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Abstract 

Today’s organization and provision of mental health care in Italy is characterised by great 

heterogeneity across the country. The psychiatric reform introduced by law 180/1978 and then 

law 833/1978 was implemented with different outcomes resulting from different regional 

contexts, culture and resources. With respect to acute mental health care, the main difference 

seems to be that between ‘restraint’ and ‘no-restraint’ models, namely those which adopt 

mechanical restraint, and those which do not. Moreover, while in the ‘restraint’ model crisis in 

generally treated in the hospital setting, the ‘no-restraint’ entails a different organization of 

community services (Mental Health Centres) having the opportunity to host users on the 24 

hours. Two Italian regions – Piedmont and Friuli Venezia Giulia – have been identified to 

respectively represent the two models. Within each context, I isolated what constituted a ‘case’ 

for my purposes, namely those services involved with different degrees and functions in the 

prevention and management of psychiatric crisis: community Mental Health Centres (CSM) 

and acute psychiatric wards (SPDC). Participant observation and discursive interviews have 

been conducted to explore care and coercive practices, as well as notions of ‘good care’ and 

values embedded in everyday working activities of these services. Findings of this comparative 

ethnography suggest that different institutional maps are in place, drawn through everyday 

boundary work around each service’s purpose. The profile of the population admitted to the 

psychiatric ward differs too, resulting from the construction of the ‘proper patient’ operated by 

multiple actors: ward’s personnel, the Emergency Room and other hospital units, and the 

community services. Conflicts between such actors around the performance of circulation work 

(e.g. admission, discharge, transfer, exchange) arise and are dealt with through the development 

of specific strategies, aimed at protecting each service in a context of frequent shortage of beds. 

With respect to coercive interventions – namely mechanical and other forms of restraint, but 

also involuntary treatment and enforced medication – their performance in both ‘restraint’ and 

‘no-restraint’ contexts appears either outsourced to external agents (i.e. police forces) or 

embedded in the notion of (good) care through four strategies: i) therapeuticisation of coercion; 

ii) proceduralisation of coercion; iii) relationalisation of coercion; and iv) multiplication of the 

‘objects of care’. Values and notions of ‘good care’ enacted in the two contexts compared are 

discussed, and situated suggestions for possible improvement of today’s acute mental health 

care proposed. 
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Chapter 1 

 

Introduction 
 

 

The present research is an ethnographic investigation of care and coercive practices in Italian 

acute mental healthcare services. In Italy mental healthcare is currently provided in community 

and hospital services, namely Mental Health Centres and hospital psychiatric wards called 

SPDC (‘Servizi Psichiatrici di Diagnosi e Cura’). These services have been introduced by Law 

180/1978 then incorporated in Law 833/1978, establishing our National Health Service and 

symbolically indicating the beginning of a process of deinstitutionalisation, which gradually 

led to the complete closure of former psychiatric institutions: the asylums. While these 

organizations in the American context have been sociologically investigated by the seminal 

work of Erving Goffman (1961) and also Anselm Strauss and colleagues (1981), little is known 

about how mental health care is provided today in acute wards (Quirk & Lelliott, 2001). 

Moreover, most of the available evidence has been produced in the Anglo-Saxon context: UK, 

USA and Australia. Literature on the Italian system is extremely limited, particularly on 

contexts different than those representing excellence in terms of deinstitutionalisation, restraint 

reduction and recovery, such as the Trieste model (Mezzina, 2014; Oliveira et al., 2018; Okin, 

2020). In this introductory chapter I shall provide an outline of the theoretical framework that 

guided my study and define how it wishes to contribute to knowledge in this under-researched 

field. After having outlined the main aims of the research, I will provide an overview of the 

structure of the dissertation, as well as an anticipation of its contents and conclusions. 

 

1.1 Exploring care and coercive practices 

Psychiatric practice has always entailed a dimension of care and a dimension of custody. 

Former psychiatric hospitals, or asylums, have been for a long time a symbol of segregation of 

the mentally insane and otherwise deviant subjectivities from the rest of society. Such places 

have been the fulcrum of the historical process Michel Foucault called ‘the great confinement’. 

Their dismantling and the consequent deinstitutionalization process did not abolish coercion, 

which still represents the oldest and most controversial problem of psychiatric institutions 

(Steinert et al., 2014). Despite coercive practices remain present in this post-asylum era, mental 

health literature investigating them fails to provide a univocal definition of coercion, and uses 
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the term to refer to a wide range of practices: from undue interpersonal influence to explicit and 

physical use of force (O'Brien & Golding, 2003). Attempts to clarify the notion of coercion 

have been advanced by the psychiatrist George Szmukler and colleagues (2015, 2017; Szmukler 

& Appelbaum, 2001, 2008), who identified a continuum – or spectrum – of ‘treatment 

pressures’: persuasion, interpersonal leverage, inducement, threat and compulsion. According 

to these authors, the term ‘coercion’ is best applied to the last two kinds of pressures, threat and 

compulsion. This spectrum has then been further developed to include other ‘coercion-related 

behaviours’ (Lidz et al., 1998), entailing both ‘positive symbolic pressures’ (e.g. persuasion) 

and ‘negative’ ones (e.g. deception, threat, show of force). Research has also highlighted how 

formally voluntary interventions are sometimes performed by combining elements of 

persuasion and coercion (Reed & Lewis, 1990), and how the ‘coercive shadow’ looming over 

mental health care can lead patients to “voluntarily” accept medication or hospital admission 

only to avoid fear, stigma and humiliation related to compulsory measures (Szmukler, 2017). 

The distinction between ‘objective’ and ‘subjective’ (or ‘perceived’) coercion allowed to speak 

about ‘coerced voluntaries’, formally admitted on a voluntary basis but feeling coerced in terms 

of negative pressures, implicit threats and poor procedural justice (O’Donoghue et al., 2014), 

and ‘uncoerced involuntaries’, namely formally involuntary subjects perceiving low levels of 

coercion (Iversen et al., 2002). 

This blurred line between coercive measures and patients’ voluntary acceptance of 

treatment, and the difficulty to define and measure coercion, encouraged some scholars to get 

past clear-cut classifications and focus their attention on the concrete ways in which coercion 

is made relevant in everyday clinical practice. Stefan Sjöström (2006, 2016) offers a theoretical 

understanding of the micro-level interaction by which coercion is enacted, having 

ethnographically explored those social practices (constructed as coercive or non-coercive) 

within the settings in which they take place. The sociologist introduces the notion of ‘coercion 

context’ – inspired by that of ‘awareness context’ coined by Glaser and Strauss in their work 

Awareness of dying (1965) – arguing that coercion in psychiatric care represents a sensitive 

issue concerning human rights and fundamental values, such as patients’ autonomy. Psychiatric 

ward’s life is permeated with «otherwise exceptional social activities of forcing people to 

comply with strict rules and arduous treatments, to perform body searches, and to restrain and 

administer injections by physical force» (2016: 132). This implies that mental healthcare 

providers face stress, dilemmas and the need to make coercive acts acceptable to mitigate their 

burden (see Chapter 5 on the repertoires which practically and discursively make coercion 

compatible with the provision of care). As we have observed also on our field, the interaction 
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between patients and the staff is always characterised by the intrinsic problem of compliance 

with medication, rules, ward routines, and the always revisable acceptance to stay in the 

hospital. In order to handle compliance problems and pursue clinical goals, the staff can 

strategically invoke a coercion context. The organization of the ward, with its locked doors or 

surveilling figures, plays a crucial function by forcing de facto even voluntary patients to ask 

for the staff assistance to leave: it is the setting itself with is materiality and physical layout 

which works as a non-discursive element that invokes a coercion context. The tacit possibility 

that a psychiatrist has to turn voluntary into compulsory treatment, let alone the explicit threat 

to do it, is part of this coercion context as well, which can deter the patient from leaving without 

even resorting to formal procedures of involuntary treatment. 

The present contribution agrees with Sjöström’s approach to a situated inquiry of care and 

coercive practices, which investigates care and coercion in their concrete occurrence instead of 

as decontextualized objects. Moving from these assumptions, the following section delves into 

the research aims and questions. 

 

1.2 Aims of the research 

 

The study’s primary purpose is the critical exploration of contextual deployment of coercive 

practices – more or less univocally defined as such – and locally developed strategies to deal 

with non-compliant or dangerous behaviour. Moving from the assumption that notions of care 

and constraint have unstable meanings that vary according to historical and local traditions and 

ideologies of treatment (Brodwin & Velpry, 2014), I focus on their contextual definitions, as 

well as underlying meanings, logics and values about what constitutes a good or at least 

acceptable practice, and how it is performed in daily working activities. This entails exposing 

the underlying ‘boundary work’ (Gieryn, 1983) through which «people bring some social 

objects inside a category or concept whereas they push others out of the definitional frame of 

this category or concept» (Åkerström, 2002: 517). The definitional processes which label 

certain interventions as more or less coercive, as good or bad ones, are particularly well suited 

to be explored in a comparative research design, which I employ to contrast contexts that 

allegedly provide different answers to the problem of demarcation between acceptable and 

unacceptable practices: the ‘restraint’ context (using mechanical restraint and keeping ward’s 

doors permanently locked) and the ‘no-restraint’ context (which rejects these measures though 

enacting other coercive interventions).  
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Ethnographic exploration of such healthcare contexts allows us to «ask what is sought, 

fostered, or hoped for, then and there: what is performed as good» as well as «what, by contrast, 

is avoided, resolved, or excluded: what is performed as bad» (Mol et al., 2010: 12). Notions of 

‘good care’ and ‘bad care’ pertain to the ethics of care, here intended not as a matter of universal 

principles, but rather of local solutions to specific problems (ibidem). From this perspective, 

neither the ‘restraint’ nor the ‘no-restraint’ contexts are explored as aprioristically and generally 

representing ‘best practices’, because this work does not move from a pre-defined normative 

position. Instead, within each context of care, it aims to explore specific ‘modes of doing good’, 

namely patterns of ideals, routines and knowledge oriented toward a specific form of ‘good 

care’ (Pols, 2003), shaped (and researched) locally. Since the values at stake and the ‘objects 

of care’ are always multiple, care practices are intended as intrinsically problematic and dealing 

with tensions and inconsistencies, requiring a constant attempt to hold together what does not 

necessarily hold together (Law, 2010; Mol et al., 2010). Such tensions in mental health care 

add to the ambivalence experienced by professionals as they negotiate between their preferred 

self-image as competent healthcare providers, and the necessity to carry out coercive treatments 

against a person’s will (Brodwin, 2014). Psychiatric practice indeed has to do with everyday 

ethics enacted in the ongoing flow of clinical work, which deals with «right and wrong, the 

obligatory and the forbidden, and the legitimacy of professional power» (Brodwin, 2013: 29). 

Given the complexities intrinsic to care and specifically mental health care, what is ‘good’ 

can be ambivalent or difficult to translate into practice, and various relevant goods or values 

can be at stake at the same time: delivered care therefore depends on tinkering with different 

‘goods’ (Mol, 2010). The ultimate aim of this research, though, is to explore acute mental health 

care and coercive practices, investigating situated modes of framing and responding to 

situations of emergency or crisis, and how ideas about ‘good care’ are enacted in daily practice. 

Moreover, moving from an empirical ethical approach to care (Pols, 2014), the study aims to 

propose ‘situated suggestions’ to improve acute mental healthcare provision, which consider 

and compare the different values that the two contexts observed strived and argued for. 

 

1.3 Outline of the thesis 

 

After this first, introductory chapter, a review of the relevant literature is provided in Chapter 

2. Research conducted in the fields of sociology, anthropology, and nursing studies, with a 
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specific focus on ethnographic inquiries, will be presented. Beginning from the seminal work 

of Erving Goffman on American asylums as total institutions (1961), the review will move to 

more recent work until contemporary studies of English acute psychiatric wards as permeable 

institutions, conducted by Alan Quirk and colleagues (2006). A discussion concerning the 

notion of coercion and literature on coercive practices will then be presented, in order to provide 

the reader with a description as well as historical contextualisation of (debated) interventions 

that will be later discussed with respect to the empirical material. Lastly, Chapter 2 will clarify 

the perspective from which I have approached (care and coercive) practices and the 

terminological choices I have opted for.  

In Chapter 3, I will provide a reflexive account by describing the methodological path along 

which this research has developed. I will begin by introducing the regional study which I have 

had the opportunity to join, titled “Psychiatric interventions. About TSO and mechanical 

restraint”, which investigated coercive treatments in the Piedmontese context from a plurality 

of perspectives, involving sociologists, psychiatrists, nurses and jurists. In this section, the 

experience of team ethnography conducted by the sociological group will also be discussed. I 

will then outline the research questions which inspired my doctoral work, as well as their 

scientific and societal relevance. Research techniques employed to provide an answer to those 

questions will be presented, and their epistemic suitability argued for. Then, I will dedicate 

some space to discuss the selection of the cases which constituted the empirical contexts of 

observation. Empirical fieldwork, constituted by periods of participant observation and in-depth 

interviews with mental healthcare workers, will be described in detail. After a section dedicated 

to the analysis of the empirical material, a reflexive note considering my experience on the field 

and my positioning with respect to the object of study will be presented. 

Chapter 4 is the first empirical chapter, dealing with the processes of boundary making which 

constitute and continuously redraw the map of today mental healthcare services. Beginning 

with the definition of the ‘hospital-community care’ dichotomy – which has a long tradition in 

post-deinstitutionalization, balanced model of mental healthcare – the chapter considers the 

basis on which the division of labour among mental health services is performed and maintained 

in the two contexts studied. These seem to rely on different institutional maps (Strauss, 1981) 

on which the psychiatric ward (SPDC) performs a different function: the only place designated 

to treat crisis (‘restraint’ context), or one among other places which treats specific cases (e.g. 

the ‘onsets’) in a context of multi-situated crisis management (‘no-restraint’ context). Beyond 

this ideal division of labour between the services, in everyday practice conflicts arise around 
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the allocation of patients, because professionals working in different locations can see the 

institutional map differently. Therefore, I discuss the shape of the ward (ibidem) and its relation 

to numerousness and profile of the admitted population, presenting the notion of pertinence 

permeability. Decisions upon admission and the construction of the ‘proper patient’ are not 

straightforward and involve a multiplicity of actors: SPDC’s professionals, doctors operating 

in the Emergency Room, and community psychiatrists. Moreover, inter-professional conflicts 

emerge when doctors’ decision does not meet with nursing staff’s approval and is contested 

through a re-categorization of the admitted patient so that s/he can be deemed inappropriate. 

The heterogeneous strategies employed in negotiations between the different actors involved in 

performing circulation work (admissions, discharges, transfers and exchanges with other 

services) are presented, and each service or unit’s bargaining power discussed. The role of 

boundary objects connecting the ward and the community is also considered. 

Chapter 5 deals with how care and coercion are held together in everyday clinical practice. 

I will discuss about how tensions between situated, temporary goals in treating acute patients, 

and between issues of care and control inherent to psychiatric practice, appear to be practically 

solved whereby two repertoires: the first one I will call outsourcing coercion, which consists 

of excluding coercion from practices and discourses of care and attribute it to different actors 

(e.g. police forces), and the second one I will call embedding coercion, entailing the performing 

of coercion as (good) care whereby four discursive and practical strategies: i) therapeuticisation 

of coercion; ii) proceduralisation of coercion; iii) relationalisation of coercion; iv) 

multiplication of the ‘objects of care’. These repertoires convey different notions of good 

mental health care and result in different attempts to realize it in practice, implying both ideals 

and their performance or enactments (Pols, 2003; Mol, 2002). The chapter presents pure, 

idealtypical versions of these repertoires I separated out for my analysis: in the real world, they 

are not exclusive of the ‘restraint’ or to the ‘no restraint’ context, but instead adopted 

transversally, combined, or contaminated with spurious local elements. Moreover, they are 

employed to perform and talk about different coercive interventions, whether mechanical and 

other forms of restraint, involuntary treatment or enforced medication. Besides the description 

of each pure repertoire and the presentation of empirical data from both contexts in which they 

are rooted, residual aspects, deviations and controversial elements are discussed. 

The last chapter (Chapter 6) represents a conclusive reflection on ethical stances and values 

supporting the adoption or rejection of specific restraining measures, notably mechanical 

restraint and permanently locked doors which differentiate the ‘restraint’ from the ‘no-restraint’ 
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context. Moving from Latour’s (1988) notion of nonhuman delegates (in this case, for example, 

the restraining belts) I will discuss how no-restraint approach tends to averse delegation and to 

rhetorically prefer ‘staying in the relationship’ with the acute patient, opting for restraining 

measures involving human presence such as manual restraint or holding. Findings from 

fieldwork, though, suggest that delegation and presence are intertwined in both contexts: 

mechanical restraint does not necessarily rule relationship out (see Chapter 5 on 

relationalisation of coercion), while open-door policy does not necessarily translate into 

spending more time with patients, nor alternative forms of delegation and restraint (e.g. 

pharmacological one) are excluded. Though nonhuman delegates (belts, closed doors, sedative 

drugs) prescribe withdrawal from relationship back onto the human, actors can negotiate their 

behaviour and adjust it to the specific situation, choosing deliberate de-inscription from the 

vision of the world that is inscribed in those objects (Akrich, 1992; Akrich & Latour, 1992). At 

the end of this chapter, ‘situated suggestions’ (Pols, 2018) for possible improvement of mental 

health care, which consider local strivings and values and advocate for greater involvement of 

patients’ perspective on what constitutes ‘good care’, will be discussed. 
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Chapter 2 

 

On coercion in inpatient psychiatric settings 
 

 

The present chapter offers an overview of the scientific literature relevant to the object under 

analysis. I will begin by introducing the seminal work of Erving Goffman on asylums, as well 

as more recent ethnographic contributions on acute mental healthcare. I will then introduce the 

notion of coercion, the way in which it has been defined in relevant literature and how I intend 

to demarcate my object of study. I will present available research and data on involuntary 

treatment and several restraining measures, such as mechanical, manual, chemical and 

environmental restraint. Lastly, I will outline the approach I have adopted to study coercive 

practices in Italian mental health services, providing as well a clarification of my terminological 

choices. 

