the 1990s, massive migration flows started arriving from former Yugoslavia 

and migration started being an issue of public interest (Camilli 2018).  

More recently, most migrants enter the Italian territory from the South through the so-called 

Central Mediterranean route (infra Figure 7). 
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Figure 7: Central Mediterranean route 

Source: Internazionale 2021 

  

From a geographical perspective, while Belgium is situated in the middle of the European 

continent, Italy is the European Country of entrance for the irregular sea arrivals, together with Malta 

(European Council, Council of the European Union 2021).  

This route, involving migrants from sub-Saharan Africa and North Africa transiting through 

Libya and Tunisia, has been the most used route since 2015. Even though the number of irregular 

migrants decreased between 2018 and 2019 due to the restrictive measures introduced by the Italian 

government, it registered a great increase in 2020 (European Council, Council of the European Union 

2021). 

Looking at the figures and specifically considering asylum seekers only, Italy did, in fact, 

receive many more asylum seekers if compared to Belgium (infra Figure 8).  
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 2015 2016 2017 2018 2019 2020 

European Union – 

28 Countries (2013-

2020) 

1,322,850 1,260,920 712,250 664,410 744,810 n/a 

Belgium 44,665 18,280 18,340 22,530 27,460 16,710 

Italy 83,540 12,2960 128,850 59,950 43,770 26,535 

 

Figure 8: Asylum and first-time asylum applicants annual aggregated data (rounded) 

Source: Personal elaboration based on data provided by EUROSTAT 2021 

 

The huge difference between Belgium and Italy can also be understood through the following 

graph:  

 

 

 

Figure 9: Asylum and first-time asylum applicants annual aggregated data (rounded) 

Source: EUROSTAT 2021 

 

The Italian approach towards migration and asylum creating many obstacles to asylum 

seekers’ access to many services, such as mental health services, can be explained combining its 

historical development and its geographical and geopolitical collocation.  

 As many have recognized, including the President of the French Republic Emmanuel Macron, 

Italy has been left alone to face an unprecedented migration crisis and its economic and social 

consequences. Moreover, as sustained also by the German Chancellor Angela Merkel, the European 

Union should have done more to support Italy in the management of these huge migration flows. 
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However, the Italian governments that have followed one another from 2015 have all denounced the 

scarcity of concrete actions regardless of the many declarations made by both European institutions 

and Member States (Fabbrini 2019).  

As the migration crisis erupted in 2015 and its consequences on migration and integration 

policies started to be evident, the relationship between EU Member States and European institutions 

was questioned. While on the one hand EU Member States have long asked the European institutions 

to acquire a proactive role in the management of migration policies, on the other hand they have 

protected their national sovereignty and pretended to control their own territories (Fabbrini 2019).  

 The attempts made by the European Commission and by the Council to support the Member 

States on the frontline were perceived as an intrusion into national sovereignty while the absence of 

cooperation from the other European Countries was defined as a lack of solidarity leading many to 

define the European Union as a burden rather than as our greatest opportunity to collectively manage 

complex problems that States cannot solve alone. Thus, many political parties started identifying 

migration as the primary threat to our societies, economies and identities (Fabbrini 2019).   

 This propaganda, combined with the diffusion of populist political parties and ideas, led the 

Italian authorities and a relevant proportion of its population to sustain policies restricting the rights 

of those already on the territory and diminishing the possibilities of arrival for those who wanted to 

reach the Italian shores. It is fair to say that many Italians, as well as NGOs and civil society 

organizations, denounced the approach adopted by the Italian government and pretended a reform 

that only occurred in 2020. For example, in October 2018 many organizations – Centro Astalli, 

Emergency, INTERSOS, Società Italiana di Medicina delle Migrazioni, Medici contro la Tortura, 

Médecins du Monde, Medici per i Diritti Umani, Medici Senza Frontiere – decided to send a letter to 

the Presidents of the Parliamentary Groups of the Chamber of Representatives and of the Senate in 

order to highlight the hardship faced by asylum seekers with specific reference to their impossibility 

to access certain healthcare services (Centro Astalli et al. 2018). Specifically, they sustained that: 

 