 

2.1 Ethnographic research on acute inpatient psychiatric settings: an introduction 

 

Acute inpatients psychiatric settings have been ethnographically explored from the 

perspective of various disciplines: sociology, anthropology, and nursing studies. 

A key contribution to the understanding of psychiatric care – not limited to acute 

manifestations of mental illness – is Erving Goffman’s seminal work, Asylums (1961). The 

sociologist conducted one year of fieldwork at the St. Elizabeth Hospital, Washington D.C., 

which hosted over 7000 inmates at that time. The research focused on «the social world of the 

hospital inmate(s)» as subjectively experienced by them (1961: IX). The total institution in 

which patients were confined for a considerable period of time was both a place of residence 

and work, cutting them off from the wider society. Life within the asylum entailed a process 

which Goffman calls ‘mortification of the self’, whereby the inmates were stripped of their past 

social roles and took on a purely institutional one. This process began as the new arrival entered 

the institution, undergoing a number of ‘trimming’ procedures – such as haircutting, undressing, 

searching, property dispossession, and assigning of numbers – which allowed the individual «to 

be shaped and coded into an object that can be fed into the administrative machinery of the 
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establishment» (ibidem: 16). The loss of one’s ‘identity equipment’ and usual appearance was 

the first of many acts of degradation and humiliation, such as physical contamination (dirty 

facilities, unclean food, old clothes worn by other inmates) and attacks to personal safety 

(beatings, shock therapy). Coercion was part of the asylum life, not only in terms of involuntary 

institutionalisation, but through daily non-consensual practices such as forced medication and 

forced feeding. Within the walls of the asylum, the inmates carried out their everyday activities 

– all tightly scheduled according to organizational rather than individual needs – in a situation 

of forced interpersonal contact with a large number of other patients. Relationships with the 

staff were characterised by the inmates’ need to ask for permission even for minor activities, 

which in turn allowed the staff to deny, question and easily put their requests off. The inmate 

conduct was guided by a set of prescriptions, punishments for rule-breakers, and privileges 

accessible in return for obedience. Acts of solidarity and collective action were present but 

limited, in favour of individualistic strategies of adaptation to the ward system. The picture 

gave by Goffman of the asylum is that of a space where, like in every other total institution (e.g. 

prisons, monasteries and concentration camps), the territories of the self are systematically 

violated, self-determination denied, and freedom of action curtailed. A similar situation 

emerges from accounts of European asylums of that time, including Italy (Babini, 2009). 

The process of deinstitutionalisation introduced a profound change in mental health services, 

markedly in those countries – such as Italy – where asylums have been dismantled and 

psychiatric care is currently provided within general hospitals and territorial facilities. Even 

though these processes developed soon after Goffman conducted his research, his model of total 

institution remains valuable in that it represents an ideal type against which the features of 

contemporary mental institutions can be compared (Quirk et al., 2006). Moving from his 

conceptual framework, more recent sociological research on psychiatric institutionalisation 

revealed how personal identity can be preserved and negotiated despite the confinement in a 

mental hospital (Prior, 1995). Contemporary ethnographic explorations of psychiatric ward life 

in the UK developed an alternative model, according to which modern mental health institutions 

are characterised by greater permeability than older asylums. This is evident in ward 

membership – which is temporary or ‘revolving’ –, contacts with the outside world 

(communication and visits from family, friends and social workers, as well as periods of leave), 

and blurred institutional identities, due to the fact that inpatients are no longer forced to wear 

standard-issue clothing and their relationship with the staff is characterised by some degree of 

informality. Because of these relevant changes, a shift from the model of ‘total institution’ to 

that of ‘permeable institution’ has been proposed (Quirk & Lelliott, 2004; Quirk et al., 2006). 
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The work of Michel Foucault on the birth of psychiatry and psychiatric power (2006a, 

2006b) inspired ethnographic research as well. Lorna Rhodes’ monography Emptying beds 

(1991) on the practice of emergency psychiatry in the United States provides us with a rich 

picture of institutional life within an acute unit, in which she conducted two years of fieldwork. 

The anthropologist employs the Foucaultian notion of power – diffuse, fluid – to shed light on 

the power relationships between patients and staff, bound together in the same disciplinary 

space. Patients were not passive in the face of power exercised by the institution, and the staff 

themselves were made subjects of power, to which they attempted to resist through different 

strategies. Pressure to discharge within few days was one of the core features of the unit’s work, 

facing daily ‘disposition problems’ due to the shortage of beds, and engaging in a continuous 

‘dispatching process’. The ethnography also portrays dilemmas and contradictions inherent to 

acute psychiatric care, to which participants responded by means of situated knowledge and 

fragile solutions grounded in the specificities of their contexts. We will see in Chapter 4 the 

relevance of what I call ‘circulation work’ in current acute psychiatric practice, which strategies 

are performed by healthcare providers to resist new admissions or foster discharge, and how 

this contributes to the drawing of boundaries around today’s mental health services. 

Qualitative research has then specifically addressed the issue of violence in inpatient 

psychiatric settings. Eileen Morrison (1990) has described the ‘tradition of toughness’ which 

characterises nonprofessional nursing care in psychiatric units. These contexts are permeated 

with medical ideology, according to which patients are sick and their behaviour is a symptom 

of their illness. In this perspective, violent behaviour is a matter of low impulse control, and 

staff members have as their primary goal to keep patients under control. This is accomplished 

mainly by the use of physical restraint, into which new nurses are immediately socialised by 

peer pressures: if colleagues are called for assistance in a difficult situation by a new staff 

member who attempts to intervene verbally without resorting to restraint, in future situations 

they might not be responding to his/her help request: «The message is, you’re not one of us. 

You can do it your way, but you won’t get our help, and even to the point that if he needs help, 

they’ll let him get beat up by the patient. So there is a strong message that he better conform to 

this [tradition of toughness] or we’ll leave you out on a limb. If you try to buck the system, then 

you’ll be left on your own» (Morrison, 1990:34). In these settings, some staff members – 

generally male nonprofessional staff – take on the role of ‘enforcers’, which is accomplished 

by strategies of policing (the process of carrying out the rules), ‘supermanning’ (the ‘expert’ 

who takes the lead to physically manage dangerous situations) and putting on a show (hiding 

of abusive behaviour and emphasis on the therapeutic relationship). 
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Another study on violence in mental hospital wards considered the social mechanisms 

affecting potentially violent behaviour (Katz & Kirkland, 1990). To illustrate them, the scholars 

describe two ideal-typical contexts they call ‘peaceful wards’ and ‘violence-prone wards’. In 

the former, environment is characterised by trust, order and predictability, provided by regularly 

scheduled meetings and activities, clearly delineated roles, teamwork, and firm but non-

punitive approach toward violent behaviour intended to support patient’s effort to enhance self-

control. On the contrary, violence-prone wards’ main features are uncertainty, confusion and 

fear: staff is scared of patients and lacks knowledge on how to handle violent behaviour, 

responsibilities and roles are unclear, intrastaff communication poor, and meetings and 

discussions occasional. The style adopted by psychiatrists was also crucial and very different 

between the two contexts: in peaceful wards the psychiatrist is frequently present, accessible to 

patients and staff, trustful toward nurses and their professional autonomy, and supportive of 

their needs; in violence-prone wards, the presence of the psychiatrist is sporadic and 

unpredictable, s/he does not represent a stable and reliable authority, and has little time for 

interaction with both patients and staff, whose morale is consequently low. The authors 

conclude that a structured social climate, a competent psychiatric leadership, and the institution 

of predictable procedures are fundamental elements to provide professionals and inpatients with 

a sense of spatial, temporal and psychological security. 

More recently, ethnographic fieldwork in psychiatric wards has been conducted from a 

gender perspective, revealing how hegemonic masculinity is performed and reproduced by 

hospital security guards (Johnston & Kilty, 2014). Hospital agents are rewarded for their 

physicality and authority to coerce, control and intimidate, either verbally or symbolically 

through their uniformed presence. These hyper-masculine performatives are in tension with 

health discourses promoting empathy, caring and compassion, which are specularly constructed 

as features of femininity. Highly gendered codes of behaviour and relationships between 

predominantly male security guards, predominantly female nurses, and patients, pose threats to 

the ward environment, which is supposed to provide a stable and safe context of care to the 

vulnerable subjects it hosts. 

Besides sociology and anthropology, nursing studies ethnographically investigated acute 

mental health care as well. The issue of power and control has been explored, highlighting how 

nurses not only exercise it but are also subject to it. Johansson and colleagues (2006) describe 

the health care environment on a locked psychiatric ward as overshadowed by control, implying 

a number of activities, such as door opening and carrying out checks, which negatively impact 
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on the other tasks of the nursing staff. Control is exercised by staff over patients, but in turn the 

latter scrutinize and pressure the staff, sometimes resulting in an open struggle for control. The 

ward, defined as a control-permeated environment, is pervaded by unequal power dynamics, 

both between patients and nurses, and between nurses when knowledge is asymmetrically 

distributed (Buus, 2008). 

Nurses’ micro-therapeutic skills and their invisible work of coordination, facilitation, 

documentation, as well as knowledge production, have been another topic of research. The use 

of observation in psychiatric nursing practice has been investigated in a study (Hamilton & 

Manias, 2007) informed by the Foucaultian notion of clinical gaze. Nurses’ specific kind of 

clinical gaze – the psychiatric nurses’ gaze – is not exercised in formal psychiatric interviews 

but in the social setting of the ward. One feature of this gaze is called ‘the scan’, namely a 

monitoring activity of the spaces of the unit, informed by sight but also other senses: nurses 

scan for movements, noises, conversations, tones of voice, as well as emotional elements as 

potential areas of conflict or distress. Scanning allows nurses to glean valuable information 

about patients, which is then shared among colleagues and used to determine work priorities 

and plan more focused work on specific individuals. Besides this peculiar mode of diffuse 

observation, each nurse focuses on patients assigned to her/his care through different forms of 

discreet surveillance, looking for evidence as well as absence of symptoms. Discretion is a 

skilful strategy to assess patients while minimising confrontation and avoiding probing; 

nevertheless, it is exactly this silent element of their practice which makes it invisible and 

readily misunderstood by patients and colleagues as ‘doing nothing’, obscuring nurses’ 

expertise and knowledge which is rich in situated details. Nurses’ situated knowledge appeared 

as crucial in many situations we observed on the field, sometimes explicitly acknowledged as 

valuable by psychiatrists themselves to inform their decisions on discharge, initiation or 

termination of restraint, and pharmacological therapy modulation (see Chapters 4 and 5). 

What seems to emerge from ethnographic research in acute psychiatric settings is that – 

besides the relevant insights into contemporary issues of nursing practice in psychiatric settings 

provided by nursing studies – little is known about how mental health care is provided today in 

acute wards (Quirk & Lelliott, 2001). Moreover, most of the available evidence has been 

produced in the Anglo-Saxon context: UK, USA and Australia. Literature on the Italian system 

is extremely limited, particularly on contexts different than those representing excellence in 

terms of deinstitutionalisation, restraint reduction and recovery, such as the Trieste model 

(Mezzina, 2014; Oliveira et al., 2018; Okin, 2020).  
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This work contributes to expand the existing knowledge, focusing on care and coercive 

practices performed by the different professional actors involved in contemporary acute mental 

healthcare. Ethnographic methods it adopts are specifically suitable in facilitating the 

exploration of experience within acute psychiatric settings (Quirk & Lelliott, 2001), as they 

prioritise insider’s view of the group under study, without denying its most complex and at 

times contradictory aspects (Griffin & Bengry-Howell, 2017). 

 

 

2.2 Coercion in psychiatric settings 

 

Psychiatric practice always revolved around the dual imperatives of care and custody. The 

historical process called by Michel Foucault ‘the great confinement’ gradually led to the rise of 

the asylum, the architectural symbol of the old psychiatric power where coercion and 

segregation from society were accomplished (Brodwin & Velpry, 2014). The closure of the 

asylums and the deinstitutionalization process did not abolish coercion, which remains common 

practice even in today’s post-asylum era. In the following paragraphs I will try to circumscribe 

the concept of coercion, identify practices employed within contemporary psychiatric care 

which can be labelled as coercive, and navigate the debate around their legitimacy, justification 

for their application, and suggested alternatives according to previous research in the field. The 

scientific literature review here provided includes quantitative and qualitative studies, both 

national and international, selected after careful consideration of their methodological quality 

(Hanji, 2017). 

 

2.2.1. What counts as coercive? Defining and justifying coercion 

Coercion is the oldest and most controversial problem of psychiatric institutions (Steinert et 

al., 2014). It is both a complex and a delicate issue, for it raises relevant clinical, ethical and 

legal questions (Menegatto & Zamperini, 2018). The application of coercive interventions is 

usually justified within medical discourse as a mean to help the patient overcome the crisis s/he 

is experiencing and regain his/her rationality (Kaltiala-Heino et al., 2000). The fact that some 

patients’ disturbed behaviour may be dangerous to themselves or others can result in a 
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paternalistic approach to mental healthcare, according to which patients have to be protected 

from themselves (Richter & Whittington, 2006). The opinion suggesting that patients usually 

lack insight into their illness further justifies the adoption of compulsory measures. Albeit 

undesirable, coercive interventions are sometimes considered inevitable to manage violent, 

suicidal or otherwise potentially harmful behaviour: a necessary evil to ensure safety (Perkins 

et al., 2012). The following extract from Goffman’s Asylums (1961: 77-78) provides us with an 

example of how psychiatric staff working in asylums viewed such interventions as necessary 

sacrifices to preserve a higher good, such as patient’s life and integrity. 

In the case of any single inmate, the assurance that certain standards will be 

maintained in his own interests may require sacrifice of other standards; implied in 

this is a difficult weighting of ends. For example, if a suicidal inmate is to be kept 

alive, the staff may feel it necessary to keep him under constant surveillance or even 

tied to a chair in a small locked room. If a mental patient is to be kept from tearing 

at grossly irritated sores and repeating time and again a cycle of curing and disorder, 

the staff may feel it necessary to curtail the freedom of his hands. A patient who 

refuses to eat may have to be humiliated by forced feeding. 

 

Despite its longstanding relation to psychiatric care and its extensive use in mental health 

literature, a specific definition of coercion is not always provided, and the term is often used to 

refer to a wide range of practices, from undue interpersonal influence to an explicit and physical 

use of force (O’Brien & Golding, 2003).  

An important attempt to clarify the notion of coercion and get to a more precise 

understanding to orient research in the field has been made by the psychiatrist George Szmukler 

and colleagues (2015, 2017; Szmukler & Appelbaum, 2001, 2008). In order to reduce moral 

connotation and draw relevant distinctions between a broad set of practices, Szmukler chooses 

to talk about ‘treatment pressures’ – aimed at inducing by different means a reluctant patient to 

accept treatment – which are not necessarily coercive (Szmukler & Appelbaum, 2008). The 

authors identify a continuum of treatment pressures, which I detail in Table 2.1, made of five 

elements: persuasion, interpersonal leverage, inducement, threat and compulsion. According to 

them, the term ‘coercion’ is best applied to the last two kinds of pressures: threat and 

compulsion. 

Persuasion 

An appeal to reason. Benefits and risks of the treatment 

are openly discussed with the patient, whose arguments 

are respected. 



16 
 

Interpersonal leverage 

Adherence to treatment may be reached using some kind 

of interpersonal pressure that the psychiatrist is able to 

exercise on the patient, such as exploiting his/her 

emotional dependency. 

Inducement 

Both inducements and threats involve conditional 

propositions: if the patient accepts (does not accept) 

treatment A, then the psychiatrist will (will not) do X. The 

distinction between the two forms of treatment pressures 

requires establishing a baseline, namely the position in 

which the patient would have been if the offer has never 

been made. In the case of inducements, declining does not 

make the patient worse off: if, for example, s/he was 

offered a payment in exchange for accepting treatment, 

his/her rejection does not imply deprivation of any kind. 

In the case of threat, declining does make the patient 

worse off if, for example, refusing treatment leads to 

involuntary admission and so to a temporary deprivation 

of freedom.1 

Threat 

Compulsion 

Compulsory measures such as involuntary 

hospitalization, outpatient commitment and compulsory 

treatment imply the use of force sustained by legal statute. 

Table 2.1. Spectrum of treatment pressures according to Szmukler & Appelbaum (2008). 

 

Szmukler and Appelbaum’s spectrum of treatment pressures has been employed to conduct 

research on non- (or less-) coercive interventions, otherwise labelled as ‘informal coercion’ 

(Jaeger et al., 2014; Hotzy & Jaeger, 2016). The study highlights how in acute inpatients 

settings, such as psychiatric emergency wards where formal coercion is prevalent, knowledge 

and ability to identify informal coercion is low among nurses; it further suggests specific 

 
1 The authors further specify their model by distinguishing threats and unwelcome predictions. 

Predictions are statements of facts over which the psychiatrist has no control. If s/he accurately presents 

the risks that the patient will take in refusing or interrupting medication, making a reasonable prediction 

of an unwelcome event in which the psychiatrist will not be an agent, that is not a threat and therefore 

cannot be considered ‘coercive’. 
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training for mental healthcare professionals about factual and ethical dimensions of informal 

coercive interventions.  