L'articolo 13 del Decreto n. 113 sancisce che il permesso di soggiorno per richiesta di asilo non consente 

l'iscrizione all'anagrafe dei residenti. Malgrado il decreto precisi come questa misura non possa pregiudicare 

l’accesso ai servizi che si fondano sulla titolarità del permesso di soggiorno (iscrizione al servizio sanitario, 

accesso al lavoro, iscrizione scolastica dei figli, misure di accoglienza), in base alla nostra esperienza la 

mancanza di residenza anagrafica costituisce nei fatti un ostacolo spesso dirimente per l'iscrizione al SSN 

(Centro Astalli et al. 2018).  
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 Thus, these organizations which were and still are on the frontline to support migrants and, in 

particular, asylum seekers highlighted the necessity for a reform allowing proper access to the 

national healthcare system, which includes mental health care services.  

 It appears to be clear that both historical and geographical factors have played a crucial role 

in the development of asylum seekers’ reception and integration policies in both Countries. In Italy 

they resulted in the adoption of very restrictive policies creating obstacles undermining asylum 

seekers’ fundamental rights, accompanied by the perception of migration as a problem. On the 

contrary, Belgium has never experienced the arrival of irregular migrants and always managed, also 

due to its geographical position, to control its borders.  

At the EU level, it appears to be clear that solidarity cannot be sufficient to fill the gaps and 

provide a comprehensive European strategy combining both border control and human rights 

protection. Thus, a structural reform of the migration policy is required (Fabbrini 2019). Moreover, 

a more efficient coordination between EU Member States on integration policies based on best 

practices and common principles and standards could guarantee a more equal approach at the EU 

level, not creating disparities between migrants and asylum seekers living in different Member States. 

However, revisions cannot act alone. The importance of the promotion and protection of human rights 

and, specifically, of mental health should become part of the public conscience in order to allow 

migrants in general and asylum seekers in particular to be fully integrated in the receiving society and 

to properly address their needs. All human beings, regardless of their legal status, should be ensured 

the conditions to conduct a life in dignity and be helped when most in need.  
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CONCLUSION 
 

 

 

 

 

 

 

 
 

This study is aimed at addressing the following research question: how is the right to mental 

health protected in Europe, specifically in regard to asylum seekers’ therapy and integration in 

Belgium and Italy? In order to do so, it was necessary to recall the legislative and policy instruments 

available, the structure and organization of both healthcare systems and the reception and integration 

procedures available in Belgium and Italy.  

The analysis of the main tools for the protection and promotion of human rights in Europe 

have made it possible to conclude that, as human rights and mental health are deeply connected, 

finding ways to safeguard the former allows for a proper preservation of the latter. European 

Countries are bound to respect a wide range of instruments. First, they need to comply with the 

Universal Declaration of Human Rights and its Article 25(1) – whose principles are now part of 

international customary law – and with the International Covenant on Economic, Social and Cultural 

Rights and its Article 12 – which is a legally binding document. The 47 Members of the Council of 

Europe are also required to implement the prescriptions of the European Convention of Human Rights 

and the jurisprudence of the European Court of Human Rights – that since 1979 has interpreted the 

Convention in relation to psychiatry, mental health and mental disabilities – and of the European 

Social Charter. In the context of the EU, Member States respect the Treaty on the European Union 

(TEU), the Treaty on the Functioning of the European Union (TFEU) and the Charter of 

Fundamental Rights of the European Union but also the jurisprudence of the Court of Justice of the 

EU. In addition to the EU health policy, President von der Leyen has recently proposed a European 

Health Union, which highlights how important it is to coordinate efforts and implement common 

initiatives to guarantee proper health to all European citizens and face future challenges. This analysis 



 74  

demonstrates that the right to health, well-being and mental health has been a priority since 1950 

onwards. However, the jurisprudence of both regional courts – the European Court of Human Rights 

and the Court of Justice of the European Union – has only recently developed a proper interpretation 

of the legislative tools applicable in the field. Specifically in the context of the European Union the 

pandemic has accelerated a process towards more coordinated healthcare systems and even towards 

a supranationalization of this policy sector. However, it is now only a hypothesis as at the moment 

Member States are still exerting their sovereignty on healthcare policies. This is why it is necessary 

to focus on specific Countries in order to understand how national and local authorities organize and 

manage healthcare and mental health care services and possibly to identify best practices.    