Different scholars (Lidz et al., 1998) adopted a similar spectrum approach but widened the 

number of ‘coercion-related behaviours’: i) persuasion, ii) inducement, iii) threats, iv) show of 

force, v) physical force, vi) legal force, vii) request for a dispositional preference, viii) giving 

orders, and ix) deception. Persuasion, inducement and request for a preference are further 

categorised as ‘positive symbolic pressures’, as opposed to ‘negative symbolic pressures’ such 

as threat, deception, giving orders and show of force (which lies in a grey area between threat 

and actual imposition of force). At the maximum level of coercion, we find legal and physical 

force, which completely deprive the patient of the possibility to refuse treatment. 

Other studies prefer a more extensive definition of coercion with the explicit intent to 

identify as ethically problematic a number of practices that form part of the taken-for-granted 

everyday work of mental healthcare workers, who should apply the principle of least coercive 

care necessary to fulfil their therapeutic goals (O’Brien & Golding, 2003). The authors suggest 

that not only forcing somebody to do something against their wishes counts as coercion, but 

also manipulating their wishes does. This means that besides those practices which are 

commonly considered as coercive – compulsory hospitalization, use of physical force, restraint, 

forced medication, seclusion – they also include those behaviours aimed at manipulating 

someone’s decision-making, such as deception, restricting access to information and providing 

false ones. This is consistent with Reed and Lewis’ (1990) study on negotiation of voluntary 

admission in Chicago mental hospital, usually obtained through a combination of persuasion 

and coercion. The strategy consists in presenting the advantages of voluntary admission to the 

patient in order to convince him to accept it and sign (persuasion), suggesting that he will stay 

in hospital longer if involuntarily admitted even though it is not necessarily the case, keeping 

information from him (e.g. the possibility to interrupt involuntary treatment before it expires), 

and threatening to commit him if he does not sign (coercion). 

A further, relevant distinction in the scientific literature about coercion in psychiatric settings 

is that between ‘objective’ and ‘subjective’ (or ‘perceived’) coercion. Perceived coercion refers 

to the subjective experience of feeling coerced, namely the perception of a strong pressure on 

one’s will or of a threat when no threat was actually intended. Such occurrence is strongly tied 

to the ‘coercive shadow’ that looms over mental health care: patients worry about compulsion 

that might occur if they do not comply, leading them to “voluntarily” accept medication or 

hospital admission only to avoid fear, stigma and humiliation related to compulsory measures 
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(Szmukler, 2017). Attempts to operationalize and measure levels of coercion perceived by the 

patient at the time of hospitalization has been made developing the Admission Experience 

Interview, whose application in a USA study indicates that approximately 10% of legally 

voluntarily admitted patients felt coerced, while 35% of those involuntarily admitted did not 

feel coerced (Hoge et al., 1997). Further research conducted in Europe (Ireland) using the same 

assessment tool shows that the amount of ‘coerced voluntaries’ – who are formally admitted on 

a voluntary basis but feel coerced in terms of negative pressures, implicit threats and poor 

procedural justice – can be quite relevant: 22% of voluntarily admitted patients experienced 

equal levels of coercion to those who are admitted involuntarily (O’Donoghue et al., 2014). 

Conversely, it has been documented that formally involuntary subjects can perceive low levels 

of coercion, being defined as ‘uncoerced involuntaries’ (Iversen et al., 2002). 

The blurred line between coercive measures and patients’ voluntary acceptance of treatment, 

and the consequent difficulty to define and measure coercion, encouraged some scholars to get 

past clear-cut classifications and focus their research on the concrete ways in which coercion is 

made relevant in everyday clinical practice. Stefan Sjöström (2006, 2016) proposes a theoretical 

understanding of the micro-level interaction by which coercion is enacted, after having 

ethnographically studied those social practices that are constructed as coercive (or non-

coercive) within the specific settings in which they take place. The sociologist introduces the 

notion of ‘coercion context’, inspired by that of ‘awareness context’ coined by Glaser and 

Strauss’ Awareness of dying (1965). The latter refers to the varying degrees of information that 

terminally ill patients possess about their health status and chances of survival: four awareness 

contexts are identified, from closed awareness, where the patient does not know about his/her 

terminal diagnosis, to open awareness, which allows for honest discussion between the patient 

and the clinician. The social function of the co-creation of different awareness contexts is 

related to the sensitivity of the topic – terminal illness – which poses an interactional problem 

to the therapeutic relationship. Similarly, Sjöström argues, coercion in psychiatric care 

represents a sensitive issue as it concerns human rights and fundamental values such as patients’ 

autonomy. Psychiatric ward’s life is permeated with «otherwise exceptional social activities of 

forcing people to comply with strict rules and arduous treatments, to perform body searches, 

and to restrain and administer injections by physical force» (2016: 132). Mental healthcare 

workers who are confronted with the arduous task of exercising coercion face stress, dilemmas 

and the need to make coercive acts acceptable and mitigate their burden. On the patients’ side, 

different awareness contexts may occur according to the possessed level of knowledge about 

their legal status, rights, laws and procedures. A context of closed awareness seems to be present 
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in the hospital setting: patients can be unaware of legislation about compulsory admission and 

uncertain about their status and rights, primarily because of the physical layout of the ward (e.g. 

closed doors, ready-made beds for restraining patients) and the strict norms which regulates life 

in the ward regardless of the formal regime (voluntary or involuntary) of those admitted to it.  

The interaction between patients and the staff is characterised by the intrinsic problem of 

compliance, not only with medication but also with rules, ward routines, and the always 

revisable acceptance to stay in the hospital. In order to handle compliance problems and pursue 

their clinical goals, the staff can take advantage of the uneven distribution of information and 

strategically use the law to invoke a coercion context. A convincing example of this strategic 

acting is the communication method that Sjöström calls ‘stalling’: whenever a voluntary patient 

asks to be discharged despite the professional opinion that s/he should stay – which is a 

relatively frequent occurrence – the staff can make use of the patient’s lack of knowledge about 

his/her rights and behave as if s/he cannot leave the ward without their permission, by asking 

him/her to wait and think it through, or telling him/her that first s/he has to talk to a doctor. The 

organization of the ward with its permanently locked doors plays here a crucial function, by 

forcing de facto even voluntary patients to ask for the staff assistance to leave: it is the setting 

itself with is materiality and physical layout which works as a non-discursive element that 

invokes a coercion context. The tacit possibility that a psychiatrist has to turn voluntary into 

compulsory treatment, let alone the explicit reference to it in the form of threat, is part of this 

coercion context as well, which can deter the patient from leaving without even resorting to 

formal procedures of involuntary treatment. Strategic information management and limitation 

of patients’ coercion awareness context is, according to this perspective, the main resource 

mental healthcare workers have to achieve compliance about medication and staying at the 

hospital, and to maintain social order within the ward. An example drawn from fieldwork about 

how information pertaining coercion can be kept from patients, limiting their awareness about 

their status, is the strategy of not communicating the expiration of their involuntary treatment 

(which lasts 7 – renewable – days, information they might not be aware of), so that the person 

does not know she is formally free to leave the hospital as a voluntarily admitted patient. 

The present work agrees with Sjöström’s approach to a situated inquiry which investigates 

coercion in its concrete occurrence instead of as a decontextualized object. This means that 

attention is paid to the contextual deployment of coercive practices – more or less univocally 

defined as such –, and to locally developed strategies to shape and deal with problems (e.g. non-

compliant or dangerous behaviour). I have focused on contextual definitions of coercion and 
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care, and underlying meanings, logics and ideas about what constitutes a good or at least 

acceptable practice, and how good care is performed in daily working activities. We know that 

notions of care and constraint have unstable meanings that vary according to historical and local 

traditions and ideologies of treatment (Brodwin & Velpry, 2014). The definitional processes 

which label certain interventions as more or less coercive, as good or bad ones, are particularly 

well suited to be explored in a comparative multi-situated ethnography, which contrasts 

contexts that provide different answers to the problem of demarcation between acceptable and 

unacceptable practices. The purpose is to expose the underlying ‘boundary work’ (Gieryn, 

1983) through which «people bring some social objects inside a category or concept whereas 

they push others out of the definitional frame of this category or concept» (Åkerström, 

2002:517). Paragraph 2.6 delves deeper in the notion of situated coercive practice as the point 

of departure of this work. 

Before moving to it, though, I provide a review of relevant scientific literature concerning 

compulsory treatment and most common forms of restraint currently in use, which have been 

legitimised by portraying them as forms of treatment or care as well as behaviour control, while 

sometimes downplaying the latter dimension. 

 

 2.3 Involuntary admission and treatment 

 

Involuntary admission and treatment are one of the few forms of coercive intervention in the 

healthcare system (Lincoln, 2006). This is the consequence of a profound change of modern 

psychiatric care, whose focus moved from custodial to curative goals. Judicial authority, which 

once had power over the custody of the mentally ill, today represents a guarantor of their rights. 

These are protected by current western legislation, which considers compulsory treatment an 

exceptional measure. At the international level, a number of human rights documents provides 

context and guidance, such as the Principles for the Protection of Persons with Mental Illness 

(1991), the European Convention for the Protection of Human Rights and Fundamental 

Freedoms (1950), The Declaration of Hawaii (1983), and the Ten Basic Principles for Mental 

Health Law published by the World Health Organization (1996). The latter justify involuntary 

admission if the patient is suffering from a severe mental disorder and compulsory treatment is 

necessary in the interest of the patient’s health or safety, or the protection of other persons. 
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Despite the international framework, national laws which regulate compulsory 

hospitalization vary markedly from country to country according to different traditions, cultures 

and resources. Drawing from WHO recommendations, the procedure is usually founded on one 

or two of these elements: i) the presence of a mental illness which can be properly treated within 

a hospital setting; ii) the potential danger to oneself or others. The basic requirement is that the 

patient suffers from a mental disorder, which is defined differently across jurisdictions despite 

the availability of international classification systems, the DSM-5 and the ICD-10 (Zhang et 

al., 2015). The inclusion of substance abuse, mental retardation and personality disorders is 

contentious (ibidem). The second most common requirement for involuntary hospitalization is 

threatened or actual danger to oneself or others. This dangerousness criterion is sufficient on its 

own to justify compulsory treatment in some jurisdictions (Finland, Greece, Ireland and 

Portugal), while in the United Kingdom, Denmark and Ireland it is not the only essential 

requirement (ibidem). The need for treatment is an additional criterion stipulated in the United 

Kingdom, Italy, Spain and Sweden.  Table 2.2, a re-elaborated version of Hatling and 

colleagues (2006), summarises the criteria for involuntary admission in a number of European 

countries. 

 

Criteria EU Countries 

Mental illness and danger 
Austria, Belgium, France,  

Germany, Luxemburg, Netherlands 

Mental illness, danger  

or need for treatment 

Denmark, Finland, Greece, Ireland,  

United Kingdom, Portugal, Norway 

Mental illness and need for 

treatment 
Italy, Spain, Sweden 

Table 2.2. Criteria for involuntary admissions according to National Laws or Acts (Hatling et 

al., 2006). 

As highlighted by other recent review on involuntary treatment around the world (Saya et 

al., 2019), Italy, along with Spain and Sweden, are the only countries which do not formally 

consider danger to oneself or others a criterion for forced hospitalization. Outside of Europe, 

the criterion of ‘dangerousness’ is present in the legislation of most countries – such as New 

Zealand, Australia, some Canadian jurisdictions, most states in the USA, China and Japan – 

either in broader or more detailed acceptations which specify the nature of potential harm 
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(physical, bodily, suicidal behaviour, deterioration or reduced capacity of the person to take 

care of him/herself). 

Besides criteria for involuntary treatment, countries vary in their established procedures as 

well. Differences concern the person entitled to make the application (family member, guardian, 

psychiatrist), the number and qualification of assessors for the applicability of the of involuntary 

admission criteria, the maximum duration of the measure (unspecified or, when specified, 

ranging from seven days to two years), and the possibility to provide involuntary treatment 

outside the hospital (community compulsory care, possible in the UK, Norway, USA, Canada, 

Australia and New Zealand). 

Epidemiological data on the international practice of compulsory admission are scarce, also 

because of varying definitions and heterogeneous methods used to collect them (Salize & 

Dressing, 2004). Despite the efforts to limit forced hospitalization through reforms, rates of 

compulsory admissions appear to have increased, and this could be a consequence of the 

tendency to reduce the average duration of stays in psychiatric inpatient facilities at the expense 

of more frequent readmissions (de Stefano & Ducci, 2008). 

A small study on patients’ experience of involuntary psychiatric care suggested contrasting 

perceptions of restricted autonomy (both in terms of liberty and agency), violation of physical 

integrity and human value, disrespect, but also feelings of being protected and cared for 

(Johansson & Lundman, 2002). Olofsson and Jacobsson (2001) describe involuntarily 

hospitalized patients’ feelings of not being involved in their own care, not receiving information 

on treatment, and being treated as criminal or as inferior kind of human beings. Negative 

accounts of involuntary admission also express a sense of meaninglessness due to the sole focus 

of treatment on medication and lack of activities, so that the stay in hospital is perceived as a 

pointless form of storage (Wyder et al., 2015). Generally speaking, factors negatively 

influencing the experience are power imbalance with the staff, feeling unsafe, episodes of 

restraint, lack of information and involvement in treatment decisions, as well as scarce 

meaningful activities; on the contrary, positive factors are participation in own care, flexibility 

of ward rules, sense of safety, good relationships with staff and other patients, having the 

opportunity to talk and feel listened to (ibidem). 
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2.3.1. Involuntary admission and treatment in Italy: “Trattamento Sanitario Obbligatorio” and 

“Accertamento Sanitario Obbligatorio” 

Involuntary medical treatment (“Trattamento Sanitario Obbligatorio”, TSO) in Italy is 

regulated by Law 833/1978, which established the entire National Health Service. The three 

conditions under which involuntary admission can be adopted are dictated in article number 34 

of Law 833/78. The measure should take place in a hospital regime only in those cases where: 

i) psychic conditions are such as to require urgent therapeutic intervention, ii) treatment is not 

consented to by the patient, iii) and circumstances do not allow the adoption of timely and 

adequate measures in an outpatient regime. Contrary to legislation in many other countries (see 

Table 2.2) Italian law does not consider danger represented by the mentally ill subject among 

the motives for compulsory admission. This is in direct contrast with the first national 

legislation on asylums enacted in 1904, which was not concerned with illness but with 

dangerous social behaviours that psychiatric institution had to ‘incapacitate’ (Donnelly, 1992). 

For this reason, the law represents the purging of psychiatry’s traditional and legal 

responsibility for social control (Betti, 1989), which nevertheless does not seem to have 

completely disappeared from today psychiatric practice and conceptions associated with 

psychiatry’s role in our societies. 

From an historical point of view, individuals affected by mental illness have been considered 

a possible danger to themselves or others up until 1978. Accordingly, their compulsory 

admission to psychiatric hospitals was authorised by Judicial or Public Safety Authorities. On 

the contrary, Law 180/1978 and then Law 833/1978 frame involuntary admission as an 

exception to the voluntariness of medical treatment, an extreme solution to be applied only 

when other means of obtaining consent have failed, and which always has to respect individual 

dignity and Constitutional rights. The regulation of forced treatment has been one of the central 

topics in the debates of the health commission discussing the content of the law, initially 

criticised by Franco Basaglia himself and compared by one deputy to a form of medical arrest 

(Foot, 2015). Due to the little time available (Law 180 was discussed and accepted in only 

twenty days, through a special procedure), a spirit of collaboration and negotiation prevailed, 

and Basaglia changed his position though acknowledging the limitations of the law. In fact, the 

historic reform resulting from that debate is centred around the voluntary nature of treatment. 

Moreover, mandatory measures, allowed in very special circumstances only (see the following 

paragraphs), are framed as therapeutic acts aimed at taking care of the person’s mental health 

rather than protecting society. Danger, once prejudicially associated with mental illness, 
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disappeared from the text of the law, and the only legal figure entailed in the procedure – the 

tutelary judge – has the duty to prevent abuses and ensure that the involuntarily treated person’s 

constitutional rights are not violated. Indeed, besides regulating involuntary admissions and 

treatments, the law sets down some principles which represented a paradigmatic change: it 

acknowledged those suffering from mental illness as people, guaranteeing their human and civil 

rights, and providing them health care in general hospital rather than in special, isolated 

psychiatric facilities. As the Italian historian Valeria Babini observes, «once every reference to 

the patient’s dangerousness or to ‘public scandal’ had been removed, the psychiatric patient 

became an ‘ill’ citizen like any other, and this was another example of the law’s secular and 

modernizing nature» (Babini, 2011). The content and the origin of the Italian psychiatric 

reform, born within the same institutions it meant (and then managed) to close down – asylums 

– qualify it as unique on the international scene. Trieste, in particular, has become a symbol of 

the reform, a centre of pilgrimage for critical psychiatrists, and a model for community-oriented 

services recognized as such by the World Health Organization (Tone, 2015)2. 

Consistently with the medical framework set by the psychiatric reform in 1978, the 

procedure to initiate an involuntary treatment in Italy entails a motivated proposal from a 

physician, sustained by a second physician working in a public structure. The proposal is then 

transmitted to the mayor, who will authorise the placement of the patient and notify the Tutelary 

Judge within 48 hours. During fieldwork we have observed how involuntary admission does 

not necessarily take place at the end of this procedure, but the patient can be accompanied to 

the hospital right after the proposal or, in cases of emergency, while it is being formulated (e.g. 

the ER doctor proposes the TSO and the ward’s psychiatrist sustains it, while the patient is 

already at the hospital and about to be transferred to the psychiatric unit; then the mayor and 

the Tutelary Judge ratify the intervention).  

Involuntary medical treatment cannot exceed seven days, at the end of which an extension 

of seven additional days can be requested if the conditions of the patient do not allow his/her 

voluntary treatment or discharge from hospital. The renewal is once again proposed by two 

physicians, transmitted to the mayor and approved by the Tutelary Judge. Interruption of the 

 
2 It is important to acknowledge that changes introduced by the reform in 1978 have been the result of a 

polycentric process, which has its origin in Gorizia – where the first group of radical psychiatrists formed 

around Franco Basaglia – but later spread across Italy. Turin, Naples, Venice, Genoa, Perugia, Arezzo, 

Parma, Ferrara, Trieste: in these and many other cities anti-institutional psychiatric movement 

developed, carrying forward a different version of change with its own specificities (Foot, 2015). 
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involuntary treatment before its natural expiration (seven days) is always possible and requires 

the notification of the above-mentioned institutional figures as well. 

Law 833/1978 regulates a second measure, that of “Accertamento Sanitario Obbligatorio” 

(ASO), a compulsory psychiatric evaluation aimed at assessing the health condition of a person 

and the possible need for admission and treatment. The measure has to be motivated and 

authorised through the same procedure required for involuntary medical treatment. The 

adoption of the measure should always pursue the collaboration and consensus of the person, 

who can accept the treatment offered by mental healthcare staff: for this reason, involuntary 

medical treatment does not automatically follow. 

Most recent data show that involuntary admissions in Italy in 2018 have been 7407, 

corresponding with 7,6% of total admissions of that year in public psychiatric wards (Ministry 

of Health, 2019). Rates of involuntary admissions, which can be seen as an indirect measure of 

therapeutic efficacy of programs implement by Mental Health Departments, vary significantly 

between the different Italian regions, with a national figure of 1,5 every 10000 inhabitants 

(ibidem). Table 2.3 represents the regional distributions of involuntary admissions from 2015 

to 2018 and their rates in 2018. 

Region 
Involuntary admissions per year Rate/10000 

inhabitants 
(2018) 2015 2016 2017 2018 

Piemonte 512 525 474 401 1,1 

Valle d’Aosta 32 30 27 21 2,0 

Lombardia 797 829 938 926 1,1 

P.A. Bolzano 9 20 20 15 0,4 

P.A. Trento 42 43 62 80 1,8 

Veneto 403 376 395 322 0,8 

Friuli Venezia Giulia 45 46 36 43 0,4 

Liguria 162 145 201 205 1,5 

Emilia Romagna 986 995 929 910 2,4 

Toscana 368 293 220 230 0,7 

Umbria 147 179 194 213 2,8 

Marche 253 252 178 245 1,9 

Lazio 717 615 541 545 1,1 

Abruzzo 168 156 223 246 2,2 

Molise 43 19 24 26 1,0 

Campania 903 755 489 402 0,8 

Puglia 700 738 751 657 1,9 

Basilicata 35 26 31 20 0,4 

Calabria 345 389 359 314 1,9 

Sicilia 1.290 1.199 1.203 1245 3,0 

Sardegna 332 333 313 341 2,4 
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ITALY 8.289 7.963 7.608 7407 1,5 

Table 2.3. Regional distributions and rates of involuntary admissions in Italy (Ministry of 

Health, 2019). 

We can observe from these data that involuntary admission rates for the two regions 

considered in this study – Piedmont and Friuli Venezia Giulia – are respectively 1,1 (in line 

with the national rate) and 0,4 (the lowest rate in Italy together with P.A. Bolzano and Basilicata 

region)3. Further data on other elements of mental healthcare provision in the two contexts – 

such as number of acute beds, resources allotted to mental healthcare, and average duration of 

hospitalization – are provided in Chapter 3, which describes the methodological choices and 

the rationale behind the selection of these regions. 

 

2.4. Restraint and its multiple forms 

 

Broadly speaking, the term ‘restraint’ consists in reducing a person’s free movement. It is 

used in both medical (emergency medicine, geriatrics, orthopaedics, psychiatry) and non-

medical (law enforcement) areas, but it is particularly controversial in psychiatry because it is 

usually employed against the person’s will, and its very same need is doubtful (Negroni, 2017). 

The variegated set of restraining measures has a long history in psychiatry, as they have always 

been used in different settings to manage violent or agitated people (Holmes et al., 2014). 

Before the advent of the asylum and of psychiatry as a medical discipline, mental illness was 

dealt with within the family. Treatment at home usually included restraint, as accounts of that 

time from both Europe and the USA reveal: «if the insane person is peaceful, people generally 

let him run loose. But if he becomes raging or troublesome, he’s chained down in a corner of 

the stable or in an isolated room. […] This happens quite frequently in the countryside, and 

often a number of years may pass before the authorities are 

informed of this crime [of sequestration]» (Shorter, 1997: 16). Severely ill people were not only 

 
3 These data are based on hospital discharge records (“Schede di Dimissione Ospedaliera”) and therefore 

may not include involuntary admissions performed in Community Mental Health Centres of Friuli 

Venezia Giulia. These data have been gathered with respect to the two CMHC under scrutiny, which 

have had 3 (Tulip Centre) and 5 (Violet Centre) TSO in 2018. Since patients can be involuntarily 

admitted to the SPDC and then transferred to the MHC, it is very likely that some of them have been 

considered in the official report based on hospital discharge records. In Piedmont all of the involuntary 

admissions are performed in psychiatric hospital wards and are therefore registered in the ministerial 

report. 
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confined at home, but also in workhouses or almshouses, under restraint or in cages (ibidem). 

In the first half of the nineteenth century, even after Pinel’s unchaining of the insane at Bicêtre 

(1793), a wide set of restraining instruments were in use: «the fixed chair, that is to say, fixed 

to the wall and to which the patient was attached; the moving chair, which moved about 

according to the patient’s restlessness; handcuffs; muffs; straitjacket; the finger-glove garment, 

which fit the individual tightly from his neck down so that his hands were pressed against his 

thighs; wicker caskets in which individuals were enclosed; and dog collars with spikes under 

the chin» (Foucault, 2006b: 105). Forced isolation in darkened rooms was also practiced, 

maintaining its therapeutic effect due to desensitisation (see Paragraph 2.4.4). 

 

Today, restraint is still employed to manage disturbed behaviour in acute mental health 

settings, and it is accomplished by a variety of means: physical (or manual), mechanical, 

pharmacological, and environmental. All of these measures attract moral valuations, but their 

use differs greatly between countries, and not every method is adopted in every country. Table 

2.4, derived from Whittington and colleagues (2006: 147-148), represents the frequency of use 

of different kind of restraining measures in acute psychiatric settings of twenty-five countries 

around the world, based on the responses of at least one resident expert in each country. The 

authors consider mechanical restraint (movements are restricted or prevented by belts, 

handcuffs or other equipment), manual restraint (or “hands-on” restraint, which usually 

precedes other kind of interventions), seclusion (enforced isolation in a bare, unstimulating 

environment), net bed (lockable metal frame bolted to the patient’s bed), enforced medication 

(or rapid tranquillization through injected drugs) and pain compliance (pressing or holding of 

limb which deliberately makes every movement painful for the patient).  
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Country 
Mechanical 

restraint 

Manual 

restraint 
Seclusion 

Net 

bed 

Enforced 

medication 

Pain 

compliance 

Australia Occasional Regular Regular Never Regular Never 

Austria Regular Occasional Occasional Regular Regular Never 

Canada Regular Regular Regular Never Regular Never 

Czech 

Republic 
Regular Regular Regular Never Regular Never 

Finland Regular Occasional Regular Never Regular Never 

France Occasional Regular Regular Never Regular Never 

Germany Regular Regular Regular Never Regular Never 

Greece Regular Regular Regular Never Regular Never 

Iceland Never Regular Never Never Regular Never 

Ireland Never Regular Regular Never Regular Occasional 

Italy Regular Regular Never Never Regular Never 

Japan Regular Regular Regular Never Regular Never 

Netherlands Occasional Regular Regular Never Regular Never 

New 

Zealand 
Occasional Regular Regular Never Regular 

Not 

specified 

Norway Regular Regular Occasional Never Regular Never 

Portugal Occasional Regular Regular Never Regular Never 

Slovenia Occasional Regular Never Never Regular Never 

Spain Regular Regular Never Never Regular Never 

Sweden Regular Regular Occasional Never Regular Never 

Switzerland Regular Regular Regular Never Regular Regular 

Taiwan Regular Regular Regular Never Regular Never 

Thailand Never Regular Regular Never Regular Never 

Turkey Occasional Occasional Occasional Never Regular Never 

UK-England 

And Wales 
Occasional Regular Regular Never Regular Never 

UK-Scotland Occasional Regular Regular Never Regular Occasional 

USA Regular Regular Regular Never Regular Never 

Table 2.4. “Estimated use of coercive measures in acute psychiatry in selected countries” 

(Whittington et al., 2006: 147-148). 
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Data show how interventions can be extremely common (such as enforced medication, 

mechanical and manual restraint) or rather rare (net bed and pain compliance), while even 

neighbouring countries can differ significantly in their preferred practices to deal with 

disruptive behaviour of acute psychiatric inpatients. The authors acknowledge that these data 

only represent the visible tip of the iceberg, since a wide range of unrecorded manoeuvres used 

by the staff to coerce patients remains invisible. Nevertheless, they can provide a general idea 

of the distribution of better defined and widely known coercive measures in a situation of scarce 

reliable, comparable and systematic epidemiological data (Sashidharan et al., 2019). 

A quantitative study (Steinert et al., 2010) on the international incidence of restraint and 

seclusion confirms a huge variety in the type, duration and frequency of these measures, with 

the two most diverse countries being the Netherlands (average duration of seclusion: 300 hours; 

average duration of rarely used mechanical restraint: 1182 hours4) and the United Kingdom 

(seclusion rarely used, mechanical restraint not allowed, average duration of a physical restraint 

episode: 20 minutes). The other countries considered (Austria, Finland, Germany, Japan, New 

Zealand, Norway, Spain and Switzerland) fall between these two extremes, and most of them 

use mechanical restraint. Iceland represents an exception as it is a small country where seclusion 

and restraint have been abolished decades ago. The authors conclude that since Western mental 

health services are similar in terms of resources and populations at risk, the different use of 

coercive measures is probably based on culture, traditions and local policies. Moreover, 

definitions of coercive interventions differ from country to country: in the United Kingdom, 

‘restraint’ means physical restraint, whereas mechanical restraint is considered unethical and is 

not used. In all other countries mechanical restraint is in use, and in an unknown proportion of 

cases it requires (unrecorded) physical restraint to be initiated5. Definitions of involuntary 

medication differ as well, and other freedom-restricting measures whose coercive nature is 

controversial are in use. This is consistent with an understanding of coercion as a continuum 

which encompasses several practices with different degrees of influence, locally construed as 

 
4 These data are related to seclusion and restraint orders gathered by the Dutch Health Inspectorate and 

do not provide information on the number and duration of discrete seclusion or restraint episodes. 

Nevertheless, the discrepancy between practice in the Netherlands and the UK remains significant, also 

because Dutch psychiatric professionals consider mechanical restraint and seclusion less invasive and 

less threatening of personal integrity than involuntary medication (whose use is restricted by the Dutch 

mental health legislation), while in the UK mechanical restraint is not allowed (Steinert et al., 2010). 

 
5 This has been observed on the field too: while mechanical restraint was reported in the patient’s clinical 

record and, in some Piedmontese wards, in a dedicated register, physical restraint preceding the initiation 

of mechanical restraint was not registered. More generally, no national registers of mechanical restraint 

episodes and duration exist in Italy (see Paragraph 2.4.1.1). 
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more or less acceptable according to the clinician’s and the patient’s experience of the situation 

(Olsen, 2003).  

The reasons behind this heterogeneity have been addressed by Bowers and colleagues 

(2004). The authors underline how containment methods arise strong emotions and are 

frequently associated with the ‘abhorred past of psychiatry’: methods that are not used in a 

given country tend to be regarded as typifying that barbaric kind of psychiatric practice and 

therefore rejected. Their study on the training paths of psychiatric nurses in the UK concluded 

that relative evaluations of containment methods are a product of national cultures and values, 

which are then reflected in psychiatric practice. These findings raise questions with respect to 

infra-national differences of orientation toward the acceptability of containment methods. This 

concerns the Italian context, characterised by a general approval of mechanical restraint, except 

for the relevant case of no-restraint services, which firmly reject this measure associating it with 

the psychiatric power exercised in the asylum (Rossi & Toresini, 2015; see also Paragraph 

2.4.1.1 on the “Club SPDC no-restraint” in Italy). Issues of preferability between different 

coercive practices and the values behind such preferences will be discussed in Chapter 6. 

The last international study on coercive interventions that is worth mentioning is the 

EUNOMIA (European Evaluation of Coercion in Psychiatry and Harmonization of Best 

Clinical Practice) research project, funded by the European Commission (Kallert et al., 2005). 

The study has been conducted in twelve countries – Bulgaria, Czech Republic, Germany, 

Greece, Israel, Italy, Lithuania, Poland, Slovak Republic, Spain, Sweden, and the United 

Kingdow – which are considered to be at different stages of the psychiatric reform processes: 

from areas with a strong community orientation and a low rate of inpatient psychiatric beds 

(such as Italy), to contexts relying on hospital-based mental health services (e.g. Germany and 

Poland). The research focused on involuntarily admitted patients, but also underlined how 

voluntary admissions sometimes entail a degree of coercion (Kallert et al., 2011). Results reveal 

that almost 40% of involuntarily treated patients experience at least one coercive measure 

among seclusion, restraint, and forced medication (Kalisova et al., 2014). These measures are 

applied in all countries participating in the EUNOMIA project, although with wide variations 

with respect to frequency, type and legal background (Raboch et al., 2007). Markedly different 

practices concerning the use of coercive measures are deemed to reflect differences in societal 

attitudes, clinical traditions and treatment customs in individual psychiatric facilities (Raboch 

et al., 2010). The EUNOMIA study group acknowledged coercive psychiatric treatment as a 

rarely studied issue and called for further research to identify factors in clinical practice, 
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including staff-patient interactions, which may influence the adoption of coercive interventions 

(ibidem). 

2.4.1. Mechanical restraint 

Mechanical restraint restricts patients’ movement or completely prevents them from moving 

by means of belts, handcuffs or other devices. In acute care facilities it has been a common 

practice for decades. The reasons for the application of this measure are usually patient-

oriented, relating to patients’ safety (prevention of falls and self-harm), agitation or violence 

(protection of other patients and the staff), behavioural control (in case of restlessness, 

confusion and altered mental status), wandering (usually for older patients), and support (e.g. 

helping the patient to fall asleep) (Evans & FitzGerald, 2002). These reasons are consistent with 

the ones expressed by our participants in the restraint context. Other reasons pertaining to the 

use of mechanical restraint are also staff/organization-related, such as the need to compensate 

to insufficient staff members, the will to punish, or in case of non-compliant behaviour (ibidem). 

Nurses play a key role when it comes to mechanical restraint, since they usually initiate the 

procedure in emergency situations and they are involved in the care of restrained patients 

(Goethals et al., 2012). Moreover, even if the decision to restrain should be taken by the 

psychiatrist after clinical assessment, nurses usually appear to be the key informants describing 

the patients’ conditions and events that could lead to their restraining, or even the key decision 

makers (Kontio et al., 2010). The decision-making regarding mechanical restraint is 

characterised by an inbuilt ethical conflict concerning the will to preserve a therapeutic 

relationship, and the need to weight a patient’s best interest against other people’s best interests 

(ibidem). Strategies to hold together the performance of care and coercive practices will be 

extensively discussed in Chapter 5. Despite the moral distress associated with mechanical 

restraint and other restrictive practices, nurses also expressed fear that these measures could be 

reduced or eliminated without providing alternative means whereby maintaining a safe ward, 

and that they could be blamed in case adverse events happened (Muir-Cochrane et al., 2018). 

Besides raising ethical dilemmas, mechanical restraint has been described as an unpleasant, 

challenging and risky procedure for those who employ it: the team performing it, which is 

usually made of less than five people and generally nurses, is exposed to physical and 

psychological harms (Vedana et al., 2018). Several injuries to the patient have been found 

related to mechanical restraint, from infections, contractures and pressure sores, to cardiac 

arrest, thrombo-embolism and even death (Kersting et al., 2019). In order to minimise risks and 



32 
 

orient these procedures, recommendations, guidelines and codes of practice have been produced 

in many countries (Whittington et al., 2006). One of the most authoritative guide is that 

developed by the National Institute for Clinical and Health Excellence for the UK (2015), 

available online6. It recommends using restraining techniques only when de-escalation 

techniques have failed, for no longer than necessary, never to punish, inflict pain or humiliation, 

and regularly assessing the patient’s condition using the least intrusive level of observation 

necessary. Moreover, the guidelines suggest staff training about restrictive interventions, 

adequate number of staff, resuscitation equipment always available, and immediate post-

intervention debrief to address potential physical harm and emotional impact of the event on 

the staff, other patients and possible witnesses. Guidelines and attempts to regulate the 

performance of mechanical restraint from a technical and procedural point of view are related 

with the strategy of proceduralisation of coercion, discussed in Chapter 5.3.2. 