Proceeding with the Belgian and the Italian healthcare systems, what has emerged from this 

analysis is that they have many elements in common: the right to health is protected by the 

Constitution; competences and responsibilities are shared between central and local authorities 

creating a decentralized system; and mental health is crucial for institutional discourses, as it is 

considered to be fundamental for both individual and social well-being. Looking at figures, Belgium 

has recently registered a higher public spending in the healthcare sector both compared to Italy and 

to the European average. Moreover, both States have a very high level of effectiveness but encounter 

problems in regard to accessibility. Lastly, while in Belgium the main barrier is income, in Italy 

regional differences also play a crucial role.  

The third and last Chapter of this work, focusing on the therapy and integration of asylum 

seekers in Belgium and Italy, reveals two important elements. First, reception and integration systems 

are not always based on the needs of asylum seekers and, specifically, on their stories and traumatic 

experiences. Asylum seekers need to be considered as a particularly vulnerable category as they 

encounter many risk factors that can potentially lead to mental disorders before migration, during 

migration and/or after the relocation in the receiving Country. Thus, considering these elements and 

taking them as the starting point of any political and administrative decision is crucial for reception 

and integration to succeed and make societies thrive. Second, different approaches are caused by 

historical and geographical characteristics. Belgium has always been able to keep the number of 

immigrants under control and, as a consequence, to manage its reception system. On the contrary, 

Italy has long received and hosted migrants and asylum seekers, also being subject to massive and 

often uncontrolled flows. Geographically, Belgium finds itself at the center of the European continent 

and it is able to better control its borders. Italian geographical collocation is exactly the opposite. Italy 

is, in fact, on the Central Mediterranean Route and can be considered the European Country of 

entrance for the irregular sea arrivals, together with Malta. This route involves migrants from sub-

Saharan Africa and North Africa transiting through Libya and Tunisia, has been the most used route 
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since 2015 and Italian structures have been under a lot of stress ever since. The Italian approach 

towards migration and asylum and, more specifically, the restrictions imposed between 2018 and 

2020, can be explained when combining historical, geographical and geopolitical characteristics. As 

many European leaders have recognized, Italy has been left alone during the migration crisis, creating 

an anti-migration sentiment throughout part of its political élite and population. Moreover, the role 

of EU institutions was questioned and debates on the membership to the European Union have started 

to erupt.  

It seems to be clear that solidarity alone cannot be sufficient to fill the gaps and provide a 

comprehensive European strategy combining both border control and human rights protection. Thus, 

a structural reform of the migration policy is required. All European States should bear the weight of 

the humanitarian crisis and asylum seekers’ needs and health should be placed at the core of every 

Member States’ action.  
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The right to health has always been recognized by legal tools setting either global or regional 

standards for human rights protection. However, mental health has long been given a secondary role 

in the definition of health or it has been considered as less important than physical health even if it is 

crucial for individual and social well-being. If we want our societies to be wealthy, everyone – 

meaning nationals and non-nationals residing on the territory – needs to be properly protected and 

included.  

Building on these premises, the research question of this study is: how is the right to mental 

health protected in Europe, specifically in regard to asylum seekers’ therapy and integration in 

Belgium and Italy? 

First, it has been necessary to analyze the legislative and policy instruments protecting the 

right to mental health. Thus, the first Chapter focuses on the deep and mutually reinforcing connection 

between mental health protection and human rights promotion, because preserving the former is 

complementary to defending the latter and they strengthen each other.  

European Countries need to comply with customary international law and with other legally 

binding instruments, which can be divided into three categories – meaning globally recognized 

instruments, those in the framework of the Council of Europe and those concluded in the context of 

the European Union, in which the EU policy and legislation are also implemented.  

For what concerns the global instruments, two documents are therefore analyzed: the 

Universal Declaration of Human Rights (1948) – with a focus on its Article 25(1) – and the 

International Covenant on Economic, Social and Cultural Rights (1976) – and specifically Article 

12.  
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As far as the Universal Declaration of Human Rights is concerned, Article 25(1) does not 

explicitly include mental health. However, it does protect the right to a standard of living sufficient 

enough to protect health and well-being, both of the individual and their family, regarding medical 

care as one of its constitutive elements. Furthermore, Article 25(1) refers to the right to security in 

case of sickness or disability, which could be extended to mental illnesses and disabilities.  