Available literature tells us that mechanical restraint is hardly ever used alone, without the 

administration of sedative drugs, and if so it is usually considered unacceptable (Negroni, 

2017). Moreover, it is usually preceded by manual restraint which allows for the application of 

restraints (Whittington et al., 2006). The use of combinations of restrictive measures adds to 

the already difficult quantification of restraint rates, which vary greatly between countries also 

because of inconsistent definitions and data collection techniques (Oster et al., 2016). A recent 

systematic review conducted by Beghi and colleagues (2013) on restraint use in psychiatry 

worldwide found a prevalence between 3.8% and 20% of hospitalised patients, which is 

consistent with previous reviews. The reviewers conclude that, despite the attempts to reduce 

the use of restraint and introduce alternatives, it is still widely used in psychiatric wards of many 

countries.  

 

2.4.1.1. Mechanical restraint in Italy 

Mechanical restraint is widely used in Italian psychiatric wards to manage aggressive, 

violent or disruptive behaviour. Since data on registered restraints are not systematically 

gathered and analysed at a central level, its incidence can only be estimated: every 100 

 
6 https://www.nice.org.uk/guidance/ng10/chapter/1-Recommendations#using-restrictive-interventions-

in-inpatient-psychiatric-settings-2. 

https://www.nice.org.uk/guidance/ng10/chapter/1-Recommendations#using-restrictive-interventions-in-inpatient-psychiatric-settings-2
https://www.nice.org.uk/guidance/ng10/chapter/1-Recommendations#using-restrictive-interventions-in-inpatient-psychiatric-settings-2
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admissions 20 mechanical restraint are practised, and 11% of inpatients are mechanically 

restrained (Ferioli, 2013).  

From a legal point of view, mechanical restraint raises questions because it is not mentioned 

in the Law 833/78 regulating involuntary admission and treatment, nor in other specific 

regulations. This legal vacuum opens for debate and doubts about the lawfulness of mechanical 

restraint. The justifying hypothesis for its application are those foreseen in the penal code, 

articles 52 (‘legitimate defence’) and 54 (‘state of need’). Alternative orientations argue for the 

ethical and constitutional illegitimacy of mechanical restraint, which could be prosecuted as 

abduction and private violence (articles 605 and 610 of the penal code). With respect to soft 

law acts, the National Bioethics Committee in 1999 observed ‘the frequent use of even 

prolonged restraint’ in most of the Italian psychiatric wards and recommended a drastic 

reduction of this practice, to be used only for exceptional cases and emergency (CNB, 1999). 

The same Committee denounced a ‘remnant of asylum culture’ and called for its overcome 

(CNB, 2000). Nurses’ deontological code (2019, art. 35) states that mechanical restraint is not 

a therapeutic act, but a precautionary one to be used in a state of need to protect the patient and 

the staff. In 2010 the “Conferenza delle Regioni e delle Province autonome” defined mechanical 

restraint an anti-therapeutic act and set as its goal to eliminate it by concrete measures aimed at 

gradually reducing its use. In 2017 a national investigation conducted by the Committee for 

Human Rights (Senato della Repubblica) to verify the application of these recommendations 

revealed a highly heterogeneous situation: only five regions had produced guidelines and were 

actively monitoring the phenomenon of mechanical restraint; some regions registered local 

initiatives but no regional strategies; four others had not developed any program; one region 

never transmitted any update about its progress (Algostino, 2020). 

Among the local initiatives advanced to reduce or eliminate mechanical restraint in Italy, a 

group of mental health services formally founded in 2013 the association called “Club SPDC7 

no-restraint” (Rossi & Toresini, 2015). The association embraces the abolition of mechanically 

restraining measures and the open-door policy, explicitly identifying as its cultural references 

the work of John Conolly (1973) and that of Franco Basaglia, whose refusal to sign the register 

of mechanical restraints in the asylum of Gorizia in 1961 is defined as the ‘founding act’ of the 

no-restraint movement in Italy (Rossi & Toresini, 2015: 276). The “Club” aims at providing 

 
7 SPDC is the acronym for ‘Servizi Psichiatrici di Diagnosi e Cura’, indicating the acute psychiatric 

wards located in Italian general hospitals, and introduced in 1978 after the gradual closure of former 

psychiatric hospitals. 
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visibility to the no-restraint practice, sharing knowledge and supporting the transition of those 

services which intend to embrace the no-restraint method, as well as legally assisting victims 

subjected to «existential and biological harms deriving from mechanical restraint» in Italian 

psychiatric wards (ibidem: 284-285). In 2015 the association had 21 SPDC members (ibidem: 

281), while in its online spaces it maintains to represent 5% of Italian psychiatric wards8. 

The strategies implemented by these services to deal with acutely disturbed people are 

usually developed according to contextual specificities, such as the availability of mental health 

centres open 24 hours a day and with a ‘good emergency filter capacity’, as noted by the 

National Bioethics Committee (CNB, 2015: 16). The strength of community services and the 

orientation of the whole Mental Health Departments represent a fundamental element for the 

reduction of restraining measures, as we can read from the speech gave by Giovanna Del 

Giudice at the Eighth Conference of the “Club SPDC no-restraint” (2015): «it seems to us that 

it is more appropriate to talk about no-restraint [Mental Health] Departments rather than wards: 

mechanical restraint affects the whole Department, its organizational features, cultures, 

operational styles, the relationship between the different roles, and with the broader 

community»9. These considerations contributed to the choice I made to include in this study 

community services as well as hospital psychiatric wards (see Chapter 3) and to investigate the 

relations and mutual representations between them (see Chapter 4). 

In such polarised context, mechanical restraint in Italy is a controversial issue, debated from 

both legal and ethical perspective. Tragic events such as the death of Francesco Mastrogiovanni 

in 2009 and Giuseppe Casu in 2006 (see Del Giudice, 2015), both mechanically restrained, 

contributed to the discussion, and a national campaign called “…e tu slegalo subito” (which 

can be rendered into “untie him/her now”) has been launched to raise awareness on this practice 

and promote change toward its abolition10. Nevertheless, scientific research in this field is 

scarce, and practices implemented in the no-restraint contexts are mainly discussed among 

 
8 https://180gradi.org/salute-mentale/180gradi/spdc-no-restraint. 
9 The quotation is a translation from page 17 of the proceedings of the Eighth Conference of the “Club 

SPDC no-restraint” (2015), available on the website of the national campaign “…e tu slegalo subito” 

for the abolition of mechanical restraint: http://www.slegalosubito.com/wp-

content/uploads/2017/11/Atti-VIII-Convegno-SPDC-No-Restraint.pdf. 
 
10 Such episodes can be interpreted and employed to criticize mechanical restraint tout court, or they can 

be read as examples of inefficient health service and abuse: lack of monitoring of vital parameters, 

violation of human rights and abandonment of the restrained patient point more to the conditions in 

which restraint has been practiced than on the practice itself. Episodes of mechanical restraints observed 

on the field did not resemble such tragic conditions, even though the practice is associated with both 

physical and psychological suffering patients used to express. 

https://180gradi.org/salute-mentale/180gradi/spdc-no-restraint
http://www.slegalosubito.com/wp-content/uploads/2017/11/Atti-VIII-Convegno-SPDC-No-Restraint.pdf
http://www.slegalosubito.com/wp-content/uploads/2017/11/Atti-VIII-Convegno-SPDC-No-Restraint.pdf
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specialists and not always supported by empirical evidence (Mauceri, 2017). To the best of my 

knowledge, only one national survey on Italian psychiatric inpatient facilities – Progress Acuti 

– has been conducted so far by the “Istituto Superiore di Sanità” in 2004 (see Dell’Acqua et al., 

2007). A report focused on the practice of mechanical restraint in Italian psychiatric wards – 

Contenere la contenzione meccanica in Italia – has then been published in 2017, providing the 

basis for future research aimed at developing guidelines to ‘contain’ (and ultimately eliminate) 

mechanical restraint (Mauceri, 2017). 

 

2.4.2. Manual restraint 

Manual restraint is a physical intervention intended to hold a person immobile or limit 

her/his voluntary movement by using body contact as the only source of restraint. This practice 

is sometimes referred to as ‘physical restraint’, even though the expression is sometimes 

intended to include mechanical restraint (i.e.: using devices such as belts) as well. To avoid 

confusing terminology, I will try to avoid the use of ‘physical restraint’ as much as possible, 

preferring ‘manual restraint’ instead. 

The use of manual restraint on people with mental disorders is usually a response to violent 

behaviour, but it can also be adopted in case of attempts to abscond, agitation, self-harm and 

refusal of medication (Bowers et al., 2012). The measure often underpins or precedes others: 

mechanical restraint, seclusion, and forced medication often rely on manual restraint as a first 

step (Whittington et al., 2006). The practice entails some risks, in terms of injuries (both to the 

patient and the staff), as well as more serious harms due to continuous struggle and increased 

risk of patient mortality when s/he is pressed in a prone position on the floor (ibidem). Bowers 

and colleagues (2012) found that the use of manual restraint is increasing. In their study on a 

sample of 136 acute psychiatric wards in England, manual restraint was ‘a regular feature of 

life on all the study wards’, along with show of force (i.e.: a number of staff «assembled within 

view of the patient, with the implicit or explicit threat that the patient will be manually restrained 

or forced to undergo treatment, unless they comply voluntarily»). Despite its prevalence, a lack 

of data has been noticed, because research is usually scarce, small scale, based on reports of 

violent incidents, and not specifically focused on manual restraint (Stewart et al., 2009). A 

review of the available data found that episodes of manual restraint last around ten minutes, 

with about half involving the restraint of the patient on the floor in the prone position. With 

respect to manually restrained patients’ characteristics, they tend to be younger, male and 
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involuntarily admitted (ibidem). Research on the subjective experiences of this practice for 

patients and staff defined manual restraint a ‘trauma for all’, preceded by disturbed ward 

atmosphere and poor communication, and followed by feelings of anger, distress, frustration 

and embarrassment (Bonner et al., 2002). 

Manual restraint is sometimes referred to as ‘holding’, a term which carries a therapeutic 

connotation. Yannis Gansel and Samuel Lézé (2015) investigated the concept through a 

genealogical approach, whose findings are of particular interest to this work. They explain how, 

in the 1960s, the British psychoanalyst Wilfred Bion elaborated the concepts of ‘container’ and 

‘contained’ to describe a key element of a child’s mental development, that of maternal care, 

which can be seen as an enveloping act that gives body limits to the child. These concepts have 

then been applied by child psychiatrists to justify a bodily practice called ‘packing therapy’, 

used to treat agitated autistic children: «envelopment aims to bring together the body of autistic 

children who lack containment. It is necessary to give them a secure feeling of unity instead of 

a distressing feeling of being in pieces» (Saget, 2009). A theory inspired by psychoanalysis has 

been used to justify a practice of bodily constraint, which has as its ultimate target the mind: 

constraint goes from being a ‘pure action of concrete control’ to ‘an immaterial act of care’ 

(Gansel & Lézé, 2015). Similarly, restraint (‘contention’ in French) restores body limits of the 

subject in mental distress (who becomes ‘those who suffer from a lack of contenance’) and at 

the same time pacifies the violent person. The use of physical force is converted into legitimate 

and therapeutic restraint as the actors verbalise and explain its necessity, distinguishing it from 

punishment (ibidem). 

A similar terminological difference can be found in Italian between ‘contenzione’ and 

‘contenimento’. While the first term is generally used to refer to the physical act of restraining 

a person’s movement (through mechanical – ‘contenzione meccanica’ – chemical or 

environmental means), the notion of ‘contenimento’ is associated with both de-escalation 

techniques and manual restraint (or holding), and it takes on a different connotation associated 

with care. The following excerpt I translated from an Italian report on mechanical restraint 

clarifies this difference (Mauceri, 2017: 162-163). 

The containment [contenimento] of distress, as opposed to the immobilisation 

implied by restraint [contenzione], it’s precisely the goal pursued, in their variety, 

by the relational practices adopted by no-restraint SPDC [psychiatric wards] to deal 

with acute psychiatric crisis (Rossi & Toresini, 2015). The purpose of containment 

(holding), according to the meaning attributed in 1958 by the English psychoanalyst 

Winnicott – to hold in one’s arms, to protect, to care for – implies sensorial-

affective-cognitive practices such as touching, speaking, encourage, show 
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‘presence’. […] The use of force, which has sometimes to be employed in no-

restraint SPDC, is temporary and combined with communication strategies that 

explain to the patient the meaning of the staff’s action. 

 

The quotation highlights the same shift in meaning explained by Gansel and Lézé (2015): 

the transformation of a physical act (holding) into a form of care by referring to 

psychoanalytical concepts, and the therapeuticisation of that act by means of relation and 

communication that illustrates staff’s motives for its application. The ‘pure action of concrete 

control’ is here represented by mechanical restraint, a mere act of ‘immobilisation’ which, 

according to its opponents, holds no therapeutic value. ‘Contenimento’, on the contrary, is ‘an 

immaterial act of care’ and protection performed through ‘sensorial-affective-cognitive 

practices’; the use of force it implies is always temporary and explained to the patient. This 

distinction is crucial to everyday practices of no-restraint settings, such as those included in the 

present study (see Chapter 6, and specifically Excerpt 6.15 and its discussion). 

 

2.4.3. Pharmacological restraint 

A form of intervention entailing the forced (non-consenting) administration of medication 

in emergency situations is commonly called in modern psychiatric practice ‘rapid 

tranquillisation’, defined as «all medication given in the short-term management of 

disturbed/violent behaviour» (NICE, 2005: 100).  Because of the coercive nature of such 

measure and its purpose of limiting a person’s freedom of movement as well as controlling 

his/her behaviour, this intervention is sometimes referred to as pharmacological, or chemical, 

restraint. 

From a historical perspective, mental hospitals have always been in need for sedation. The 

first chemical agents used for this purpose were opiates, hyoscine, and digitalis, substituted by 

chloral after its synthesis and the discovery of its sedative properties in 1869 (Healy, 2000). 

Chloral, along with barbiturates, bromides and anticholinergic agents, remained in use until the 

half of the twentieth century (ibidem). Such drugs were employed principally as chemical 

containment besides physical treatments such as electroconvulsive therapy (ECT), or in a 

combination of the two, for example to allow the transportation of agitated patients from their 

homes to the hospital for tranquillisation through ECT: «after admission to hospital many 
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acutely excited schizophrenics calm down remarkably well after one or a few electrically 

induced convulsions» (Meyer-Gross et al., 1954: 287). 

The half of the twentieth century saw the introduction of antipsychotic drugs, some of which 

specifically advertised for the control of aggressive behaviour and agitation (Allison & 

Moncrieff, 2014). The following illustrations show two advertisements for the antipsychotic 

drug Stelazine (trifluoperazine), published on medical journals respectively in 1959 (Figure 2.1, 

left) and in 1965 (Figure 2.1, right).  

 

            

Figure 2.1. Stelazine advertisements, Journal of Mental Science, 105 (Jan.), 1959 (left), and 

British Journal of Psychiatry, 111 (June), 1965 (right). 

 

The first figure illustrates, as one can read from the underlying caption, a ‘squirrel cage used 

for calming patients’ in the eighteenth century, somehow suggesting that the advertised drug 

can replace physical confinement of the ‘hallucinated, delusional, and aggressive psychotic’. 

The second illustration, explicitly targeted for people with a diagnosis of schizophrenia, 

promotes Stelazine for the treatment of violent and hostile behaviour, but adopts a more 

therapeutic wording by referring to the restoration of insight and the establishment of the 



39 
 

relationship with the mental healthcare staff. Both the advertisements illustrate manual restraint, 

suggesting a forced administration of the promoted drug.  

During the 1960s and 1970s more antipsychotics came onto the market, and continued to be 

advertised for the control of behavioural disturbance, increasingly associated with the reduction 

of the symptoms and opportunity to render the patient more amenable to other treatments 

(Allison & Moncrieff, 2014). It is the case of the already mentioned Stelazine advertisement 

(1965), but also of chlorpromazine: Largactil was indicated to produce «rapid reduction of 

psychomotor over-activity without clouding of consciousness or dulling of intellect» (1961), 

while Thorazine promised to make the patient «more sociable and more receptive to 

psychotherapy» (1960, see Figure 2.2, left).  

 

           

Figure 2.2. Thorazine advertisements, Mental Hospitals, Vol. 11, N. 5, 1960 (left), and 

Hospital & Community Psychiatry, Vol. 18, No. 9, 1967 (right). 

 

It is interesting to notice how such drugs were presented as alternatives preferable to other 

forms of restraint: the advertisement (Figure 2.2, right) depicts a half-closed door of a ‘restraint 

closet’ where we can see hanging several straps and belts used to practice mechanical restraint. 

The caption below explicitly suggests that the introduction of antipsychotics, specifically 
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chlorpromazine, helped making those tools ‘obsolete’, replacing them in the management of 

disruptive behaviour. 

Preference to treat aggressive behaviour with antipsychotics instead of physical measures is 

reported in publications of that period as well, which make explicit reference to drugs as 

‘chemical restraint’ (Fann & Linton, 1972). The authors underline how negative side-effects, 

such as rigidity and Parkinsonoid state, ‘may not be deleterious’ in situations of emergency, 

and that antipsychotic drugs «offer an excellent alternative to the physical measures that might 

otherwise be required in acute situations» (ibidem: 479). 

By the 1980s, haloperidol had gradually taken over from chlorpromazine as the most 

frequently used drug to treat agitated patients. The growing spread of the term ‘antipsychotics’ 

instead of ‘tranquillisers’ reflects the acknowledgement of their effects on the disease 

underlying the disturbed behaviour (King & Voruganti, 2002). The focus on disease-specificity 

and the portraying of emergency sedation as part of a wider therapeutic process obscure the 

actual purpose of such medications – to rapidly calm the violent and aggressive patient – and 

the properties which make them effective chemical restraints (Allison & Moncrieff, 2014). On 

a conceptual level, ‘chemical restraint’ is not synonymous with ‘forced therapy’ or ‘involuntary 

treatment’: the latter terms are related to a specific diagnosis and wish to treat the underlying 

disease even without the patient’s consent, while the former merely aims to manage a patient’s 

behaviour, without having a broader therapeutic function (Negroni, 2017). Nevertheless, the 

terminological distinction fails to solve the disagreement on whether medications administered 

in emergency situations to ameliorate agitation constitute treatment or a form of restraint: since 

antipsychotics require days to weeks to exhibit their positive effects on symptoms of psychosis, 

«clinicians in essence make use of the extensive side-effect profiles of these agents to achieve 

rapid sedation without immediately affecting the underlying pathology» (Currier, 2003:60). 

Such sedation – which can range from a reduction of agitation of a patient that remains at least 

partially responsive to complete unconsciousness – seems to be at the same time a wanted short-

term outcome and a side-effect of the therapeutic treatment: we might call it a deliberate 

collateral-effect of the administration (see also Chapter 5, specifically the discussion around 

Excerpt 5.1). 

At the extreme ends of the controversy around the ‘restraint versus treatment’ nature of 

forced medication we see two polarised positions. On the ‘treatment’ side, psychotropic agents 

are said to be designed to promote sedation by decreasing anxiety, restoring moods, and 

improving cognitive abilities by restoring reality testing, so that they ultimately have to be 
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considered a form a treatment (Crumley, 1990). On the opposite side of ‘restraint’, we find 

critical views such that of the psychiatrist Thomas Szasz, who defined antipsychotics ‘chemical 

straitjackets’, denying their function of therapeutic agents (Szasz, 1957). The controversy 

ultimately reflects the debate around the double mandate of psychiatry – cure and control – 

which characterises other restraining measures as well: the therapeutic effects of manual 

restraint in restoring limits and pacifying the violent person (see the previous paragraph) and 

the beneficial effects of desensitisation achieved through seclusion (see next paragraph). 

Besides the lack of agreement on what (if anything) constitutes ‘chemical restraint’, the 

extent to which forced medication is used is difficult to determine, also because national data 

providing incidence rates do not exist (Currier, 2003). Available literature suggests that it is 

frequently used, also in combination with other measures such as mechanical or physical 

restraint which facilitate the non-consensual administration of drugs (Negroni, 2017). We know 

that in contemporary psychiatric practice, haloperidol is the psychotropic drug most often 

employed to manage aggression (Goedhard & Heerdink, 2017). Benzodiazepines, such as 

short-acting lorazepam and midazolam, are used as well because of their anxiolytic and sedative 

properties, alone or in combination with haloperidol (ibidem). Atypical antipsychotics such as 

olanzapine appears to be as effective as haloperidol, with the advantage of having a decreased 

risk of extrapyramidal side effects11. As to the mode of administration, current 

recommendations suggest considering oral or inhaled medication first, resorting to 

intramuscular injection if the patient refuse oral therapy or a faster onset is needed (ibidem). 

A last example of (extreme) pharmacological restraint can be found in what has been called 

anaesthesiologic restraint (Cardano & Gariglio, 2021, in press), consisting in transferring the 

inpatient from the acute psychiatric ward to an Intensive Care Unit where sedation also through 

anaesthetic drugs can be practiced in a properly monitored and equipped environment. This is 

an infrequent occurrence observed or described in both restraint and no-restraint contexts, either 

because mechanical and pharmacological restraint performed in the SPDC were not sufficient 

(Pine Ward, see Chapter 6.1.1 and footnote 116), or because no mechanical means of restraint 

 
11 These include acute dyskinesia (uncontrolled, involuntary movements), tardive dyskinesia (with a 

delayed onset after prolonged use of antipsychotics, sometimes permanent), Parkinsonism (tremor, 

bradykinesia, rigidity, and postural instability), akinesia (loss of ability to move muscles voluntarily), 

akathisia (feeling of physical restlessness), and neuroleptic malignant syndrome (a life-threatening 

reaction to antipsychotic drugs characterized by fever, altered mental status, muscle rigidity, and 

autonomic dysfunction, resulting in labile blood pressure, tachypnea, tachycardia, sialorrhea, 

diaphoresis, skin pallor, and incontinence). 
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were in use and patient’s disruptive behaviour was not manageable in the ward (Iris Ward, see 

Chapter 6.1.1). 

In the empirical chapters of this work, I will use the term ‘chemical restraint’ to refer to those 

administrations guided by a behavioural control purpose, while by ‘forced medication’ I will 

refer to the intramuscular injection of drugs (either sedative or curative) which would have 

otherwise (i.e. with the collaboration of the patient) been administered on a voluntary basis as 

part of a long-term treatment program. At times, during fieldwork, the distinction between the 

dual purpose of medication has been difficult for me to tell, either because both objectives – 

immediate tranquillisation and long-term treatment – were pursued at the same time, blurring 

their boundaries, or because I was (and to a great extent I still am) unfamiliar with the effects 

of each psychotropic drug. I asked mental healthcare professionals for clarification every time 

I have not been able to understand the underlying logic of their pharmacological choices, and 

the topic has been directly addressed in individual interviews to engage them in a specific 

reflection (see again, for example, Excerpt 5.1 in Chapter 5). 

 

2.4.4. Environmental restraint: seclusion 

Seclusion entails the temporary removal of an individual, without his/her consent, to a locked 

environment which s/he is not permitted to leave. This measure differs from mechanical 

restraint (which does not remove all social contact from the patient), ‘time out’ (temporary 

isolation which the patient agrees with), and so-called ‘open seclusion’ (the door is left open, 

but the patient is not free to leave) (Alty & Mason, 1994).  

Historically, the primary example of a similar procedure comes from the second century 

A.D., when in a paper entitled Madness or Insanity the Greek physician Soranus of Ephesus 

described how to calm down a mentally ill patient by placing him in a quiet room, and restrain 

him by massaging his limbs in order to not upset him (Hodgkinson, 1985). The description 

seems to refer to a form of smooth manual restraint, implying that the patient is not left alone, 

as opposed to today’s practice of seclusion.  

In the nineteenth century, in England, seclusion and restraint were attempted to be separated 

– the former being considered a humane alternative to the latter – by John Conolly, who 

introduced padded-rooms, with floor and walls covered in soft material and without any 

furniture but pillows (see Paragraph 2.5.1). The psychiatrist argued for its therapeutic effect due 
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to the desensitised environment, attempting to frame seclusion as a form of treatment as well 

as of control.  

Seclusion was regulated for the first time in 1890 by the Lunacy Act, imposed under public 

pressures to establish legal control over psychiatric admissions of private patients 

(Takabayashi, 2017). The new legislation introduced a registry called ‘Medical Journal’ to be 

kept by the superintendent of the asylum, in which at least once a week there should be recorded 

the number of patients of each sex, those under seclusion or restraint, deaths, injuries and 

episodes of violence to patients since the last entry; for both seclusion and restraint, reasons and 

period had to be stated, as well as means by which restraint was applied (Lunacy Act, Section 

31, 1890; see Figure 2.3).  

 

Figure 2.3. Form of the ‘Medical Journal’ recording cases of seclusion and restraint, Lunacy 

Act (1890). 

 

English legislation in the post-war years increasingly registered a recognition of the rights 

of the insane, first in the Mental Health Act of 1959, then in the one of 1983. During the 1980s 

the number of journal articles about seclusion denotes increased public awareness 

internationally, also due to the lawsuits brought by patients who had been secluded or 

restrained. A relevant example from the USA is the Boston State case (1979), whose legal 

debate centred around whether a patient has the right to refuse medication (including seclusion) 

in non-emergency situations: the Federal Judge recognised this right, and deemed forced 

medication on a secluded patient inacceptable since the refusal to take medication would not 

have precipitated an emergency of an already restrained patient (Alty & Mason, 1994). In the 
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United Kingdom several inquiry reports of those years were concerned with seclusion, 

investigating the death of secluded patients (Prins et al., 1993), or allegations of physical and 

sexual abuse on patients while in seclusion (Blom-Cooper et al., 1992). In the former case, the 

Committee of Inquiry did not call for the abolition of seclusion but recommended a specific 

procedure for its practice and the suitability of the seclusion room. In the latter case, the 

Committee defined the seclusion unnecessary and recommended its ‘phasing-out and ultimate 

ending’; the use of seclusion was then reviewed by the Special Hospitals Service Authority, 

which considered alternative practices but concluded that seclusion could not be completely 

eradicated at that time (Exworthy et al., 2001).  

Today’s mental healthcare in the United Kingdom is regulated by the Mental Health Act of 

1983. The Code of Practice last reviewed in 2015 established the criteria seclusion rooms have 

to meet – such as reinforced windows to provide natural light, furniture limited to bed, pillow, 

mattress and blanket, and a clock visible to the secluded patient to avoid disorientation – and 

set the ‘least restrictive option’ as one of its guiding principles. Nevertheless, monitoring 

conducted by a Care Quality Commission reported of patients spending hundreds of days in 

seclusion (the longest one being twenty-three months), and found that some hospital seclusion 

facilities were unfit for seclusion12 (CQC 2015, 2016). 

Literature on the contemporary use of seclusion in the United Kingdom shows that the 

measure is usually initiated in case of aggression (both physical or verbal, self-directed and 

hetero-directed), exacerbation of psychiatric symptoms (delusions, confusion, disturbed 

behaviour), absconding and medication refusal (Bowers et al., 2017). The same study also 

revealed a process of substitution: hospitals without a seclusion room (one-quarter of UK acute 

psychiatric hospitals) managed disturbed behaviour through heightened adoption of other 

techniques, such as coerced intramuscular medication, constant observation in a separate room, 

 
12 «Examples of poor practice include: a lack of respect for the privacy and dignity of patients in 

seclusion; inadequate furnishing (so that patients are kept in a bare room with only a mattress or blankets 

for comfort); little or no access to toilets; inadequate clothing for patients; and patients being disturbed 

by staff playing a radio or talking loudly in the observation area. Other problems include rooms either 

always being too hot (which may be a particular problem if the room has padding on walls) or too cold; 

or that are dirty (in some cases made dirty by a previous patient and not cleaned properly between uses)» 

(CQC 2016: 1). 
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PRN medication13 and calls to the police, as well as seclusion in rooms not dedicated for that 

purpose and therefore at risk of harming.  

Moving from the Anglo-Saxon (where seclusion was more regulated and debated) to the 

international scene, literature about seclusion has addressed a number of related issues. First of 

all, the impact of seclusion on those who have personally experienced it is associated with 

feelings of sadness, fear, abandonment (Holmes et al., 2004), trauma (Frueh et al., 2005), and 

punishment (Meehan et al., 2000). The nurse-patient relationship has been found exposed to 

negative effects of seclusion, due to a perceived loss of autonomy and trust, as well as feelings 

of isolation, reported by people subjected to such measure (Hoekstra et al., 2004). Nurses’ 

attitudes toward seclusion entails a belief in its beneficial outcomes (Meehan et al., 2000), 

nonetheless it is considered ethically problematic thus constituting an element of distress (Lind 

et al., 2004). The latter issue is explored in a recent Norwegian study (Haugom et al., 2019) 

addressing the relationship between treatment and control during seclusion, which produces 

ethical challenges for the mental healthcare staff. These were related to the negative feelings 

expressed by secluded patients, to the use of seclusion in conjunction with mechanical 

restraints, and to the seclusion of voluntarily admitted patients treated as involuntary ones. The 

study also highlights the burdensome work performed by the staff to balance patients’ best 

interests and those of other people in the ward, and to control violent behaviour in their daily 

working life. 

A framework which draws together the major theoretical constructs of seclusion has been 

advanced by Thomas Mason (1994), who identifies three basic rationales for the adoption of 

this measure: therapeutic intervention, containment and punishment. Figure 2.4 breaks each 

rationale down to its component dimensions, ordered along a benevolent-malevolent 

continuum. 

 
13 PRN medication is abbreviation for Latin “Pro re nata”, indicating prescribed medication which is 

not administered according to a schedule, but according to the patient or mental health worker only if 

needed.  
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Figure 2.4. Seclusion theory constructs in relation to a benevolent-malevolent scale (Alty & 

Mason, 1994). 

 

The three rationales identified by Mason seem to represent the red thread connecting all of 

the coercive measures, whose ‘therapeutic versus controlling’ purpose is debated: this was the 

case for manual restraint (see Paragraph 2.4.2) and antipsychotic medications (see Paragraph 

2.4.3). 

 

2.4.4.1. Locked wards vs. Open doors 

Locked wards, from which the inpatients cannot leave without the permission of the staff, 

can be considered a form or environmental restraint in that they impede individuals’ free 

movement outside of the unit. Acute psychiatric treatment is usually performed in locked wards, 

regardless of the legal status of those admitted to them (Hochstrasser et al., 2018). Frequency 

and reasons for locking ward doors have been investigated to a limited extent only (Haglund & 
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von Essen, 2005). A literature review conducted in 2009 (Van Der Merwe et al., 2009) found 

only eleven empirical studies on this topic. Door locking of psychiatric wards has returned to 

be increasingly common in the United Kingdom after decades – specifically the 1960s and 

1970s – of door opening (Bowers et al., 2010). A Swedish study (Haglund et al., 2007) revealed 

that 73% of Swedish psychiatric inpatient wards were locked, 81% of which were not caring 

for involuntarily admitted patients, even though the Swedish mental health laws do not state 

that wards hosting committed patients have to be locked. Similarly, a small correlation between 

involuntary admission and treatment in a locked ward was found in a census investigation on 

five European countries (Rittmannsberger et al., 2004). In Italy, a study conducted in 2004 by 

the “Istituto Superiore di Sanità” on a sample of Italian psychiatric wards showed that almost 

80% of them keep their doors locked permanently (Dell’Acqua et al., 2007).  

The prevalence of locked wards, let alone their spread registered in the UK and possible 

elsewhere, may be a reflection of the increased focus on risk assessment and management, 

which encourage ‘defensive’ instead of ‘defensible’ psychiatric practices (Ashmore, 2008; 

Simpson et al., 2003) as a form of protection against organizational blame (Crowe & Carlyle, 

2003). This has been noticed on the field, in the Pine Ward, where doors are now permanently 

locked and permissions for inpatients to temporarily exit the ward with a nurse – once frequent 

– have been increasingly reduced to avoid risk and legal responsibilities in case of adverse 

events. Moreover, door locking reflects the putative correlation between mental disease and 

risk of violence, even though diagnosis is not a sufficiently good predictor for aggressive 

behaviour, which in turn might be aggravated by restrictions (Schneeberger et al., 2017). In 

fact, the main rationale for locking psychiatric wards is safety: closed doors allow to regulate 

patients and other persons’ possibility to leave and enter the ward, so that the practice can be 

seen as protecting both the patients from the community outside, and the community from the 

patients (Haglund et al., 2007). Arguments for locked doors include prevention of absconding, 

reducing access of unwanted individuals and illegal substances, increasing the time that staff 

can spend in therapeutic activity instead of door-guarding, avoiding the stigma of being returned 

to the ward by the police, and reassuring relatives of vulnerable patients (Rae, 2006). On the 

other hand, arguments against locked doors include the creation of a custodial rather than 

therapeutic ambience, feelings of powerlessness and dependency, increased frustration and 

aggression, risk of staff not engaging with patients, workload resulting from controlling entry 

and egress, and indiscriminate adoption of a restricted measure for all of the patients, even those 

who are less seriously ill (ibidem). On the field, many of these arguments has been encountered. 

In the Iris Ward (no-restraint context), the open-door policy was sustained by referring to 



48 
 

decreased tension in the ward, and to the fact that healthcare workers should not be in charge 

of a custodial function (see Chapter 5.2 about the strategic segregation of care and coercion and 

their attribution to different actors). Moreover, the activity of ‘surveilling’ the entrance was 

generally portrayed as an occasion to actively engage with patients in the common spaces of 

the ward (e.g. the hall). Nevertheless, in cases of elevated workload or risks, doors have been 

temporarily closed, and the introduction of the open-door policy raised some perplexities (see 

Chapter 5.1.2), denoting it as a topic which is not free from controversies and open discussion 

in specific situations. 