Considering the International Covenant on Economic, Social and Cultural Rights, Article 

12(1) contains a definition of the right to health, considering both the physical and mental dimension 

and Article 12(2) provides a non-exhaustive and exemplifying list of duties States Parties need to 

respect. A politically relevant though not legally binding interpretation of this Article has been 

provided in the General Comment No. 14 of August 2000 by the UN Committee on Economic, Social 

and Cultural Rights. 

Notwithstanding the relevance of the global instruments for the protection of human rights, 

throughout the 20th century European States have also provided themselves with regional legally 

binding documents, to further safeguard fundamental human rights. Narrowing the geographical 

focus down from the whole international community to the European continent only, the analysis 

must proceed by considering the context of the Council of Europe.  

Thus, the Chapter continues with the study of the European Convention of Human Rights 

(1950), with an in-depth analysis of its Article 5 on the right to liberty and security. This Article has 

been considerably used in the context of mental health protection.  

Moreover, the jurisprudence of the European Court of Human Rights is recalled through three 

cases: Winterwerp v. Netherlands (1979), Aerts v. Belgium (1998) and Stanev v. Bulgaria (2012). In 

fact, the 1979 case has been the first psychiatric case ever judged by the European Court of Human 

Rights and represents a crucial reference for the subsequent jurisprudence of the Court and for the 

interpretation of Article 5 of the Convention. Another instrument in the context of the Council of 

Europe is the European Social Charter, adopted in 1961 and revised in 1996, and its Articles 11 and 

15. While the Convention mainly protects ‘negative’ rights, the Charter is concerned with ‘positive’ 

or socio-economic rights. The 1961 Charter, revised in 1996, is a legally binding text for signatory 

States and is supervised by the European Committee of Social Rights which is in charge of making 

legal assessments of national situations’ compliance with the Charter and of adopting conclusions 

within the framework of the reporting procedure. Both the Convention and the Charter safeguard the 

rights of those suffering from mental illness or whose life is affected by their mental health condition 

by ensuring their therapy and the continuous supervision of their status, to allow them to enjoy all the 

other fundamental rights, either by preventing their unlawful detention or by ensuring their access to 
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education, vocational training and employment. Individual mental health, safety and well-being 

remain the priority.  

The issue of mental health protection and promotion is also analyzed in the framework of the 

European Union as it can be considered to be relevant, as demonstrated by 2018 MP v Secretary of 

State for the Home Department case judged by the Court of Justice of the European Union. In the 

EU, three legal instruments are involved – namely, the Treaty on the European Union (TEU), the 

Treaty on the Functioning of the European Union (TFEU) and the Charter of Fundamental Rights of 

the European Union – and specifically its Article 35.  

Lastly, the Chapter concludes with the analysis of the EU health policy and the proposal made 

by the President of the European Commission Ursula von der Leyen for the creation of the European 

Health Union. Through the Communication sent by the Commission to the European Parliament, the 

Council, the European Economic and Social Committee and the Committee of the Regions on 

November 11, 2020, the Commission has officially proposed the creation of the Health Union which 

would follow up on the provisions of the Charter of Fundamental Rights of the European Union.  

Then, this work proceeds with an overview on the Belgian and the Italian healthcare systems. 

Focusing on these two Countries and their legislation on mental health protection and promotion has 

been necessary in order to proceed with an in-depth analysis. The selection of these two Countries is 

based on two main criteria: first, my research interest in both the Belgian and Italian cases; second, 

the fact that in both Countries the healthcare system is organized in a decentralized way, through the 

cooperation between the central State and local authorities. Moreover, these two Countries – 

belonging to the six Founding States of the European Coal and Steel Community – register similar 

GDP per capita and similar public spending for the healthcare sector. Furthermore, they both have a 

strong welfare system and are frequently characterized by an unstable political system in which 

governmental continuity is rarely guaranteed due to the high number of political parties involved. 

Lastly, they both have a geographical cleavage based on the North-South divide. 

The second Chapter provides the foundational elements of both the Belgian and the Italian 

healthcare and mental health care systems, introducing how mental health is discussed at the 

institutional level and the measures taken and compares their public spending, effectiveness and 

accessibility.  