Research suggests a possible reduction in involuntary measures associated with the 

introduction of an open-door policy. Data collected in 21 German hospitals from 1998 to 2012 

reveal that aggression, restraint and seclusion are less frequent in open wards, possibly because 

of a therapeutic approach focused on relationships rather than patient coercion and control 

(Schneeberger et al., 2017). A 6-year, hospital-wide study in Basel registered a continuous 

reduction, even though on small numbers, of seclusion (from 8.2 to 3.5%) and forced 

medication (from 2.4 to 1.2%) after the implementation of an open-door policy (Hochstrasser 

et al., 2018). Absconding, defined as leaving the ward against medical advice, was found to be 

reduced in an evaluation study concerning the introduction of an open-door policy in an acute 

psychiatric ward in Berlin (Lang et al., 2010). 

Locking policies seems to vary between countries, hospital and wards, being mainly based 

on local traditions (Huber et al., 2016). Pollmächer and Steinert (2016) drew attention on the 

variety of practices which are likely to lie on the continuum between always locked and always 

open wards, implying that strategies of temporary opening (or closing) are in place and should 

be investigated. In the no-restraint context included in this study, the Iris Ward lied between the 

two extremes: after a period of introduction of the policy for few hours a day, doors are currently 

open twelve hours a day (from 8 to 20) and locked at night14. The same is true for the 

Community Mental Health Centres considered. In the restraint context, doors of the Pine Ward 

are permanently locked. 

 

 
14 Another SPDC no-restraint we visited as a research team for few days in January 2019, in Friuli 

Venezia Giulia, had its doors open 24 hours a day, even though, at night, they could be only opened to 

exit and not to enter the ward. The unit, though, was much smaller than the Iris Ward, had only 6 beds 

(hardly occupied at the same time) and a much longer no-restraint tradition. 
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2.5. A(n) (un)necessary evil? Alternatives to coercive interventions 

 

Workplace violence in the entire health care sector has been recognized as a primary global 

problem15, which may affect more than half of healthcare workers and specifically nurses (Oud, 

2006). Aggressive and violent behaviour in psychiatric settings – which frequently motivates 

the use of coercive interventions – is a recurrent event concerning both carers and users, and 

can be categorized as ‘verbal abuse’, ‘threat’ and ‘physical abuse’ (McKenna, 2004). 

Aggressiveness, which concerns only a minority of people affected by mental disorder, cannot 

be explained only in terms of diagnostic categories, but it is rather a multi-dimensional 

phenomenon. Characteristics more frequently associated with aggressiveness are clinical 

(severe diagnosis of schizophrenia or personality disorder, comorbid substance/alcohol abuse), 

sociodemographic (young age, unemployment, unmarried status) and setting-related 

(overcrowding, ward climate, staff characteristics and training) (Biancosino et al., 2009). 

Individual history of previous violent behaviour, as well as number and length of previous 

hospitalization, are strong predictors of future inpatient violence (Steinert, 2006). Moreover, 

Richard Whittington and Dirk Richter (2006) shed light on an overlooked aspect, that of 

interaction. Interpersonal violence happens between a patient and one or more staff member, 

whose actions are shaped by reciprocal expectations. When the other party does not fulfil the 

expected role – e.g. a nurse treats a patient against his/her will while s/he was expected to be 

caring, or a patient does not follow nurses’ prescriptions – distrust emerges and status 

asymmetries become evident, potentially leading to an escalation of the conflict and violence. 

The escalation curve which is usually used to represent progressively hostile behaviour from 

both parties can be misleading for it suggests a steady increase, whereas in real situations 

escalation can take from few seconds to several hours (Richter, 2006). Other elements related 

to the social system of mental hospital wards, such as psychiatric leadership and authority and 

predictability of structured activities and schedules, have been found relevant in distinguishing 

‘peaceful’ from ‘violence-prone’ wards (Katz & Kirkland, 1990). 

 The frequency of violent events in psychiatric settings led to the development of many tools 

to access risk of aggressiveness, both in the form of self-report questionnaires, designed to 

assess individual tendencies to react in a hostile manner, and aggression observation 

 
15 International Labor Office (ILO), International Council of Nurses (ICN), World Health Organization 

(WHO), and Public Services International (PSI). (2002). Framework guidelines for addressing 

workplace violence in the health sector. Geneva: International Labor Office. 
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instruments, which can be incident- and/or period-based scales (Nijman et al., 2006). 

Nevertheless, risk assessment is an inexact science which ultimately relies on clinical 

judgement pronounced by a multidisciplinary team and has to take into consideration a number 

of clinical, environmental, social and psychological variables (Rocca et al., 2006). As an 

obvious consequence, not every violent event can be predicted and prevented. Despite this 

inaccuracy, care in psychiatric settings is grounded in risk aversion, reflecting the 

conceptualisation of people with mental illness as inherently posing risks to self and others 

(Crowe & Carlyle, 2003). The dominant safety discourse frames risk as pervasive and requiring 

immediate intervention at the cost of meaningful treatment, legitimising and promoting 

ineffective as well as harmful practices (Slemon et al., 2017). An alternative safety culture 

should instead acknowledge the possibility of risk in the clinical setting and balance it with 

therapeutic engagement, framing safety as one component of care and not as its paramount aim 

(ibidem). 

Coercive interventions often originate from actual or potential dangerous behaviour, within 

hospital settings or in the community context. Physical techniques have been used from mental 

health staff to manage violent situations for decades, reinforced by training programs with a 

self-defence orientation which teach physical techniques (mechanical/physical restraint, 

seclusion, martial arts), now generally combined with non-physical (e.g. verbal) ones (Richter, 

2006). Their application raises dilemmas for mental healthcare workers, who are expected to 

provide a safe and at the same time therapeutic environment for inpatients while preserving 

their dignity. Psychiatrists in particular are asked to perform a balancing act between competing 

demands of society and the best interests of individual patients, which makes dilemma intrinsic 

of their professional role (Austin et al., 2008). Their double allegiance, Frederic Grunberg 

(2002) argues, led to dramatic consequences when societal demands persuaded them to abandon 

Hippocratic principles of beneficence and non-maleficence to patients, such as during mass 

extermination of the mentally ill in Nazi Germany, or forced hospitalization of political 

dissidents in the Soviet Union. Today, constraints of different nature – legal, social, 

organizational, economic – place mental health professionals in ethically undesirable situations, 

exposing them to what philosopher Andrew Jameton termed ‘moral distress’ (1984). Dilemmas 

do not only pertain to psychiatrists, who generally prescribe coercive interventions such as 

mechanical restraint, but also to those who usually perform them: nurses (Menegatto & 

Zamperini, 2018; Marangos-Front & Wells, 2000). At the same time, nursing staff can represent 

an additional element of pressure and potential conflict for psychiatrists, sometimes asked to 

“do something” by means of coercive measures on troublesome patients (Olofsson et al., 1999). 
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During fieldwork, for example, nursing staff has been observed asking for an increase in 

sedative therapy, consistently with their position of professional group most intensely involved 

in managing life on the ward (Strauss et al., 1981). 

Criticism for the outcomes of coercive psychiatry and the legitimacy of its authoritarianism, 

expressed by antipsychiatric movements as well as civil rights movements, gradually led to a 

shift toward a novel ethical approach, centred around the patient as a person with his/her values, 

beliefs and rights to be respected (Abderhalden et al., 2006). These dimensions have been 

investigated by empirical research on individual accounts of people treated in psychiatric 

inpatient settings. A specific term, that of ‘sanctuary harm’, was coined to refer to feelings of 

fear, humiliation and distress related to abusive actions of the staff, including seclusion and 

restraint (Frueh et al., 2005). Phenomenological studies of people’s experience of being 

restrained highlighted how, instead of feeling safe or relieved for having external limits to their 

out-of-control behaviour, they rather felt vulnerable, helpless and worried about not being able 

to protect themselves (Johnson, 1998). Anxiety and anger have also been found to be related to 

witnessing restraint and seclusion, and to anticipating that they are going to take place, 

sometimes resulting in an escalation of the situation (Stewart et al., 2010). These psychological 

consequences of coercive interventions only add to the documented physical risks posed both 

to patients and staff. Mechanical restraint can result in injury (circulatory problems, fractures, 

bruises, physical deterioration and consequent increase in falls) and even death (asphyxiation, 

acute pulmonary edema, pulmonary embolism, cardiac arrest due to chest compression) (Mohr 

et al., 2003). This explains why close monitoring of the restrained person is necessary (in the 

Pine Ward, vital parameters were registered every two hours), and why bad practices can lead 

to tragic consequences (see the case of Mastrogiovanni discussed in Paragraph 2.4.1.1). 

Adverse consequences can also occur for other coercive measures: “takedowns” to the ground 

of agitated patients can lead to a massive release of adrenal catecholamines that produce 

malignant cardiac rhythm disturbances (ibidem), while physical restraint is associated with 

asphyxia by thorax-compression, pneumomediastinum and cardiac arrest (Kersting et al., 

2019). Seclusion has been found to be related to intentional self-harm and suicide, but despite 

its widespread use adverse events resulting from it are under-researched (ibidem). Both physical 

and psychological negative consequences of coercive interventions are not counter-balanced by 

evidence suggesting that these measures are clinically effective, improve patient safety or 

provide better clinical or social outcomes (Chieze et al., 2019; Sashidharan et al., 2019). 
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Due to these ethical dilemmas as well as clinical issues raised by coercive interventions, 

their reduction or elimination have been underpinned by national and international initiatives. 

At the European level, the Working Party on Psychiatry and Human Rights directly addressed 

the issue stating in its White Paper (2000: 15) that: 

the use of short periods of physical restraint and of seclusion should be in due 

proportion to the benefits and the risks entailed. Thorough training in techniques of 

physical restraint should be provided to staff. [...] The response to violent behaviour 

by the patient should be graduated, i.e. staff should initially attempt to respond 

verbally; thereafter, only in so far as required, by means of manual restraint; and 

only in a last resort by mechanical restraint. 

 

In 2005 a European Union commission Green Paper proposed to establish an EU-strategy 

on mental health to ‘improve the quality of life of people with mental ill health or disability 

through social inclusion and the protection of their rights and dignity’ (European Commission, 

2005: 8). Difficulty of harmonisation of legislation in Europe derives from highly 

heterogeneous local practices, attitudes as well as service funding (Hatling et al., 2006). A 

survey on European countries legislation and practice of involuntary treatment concluded that 

«national legal traditions, structures, and standards of quality with regard to the provision of 

general health care, as well as national approaches or philosophies regarding mental health care, 

most strongly determine the legal framework, or the practice of involuntary placement, or 

treatment of mentally ill patients» (Salize et al., 2002). 

The effort to achieve a less coercive mental healthcare is not entirely new: the history of 

psychiatry has been characterized by many attempts to abolish coercion, none of which 

completely and convincingly succeeded in any period or country (Steinert et al., 2014). An 

international comparative literature study on seclusion seems to be on the same page as it 

concludes that «despite the platitudes of supposed successful alternatives such as ‘verbal de-

escalation’ (talking the patient down) and ‘distance rationalizing’ (talking to the patient out of 

harm’s way) which have been the traditional approaches despite their camouflage of jargon, 

when all else fails – when the patient is no longer susceptible to the paradigms of treatment, 

when they are in the throes of assault, when they are combatant – there remain only four things 

one can do: seclude them, restrain them, medicate them, or pass the problem to someone else 

(transfer them)» (Mason, 1994: 59). Except for seclusion, which is not employed in Italy, all of 

the other solutions have been observed on the field, in the form of mechanical or other kind of 

restraint, forced medication, and transfer (e.g.  from community to hospital, or from the 
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psychiatric ward to the Intensive Care Unit) or request for intervention of other agencies (e.g. 

public force, see Chapter 5 on outsourcing coercion).  

In the next paragraph I provide a historical reconstruction of the non-restraint movement and 

relative debates, which show difficulties and contradictions of eliminating coercion from 

psychiatric practice. Then, I describe contemporary alternatives to reduce restraining 

interventions adopted in different contexts, both in and outside of Italy. 

 

2.5.1. The no-restraint movement 

 

Other methods adopted, even within the last sixty years, for 

controlling the phenomena of insanity, can only be regarded 

as tacit acknowledgement of the general inefficiency of 

medicine, and the coarse determination of vain or ignorant 

men to effect by force what they could not accomplish by 

science. (Conolly, 1856) 

 

The first step towards a humanization of mental healthcare can probably be traced back to 

1793, with the removal of chains from psychiatric patients ordered by Philippe Pinel at the 

Bicêtre Hospital (Abderhalden et al., 2006). This well-known act was not of total liberation, as 

chains were substituted with two kinds of straitjackets, one for restraining movement in a loose 

manner, another for punishment by tying arms behind the body and constricting the chest (Pinel 

& Snaith, 1995). Locking up of patients in darkened rooms was practised as well, for short 

periods of time, «as a punishment for the improper demeanour of maniacs» (Pinel, 1806). 

Nevertheless, the event symbolises a change in approach to the treatment of the insane and the 

beginning of psychiatry as a medical discipline (Steinert et al., 2010). 

Moving from France to England few years later, a house surgeon at Lincoln Lunatic Asylum, 

Robert Gardiner Hill, published The Total Abolition of Personal Restraint in the Treatment of 

the Insane (1839). The document defined a mode of asylum management which abstained from 

mechanical restraint, namely the confinement of patients’ limbs by means of physical devices: 

leather straps, straitjackets, muffs and hobbles (Topp, 2018). The no-restraint system had been 
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successfully instituted at Lincoln Asylum for the previous sixteen months, and was lately 

applied by John Conolly at Hanwell Asylum, in London, marking the birth of the so called no-

restraint movement. The new model received sceptical as well as hostile reactions. Of particular 

relevance for our purpose is the debate originated around the topic of seclusion, which at first 

did not fall within the forms of restraint Hill aimed to abolish. Among his opponents, a rival 

physician at Lincoln Asylum, William Cookson, and his ally Samuel Hadwen claimed that the 

abolition of visible restraint had been followed by a hidden form of violence, worse than 

physical restraint itself. The physicians exemplify their position commenting the case of Miss 

A., a patient used to be restrained during her violent episodes and then isolated to her room after 

the introduction of the non-restraint system: 

Here is a difficult, and, under the present system, a wholly unmanageable case of 

insanity; the unhappy victim of which spends day after day, and night after night, in 

solitary confinement, in a small, ill-ventilated, ill-lighted, and oppressive apartment; 

a restraint known to be the most insupportable, and from which the most hardened 

criminals shrink with dread abhorrence, and, with its additional accompaniments in 

this instance, a species of restraint infinitely more calculated to convert the sane man 

into a lunatic, than to restore the lunatic to health. Secluded from the free light of 

heaven, from the pure air, the bracing exercise essential to health, what chance has 

this most unfortunate person of obtaining the deliverance from the calamity that 

made her an inmate of the asylum? 

 

Doubts on the therapeutic effects of seclusion are expressed in the excerpt above (Hadwen 

in Topp, 2018: 759). Hill’s successor as house surgeon at Lincoln Asylum, William Smith, 

moved toward the abolition of seclusion, and in 1841 announces the success of his experiment: 

isolation can be dispensed by increasing surveillance over attendants – who used to rely on 

seclusion instead of paying increased attention of problematic patients – and tolerating a degree 

of ‘lunatic violence’ – which can never be completely suppressed (Topp, 2018). 

Criticism of the no-restraint system also tackled the very problem of defining what counts 

as restraint and what does not. The next quotation is taken from a report on Hanwell Asylum 

published in 1844 by the Metropolitan Commissioners in Lunacy, charged by the Parliament 

with inspecting conditions in English asylums. 

Those who profess the entire disuse of restraint, employ manual force and seclusion 

as parts of their method of management, maintaining that such measures are 

consistent with a system of non-restraint. It is said by these persons that when any 

of the limbs (as the legs or the hands of a patient) are confined by the strait-jacket, 

the belt, or by straps or gloves, he is under restraint. But in cases where he is held 

by the hands of attendants, or when he is for any excitement or violence forced by 
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manual strength into a small chamber or cell, and left there, it is said that restraint is 

not employed, and the method adopted in these cases, is called ‘the non-restraint 

system’. […] Here restraint of some form or other is manifest; and even in those 

cases where the patient is forced into a cell by manual strength, and prevented from 

leaving it until his fit of excitement shall have passed, it is difficult to understand 

how this also can be reconciled with the profession of abstaining from all restraint 

whatsoever, so as to be correctly termed ‘Non-restraint’. It seems to us that these 

measures are only particular modes of restraint, the relative advantages of which 

must depend altogether on the results.16 

 

The authors of the report quoted above maintain that mechanical restraint had been just 

substituted by forced isolation and attendants’ use of force, which are still forms of restraint – 

those we have previously called environmental and physical/manual restraint – coercive and 

violent as well. They ultimately seem to suggest that no-restraint is but an ideological position 

(Topp, 2018).  

Conolly’s subsequent defence of the measure of seclusion is as much interesting as its 

criticism. In his The Treatment of the Insane without Mechanical Restraints (1856) the 

psychiatrist describes the practice downplaying its coercive aspects and framing it in a scientific 

discourse, which attributes it a therapeutic value. Negative features, he claims, are associated 

with the way seclusion is practiced rather than the practice itself. To strengthen his argument, 

Conolly develops a detailed procedure attendants should conform to in order to perform – we 

might say – ‘good’ seclusion:  

Three or four attendants, possessed of courage and a good temper, should surround 

him; and telling him that he would be much better if quiet, and in his own room, 

should endeavour, by gentle occasional efforts, to induce him to walk into it. It will 

sometimes be found, that although he protests loudly against the measure, his steps 

gradually proceed in the direction required. At the same time, steadiness and strength 

may be required to prevent him retrograding; but well-qualified attendants will not, 

on this account, resort to violence. If he strikes and kicks them, they must, of course 

effect their purpose as speedily as possible, and with steadiness, and even with force; 

but always without passion. 