What has emerged from this analysis is that these two healthcare systems have many elements 

in common: the right to health is protected by the Constitution; competences and responsibilities are 

shared between central and local authorities creating a decentralized system; and mental health is 

crucial for institutional discourses, as it is considered to be fundamental for both individual and social 

well-being. Looking at figures, Belgium has recently registered a higher public spending in the 
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healthcare sector both compared to Italy and to the European average. Moreover, both States have a 

very high level of effectiveness but encounter problems in regard to accessibility. Lastly, while in 

Belgium the main barrier is income, in Italy regional differences also play a crucial role.  

The Belgian and the Italian healthcare systems appear to have more similarities than 

differences. However, specificities due to structural elements remain. In regard to mental health, they 

both have a comprehensive system – involving the individual and the social dimension – and some 

important institutional personalities try to involve the population and make mental health a national 

priority.  

The third and last Chapter of this study considers and compares the situation of asylum seekers 

and their access to therapy and their integration in Belgium and in Italy from 2015 until today (the 

so-called pooled analysis). As the term ‘migrant’ is a very broad one, it was necessary to choose a 

sub-category. The choice of considering exclusively asylum seekers is not only based on my research 

interest in asylum, but also on the relevance of the difficult conditions experienced by asylum seekers 

before, during and after migration. I only consider the asylum seekers on Belgian and Italian territory, 

since this analysis is focused on these two Countries. Specifically, this Chapter is aimed at 

understanding the relationship between the access to mental health services and integration of asylum 

seekers, since access to healthcare services and, more specifically, to mental health care is considered 

one of the main indicators of migrant integration. The level of analysis of this study is clearly macro, 

as it involves institutions, structures and groups. The research method is qualitative, and the data 

collection method will be based on documents and discourses. Thus, a document analysis is 

conducted in order to understand who the reception system of each State is structured and why. First, 

preliminary remarks on the relationship between migration, asylum and mental health are made, 

providing an insight on the major risk factors and the disorders affecting asylum seekers; secondly, 

the welcoming systems in place in Belgium and Italy is presented, with a specific focus on mental 

health services and on the action of the Red Cross and Médecins Sans Frontières; lastly, the 

relationship between mental health protection and integration will be addressed through the 

comparative analysis.  

Asylum seekers need to be considered as a particularly vulnerable category. Pre-migration, 

migration and post-migration events and factors need to be included in the therapeutic relationship in 

order to properly understand asylum seekers’ mental condition and to meet their needs. A cultural 

sensitivity towards mental health and the difficulties faced by asylum seekers could benefit the 

continuity of the therapeutic path which shall not be an instrument in case of emergency only. 

Moreover, prevention and assistance throughout the asylum-seeking process could provide asylum 

seekers with the necessary tools to face the stressful waiting period they experience. Furthermore, 
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any activity supporting asylum seekers’ integration in the receiving Country can help ameliorate their 

mental health condition, acting on the social determinants of mental disorders characterizing the post-

migration phase. Evidence suggests that the exclusive consideration of individual psychopathology 

not involving the social environment is not able to meet asylum seekers’ needs. In fact, political 

violence and traumatic experiences are not only related to the individual level but they also influence 

social health, communities, institutions and families. As previously said, asylum seekers’ conditions 

can lead to anxiety, depression, suicidal ideation and suicide. Being repeatedly exposed to trauma 

and violence, most asylum seekers suffer from post-traumatic stress disorder (PTSD). Thus, a wide 

approach to asylum seekers’ mental health is key. In fact, when therapeutic paths enable asylum 

seekers to own their stories, they not only survive their traumatic experiences, but they also become 

resilient and can take the many opportunities a new Country can give. 

The comparative analysis of the Belgian and Italian approach to asylum seekers’ reception 

and integration – with specific reference to access to healthcare and mental health care services – 

highlights both similarities and differences. The complexity of the territorial organizations of both 

States and the division of competences between the central government and the local authorities can 

constitute an obstacle to the reception and integration of asylum seekers. Moreover, the costly and 

time-consuming process towards the recognition of international protection can, in both cases, create 

limitations to asylum seekers’ access to healthcare and mental health care services. Furthermore, both 

Countries have structured their reception systems through a series of different centers having different 

internal organizations. Lastly, for what concerns the integration system, both Belgium and Italy have 

implemented integration programs allowing third Country nationals to achieve linguistic 

competences, to be socially integrated, to gain a general understanding of the history, institutional set 

up and culture of receiving State and being introduced into the labor market. The main difference 

emerging from this analysis concerns the overall approach towards migration and integration policies, 

the former referring to migrants who have not yet entered the territory and the latter concerning those 

who already reside on that territory. While Belgium has developed a continuous strategy aimed at 

receiving and integrating migrants, Italy has long been addressing this issue as an emergency and has 

posed many restrictions to migrants’ access to certain services, among all healthcare and mental 

health care services. 

This Chapter reveals two important elements.  

First, reception and integration systems are not always based on the needs of asylum seekers 

and, specifically, on their stories and traumatic experiences. Asylum seekers need to be considered 

as a particularly vulnerable category as they encounter many risk factors that can potentially lead to 

mental disorders before migration, during migration and/or after the relocation in the receiving 
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Country. Thus, considering these elements and taking them as the starting point of any political and 

administrative decision is crucial for reception and integration to succeed and make societies thrive. 

Considering asylum seekers’ needs is the only way to allow them to be properly integrated in the 

receiving Country. As stated by the European Commission in the recently published Action plan on 

Integration and Inclusion 2021-2027, integration and inclusion are crucial to ensure both economic 

stability and well-being of European societies. While integration is characterized by three main 

dimensions: the social, the economic and the cultural one, social inclusion indicators – including 

health – are not usually considered when facing the debate on migrant integration. It appears to be 

clear that health issues represent a fundamental obstacle to integration. At the same time, protecting 

and promoting mental health – as well as physical health – can create a positive condition to increase 

integration and inclusion. This is particularly true for asylum seekers, who are more vulnerable if 

compared to other categories of migrants due to the hardship they experienced. Thus, diagnosis and 

therapy represent asylum seekers’ opportunity for well-being and proper integration in the new 

environment.  

Second, different approaches are caused by historical and geographical characteristics. 

Belgium has always been able to keep the number of immigrants under control and, as a consequence, 

to manage its reception system. On the contrary, Italy has long received and hosted migrants and 

asylum seekers, also being subject to massive and often uncontrolled flows. Geographically, Belgium 

finds itself at the center of the European continent and it is able to better control its borders. Italian 

geographical collocation is exactly the opposite. Italy is, in fact, on the Central Mediterranean Route 

and can be considered the European Country of entrance for the irregular sea arrivals, together with 

Malta. This route, involving migrants from sub-Saharan Africa and North Africa transiting through 

Libya and Tunisia, has been the most used one since 2015 and Italian structures have been under a 

lot of stress ever since. The Italian approach towards migration and asylum and, more specifically, 

the restrictions imposed between 2018 and 2020, can be explained when combining historical, 

geographical and geopolitical characteristics. As many European leaders have recognized, Italy has 

been left alone during the migration crisis, creating an anti-migration sentiment throughout part of its 

political élite and population. Moreover, the role of EU institutions was questioned and debates on 

the membership to the European Union have started to erupt. Thus, many political parties began to 

identify migration as the primary threat to societies, economies and identities.  

It seems to be evident that solidarity alone cannot be sufficient to fill the gaps and provide a 

comprehensive European strategy combining both border control and human rights protection. Thus, 

a structural reform of the migration policy is required. All European States should bear the weight of 
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the humanitarian crisis and asylum seekers’ needs and health should be placed at the core of every 

Member States’ action.  

This work will somehow support those who are too often neglected and give visibility to all 

the diseases, conditions and disorders that are not investigated enough, specifically in regard to 

asylum seekers. Having experienced trauma, violence, death, persecution and many other life-

changing experiences, asylum seekers – as all human beings – deserve to be heard, to receive therapy 

and to start their own journey towards a life in dignity and health. The importance of the promotion 

and protection of human rights and, specifically, of mental health should become part of the public 

conscience in order to allow migrants in general and asylum seekers in particular to be fully integrated 

in the receiving society and to properly address their needs. If we want to make our societies more 

sustainable, it is crucial to put mental health and well-being at the core of both public and private 

action in order not to leave the most vulnerable groups behind. All human beings, regardless of their 

legal status, should be ensured the conditions to conduct a life in dignity and be helped when most in 

need.  

 

 

 

 

 

 

 

  

 

 