 

The psychiatric specifies not only the number of attendants necessary to escort the patient, 

but how they should approach him/her and escort him/her in the room, which temper they 

should possess and how they should dominate their passions and perform what, with Arlie 

Russell Hochschild (1983), we could call ‘emotional work’. To enforce seclusion with anger, 

 
16 Report of the Metropolitan Commissioners in Lunacy to the Lord Chancellor (London: Bradbury and 

Evans, 1844), 137–46. 
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neglect or contempt would have reproduced the same evils of mechanical restraint 

(Hodgkinson, 1985). Similar attention to the way in which coercive measures are practiced, 

rather than on the practices themselves, characterises both the strategies of proceduralisation 

(concerning how restraint should technically be performed) and that of therapeuticisation 

(pertaining to the emotional work accompanying the measure) of coercion, discussed in Chapter 

5. 

Terminology is once again relevant, as we saw it is to distinguish between ‘contenzione’ and 

‘contenimento’ (see Paragraph 2.4.2). The term ‘seclusion’, which Conolly preferred over 

‘isolation’ or other nouns, points to its therapeutic and calming effect, as it comes from poetry 

and is associated with the romantic meaning of a beneficial condition apart from society (Topp, 

2018). ‘Solitary confinement’, on the contrary, was opposed by Conelly and used by no-

restraint adversaries because it recalled detention and consequently seemed to blur the 

distinction between the two institutions, asylum and prison (ibidem). 

Attention to the characteristics of the space which the patient was secluded in was also part 

of Conolly’s attempt to establish the features of ‘good’ seclusion: the light in the seclusion room 

should be lightened in order to remove the patient from sensory stimuli, but should never be 

completely dark. The specification is related to the abuses perpetrated at old Bethlem Asylum 

in London, which had just been exposed on The Lancet by reformers who visited the institution, 

and which included confinement in dark cells. Seclusion’s opponents, on the contrary, argued 

that the room could rather become a condenser of sensory stimuli, auditory (shouts in a closed 

space), olfactory (unremoved urine and faeces) and in terms of pain (self-harm through violent 

contact with the walls or the closed door). These objections led Conolly to admit that seclusion 

room did not always provide a suitable solution, and to resort to an alternative kind of space for 

particularly agitated patients: the padded room. The thick mattresses which covered both the 

floor and the walls, and the absence of furniture prevented the patient from harming him/herself 

by means of the room without restraining free movement. This novel solution received criticism 

as well: padded rooms were defined as little more than capacious versions of the straitjackets 

they were meant to replace, so that they should have been considered in the same category as 

mechanical restraint (De Young, 2015). 

The alternative in the treatment of the mentally ill represented by the no-restraint movement 

has been discussed and questioned also by Michel Foucault (2006b) in his lectures on 

psychiatric power. The French scholar quotes a letter of the Mother Superior ministering the 

asylum for women at Lille to her colleague at the asylum of Saint Yon, explaining how they 
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managed to avoid mechanical restraint: «We set to work… taking an agitated woman so as to 

put her under the supervision of a nun who knew how to impress» (2006b: 119). Physical 

restraint, Foucault argues, can easily be removed on condition that ‘an imposing nun’ is placed 

beside the agitated patient. The intervention of personnel had just substituted the use of a more 

eloquent and evident system, that of restraint by means of devices: the choice between the two 

is deemed ‘superficial’ and not ‘very serious’ (Foucault, 2006b: 104). This recalls a sort of 

inversion of the delegation from human to nonhuman agents discussed in Chapter 6 to account 

for ‘no-restraint’ aversion to restraining belts and locked doors. 

These debates expose the definitional struggles concerning coercive practices, which are 

constantly brought in or pushed out of the medical discourse by acknowledging or denying their 

therapeutic value. The definitional issue is not only relevant on a conceptual, abstract level, but 

in everyday psychiatric practice: actors engage in a definitional work intended as «the 

interpretative practices and social actions involved in providing definitions» (Ashmore et al., 

1989). Chapter 5 will extensively discuss how care and coercion are practically and discursively 

held together in the provision of acute mental healthcare of the contexts observed, while 

Chapter 6 will delve into the issue of preferability between such practices and the values that 

are enacted through their adoption or rejection. 

 

2.5.2. Contemporary attempts to reduce coercion in psychiatric settings 

Despite the increasing recognition of the rights of people with mental health problems and 

the internationally acknowledged need to reduce coercive practices in psychiatric care, research 

in this area is little (Sashidharan et al., 2019).  

At the national level, laws have been designed to reduce coercion in several countries. In 

Germany, for example, involuntary interventions were narrowed to ‘life-threatening 

emergencies’ only by Germany’s Constitutional Court and Federal Supreme Court in 2011 and 

2012; nevertheless, this led to adverse effects such as violent incidents and consequent increase 

in restraint use (Flammer & Steinert, 2015). In Switzerland in 2006 a law authorised 

psychiatrists only to require compulsory admissions, while previously every physician could 

do so; the consequent decrease of involuntary admissions «suggest[s] that limiting the right to 

require compulsory admissions to fully certified psychiatrists can reduce the rate of compulsory 

versus voluntary admissions» (Eytan et al., 2013: 73). Promising legislative changes occurred 

also in California, Vermont and in Argentina, where the National Mental Health Law of 2010 
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introduced interdisciplinary evaluations made by psychiatrists, psychologists, social workers 

and lawyers to request civil commitment (Bariffi & Smith, 2013). 

Besides top-down processes, local-level leadership has been found relevant in creating and 

maintaining change (Gooding et al., 2018). Local policies and practices aimed at reducing 

coercion have adopted both a recovery-oriented approach (focused on the person ability to 

overcome crisis and self-determination instead of passive receiving of treatment) and a trauma-

oriented approach (‘no-force’ forms of care to reduce interpersonal violence and possibility of 

re-traumatisation). Evidence is available particularly on hospital-based interventions to reduce 

seclusion and mechanical restraint. 

In 2002 the National Association of State Mental Health Program Directors (USA) 

articulated the Six Core Strategies model after a thorough literature review, meetings with 

people who experienced restraint and/or seclusion, and multiple working sessions with experts 

who have been sustaining coercion reduction in their work settings for years (Huckshorn, 2006). 

The six strategies are: i) active leadership toward organizational change; ii) using data to inform 

practice in a ‘non-punitive’ way; iii) training the workforce; iv) using restraint/seclusion 

prevention tools; v) actively including consumers, carers and advocates in the care setting; and 

vi) rigorously debriefing restraint/seclusion events after they occur (ibidem). Eight US States 

were awarded a 3-year incentive grant to implement the model. Facilities that had fully 

implemented the strategies registered more than 70% reduction in hours of seclusion use, and 

more than 50% reduction in hours of restraint use (NASMHPD, 2014). The model has then 

been taught throughout the United States and in several other countries around the world, which 

reported additional benefits such as reduced staff turnover, staff injuries and absenteeism 

(LeBel et al., 2014)17. 

 
17 The Six Core Strategies model has been implemented in Finland in 2009 and a randomised controlled 

study was conducted to verify if restraint/seclusion reduction resulted in increased violence. The team 

working on the project, led by a psychiatrist-researcher, included a senior nurse and a cultural 

anthropologist-psychotherapist. Data on coercion and violence were graphed, posted, and discussed with 

staff on a monthly basis. Individual data on violence and seclusion were used to develop individual crisis 

plans, revised after each crisis. Daily discussions on violent incidents occurred on the previous day, as 

well as restrictions and alternative methods employed, were held between the senior nurse and the 

cultural anthropologist-psychotherapist. The study registered a reduction in restraint/seclusion use 

without an increase in violence. (Putkonen et al., 2013). 
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Another intervention, called Safewards18, has been developed in the United Kingdom and 

then evaluated by Bowers and colleagues (2015) in a randomised controlled trial. Based on the 

study of staff actions which are known to create potential ‘flashpoints’, the Safewards model 

indicates ten interventions to reduce coercion: i) mutually agreed and publicised standards of 

behaviour by and for patients and staff; ii) short advisory statements (‘soft words’) on handling 

flashpoints, hung in the nursing office and changed every few days; iii) a de-escalation model 

used by the best de-escalator on the staff (elected by the ward) to expand the skills of the ward 

staff; iv) a requirement to say something good about each patient at nursing shift handover; v) 

scanning for the potential bad news a patient might receive from friends, relatives or staff, and 

intervening promptly to talk it through; vi) structured, shared, personal information between 

staff and patients (e.g. music preferences, favourite films and sports) via a ‘know each other’ 

folder kept in the patients day room; vii) a regular patient meeting to intensify inter-patient 

support; viii) a crate of distraction and sensory modulation tools to use with agitated patients 

(stress toys, mp3 players with soothing music, textured blankets); ix) reassuring explanations 

to all patients following potentially frightening incidents; and x) a display of positive messages 

about the ward from discharged patients. The model, tested over a three-month period in thirty-

one psychiatric wards around London, was positively evaluated, registering a 15% decrease in 

conflict events and 26.4% decrease in containment events (ibidem). The Safewards model has 

been successfully implemented and evaluated as well in the state of Victoria (Australia), 

achieving a reduction in the use of seclusion (Fletcher et al., 2017). 

Hospital-based interventions to reduce coercion also considered the role played by physical 

design – such as private space for patients, outdoor space, and replacement of worn-out 

furniture (Van der Schaaf et al., 2013), staff-to-patient ratio and male-female staff ratio (Janssen 

et al., 2007). 

Non-hospital, community-based interventions to reduce coercion have been explored as 

well. This is the case of community homes, which host people going through a crisis without 

resorting to hospitalisation, providing fewer beds than in a hospital wards, de-emphasis on 

medication and a different composition of the staff, usually a mixture of mental healthcare 

professionals and former service users (Gooding et al., 2018). In Italy a similar mode of 

intervention can be found in Community Mental Health Centres in Trieste and few other cities 

 
18 Safewards interventions are freely available on a dedicated website, providing instructional videos, 

document templates, planning and implementation guidance, and a web based forum 

(http://www.safewards.net/). 

http://www.safewards.net/
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(including those considered in this study), open 24 hours a day and 7 days a week, and able to 

provide day and night support to people in acute crisis avoiding psychiatric hospitalisation 

(Mezzina e Vidoni, 1995). Community-based crisis-intervention programmes can be 

considered alternatives to coercive practices to the extent that such settings may reduce the 

likelihood of coercion, even though there is little research available on coercion experienced in 

community-based services (Gooding et al., 2018). 

Evidence-based remedies have been deemed necessary also to balance the ‘rising tide of 

compulsory admissions’, which have steadily increased over the past two decades in the UK 

and other countries (Johnson, 2013). Joint care plans are promising tools in avoiding non-

consensual treatment, as well as joint crisis plans which involve both professionals and service 

users in the detailed planning of care in the event of a psychiatric crisis (Thornicroft & 

Henderson, 2016). Similarly, psychiatric advance directives – in which the patient makes 

decisions designed to bind him/herself and/or direct others to action during times of crisis – 

could mitigate the risk of coercive treatments (Swanson et al., 2008). Ethnic minority groups 

have been found more likely to be compulsorily admitted, so that addressing culturally-specific 

needs and help-seeking behaviours might be a useful strategy to reduce rates of compulsory 

admission for these communities (Lawlor et al., 2012). Lastly, dissatisfaction and negative 

encounters with services can generate fear of coercion, inhibit future help seeking, increase in 

treatment refusal and ultimately lead to a heightened risk of coercion (Swartz et al., 2003). 

The literature review on alternatives to coercion in mental health setting, commissioned to 

the Melbourne Social Equity Institute by the United Nations to inform the report of the Special 

Rapporteur on the Rights of Persons with Disabilities, suggests that besides large-scale 

quantitative investigation conducted by psychiatrists, phenomenological research could 

significantly contribute to the knowledge of complex social interventions such as practices to 

prevent, end or reduce coercion. This derives from the observation that «multiple contested 

ideas and values are at play» and that «organisational culture was identified as an important site 

for addressing the use of coercion», and nevertheless «social science disciplines that tend to 

focus on organisational culture and human behaviour, such as sociology, anthropology and 

behavioural psychology, were almost entirely absent among the studies» (Gooding et al., 2018). 

Similarly, Arthur Kleinman (2012) has called for a ‘rebalancing of academic psychiatry’, whose 

research should adopt a more humanistic biosocial framework, strengthening the ties with 

public health and social sciences. 
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2.6. Defining the object: situated care/coercive practices 

 

This thesis has as its object of inquiry mental health care and coercive practices, specifically 

mechanical restraint, which represents the most contested practice in contemporary Italian 

psychiatric context. Before moving to the methodological and then the empirical chapters, I 

wish to clarify my understanding of the notion of practice, which has been looked at from a 

variety of perspectives to the point that there is no unified practice approach (Schatzki et al., 

2001). Generally speaking, practices can be conceived as arrays of human activities. This 

definition can then be extended incorporating other elements acknowledged by the majority of 

practice theorists, such as the dependence of practices on shared understandings and their 

embodiment (ibidem). The concept of practice that I wish to adopt here is that offered by Silvia 

Gherardi (2006), who draws from the phenomenological and ethnomethodological traditions to 

define practice as a socially recognised and relatively stable in time mode of ordering 

heterogeneous items into a coherent set. If we apply the constituting elements of this definition 

to care and coercive practices, we can see that exploring them means investigating: how they 

acquire meaning in a context of situated action; how they are reproduced along time developing 

a history or tradition (e.g. the no-restraint one); how they become a mode of ordering the world, 

which both constrain and facilitate action by forbidding some alternatives and privileging 

others. 

Practices produce social bonds between practitioners, constituting a community which has 

been called ‘community of practices’ (Lave & Wenger, 1991) or ‘community of practitioners’ 

(Gherardi, 2006). Such community has been defined as «an intrinsic condition for the existence 

of knowledge, not least because it provides the interpretative support necessary for making 

sense of its heritage» (Lave & Wenger, 1991:98). Knowledge and learning are not considered 

mental, individual processes, but social and cultural phenomena: knowledge-in-practice is 

situated in the historical, cultural and socio-material contexts in which it occurs (Gherardi & 

Nicolini, 2000). To become a member of a community of practitioners requires participation to 

situated activities and acquisition of a ‘professional vision’, namely a ‘socially organized way 

of seeing and understanding’ (Goodwin, 1994:606). The novice is provided with an 

‘ethnography of seeing’ that instructs him/her on how to look at relevant entities, framing them 

through a specific coding scheme as objects of knowledge (Goodwin, 1994). 

Through clinical practice and hegemonic discourses encountered along their training, 

clinicians and other mental healthcare workers undergo an ‘apprenticeship in constraint’ 
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(Henckes, 2014) which also provides them with strategies to justify and contain the ethical 

dilemmas related to their profession. Indeed, to ethnographically study care practices means 

that «while observing care practices we ask what is sought, fostered, or hoped for, then and 

there: what is performed as good. Likewise, we are curious about what, by contrast, is avoided, 

resolved, or excluded: what is performed as bad» (Mol et al., 2010:12). Notions of ‘good care’ 

and ‘bad care’ pertain to the ethics of care, which is not a matter of universal principles, but 

rather of local solutions to specific problems (ibidem). Therefore, the purpose is not to 

investigate or evaluate normatively described ‘good practices’ according to specific criteria. 

Instead, the perspective is that of empirical ethics of care, which allows to empirically approach 

the ways in which care providers shape goodness in their daily work (Pols, 2014). Since the 

values at stake and the objects of care are usually multiple, then care practices are intrinsically 

problematic as they deal with tensions and inconsistencies, in a constant attempt to hold 

together what does not necessarily hold together (Law, 2010; Mol et al., 2010). Mental 

healthcare providers regularly experience uncertainty and ambivalence as they have to negotiate 

between their preferred self-image – that of caring and competent professionals – and the 

necessity to carry out coercive treatments implying physical force (Brodwin, 2014). In hospital 

emergency settings this ambivalence has to be resolved in a short time, and if different 

orientations between staff members emerge, the tension can possibly block the primary 

imperative to act (ibidem). Ordinary psychiatric practice indeed has to do with everyday ethics, 

with making decisions in the ongoing flow of clinical work which deal with «right and wrong, 

the obligatory and the forbidden, and the legitimacy of professional power» (Brodwin, 

2013:29). 

Perspectives about what counts as coercion and what does not are here considered part of 

broader professional visions, acquired and reproduced through everyday practice. The restraint 

and the no-restraint contexts represent as two distinct communities of practitioners, working 

within the same field of practice, that of acute mental health care. Mechanical restraint is 

defined beforehand as a ‘bad’ intervention in the no-restraint context, where alternative 

(sometimes coercive) practices are performed to deal with acutely disturbed people, mobilising 

different discourses and values to argue for their preferability over mechanical restraint (see 

Chapter 6). In the restraint context, mechanical restraint is not excluded a priori from the 

category of good care; together with other coercive interventions, they are held together 

whereby practical and discursive strategies (see Chapter 5). In both cases, given the 

complexities intrinsic to care and specifically mental health care, what is ‘good’ can be 

ambivalent or difficult to translate into practice, and various relevant goods or values can be at 
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stake at the same time: delivered care therefore depends on tinkering with different ‘goods’ 

(Mol, 2010). Within each context of care, a specific ‘mode of doing good’ results from a pattern 

of ideals, routines and knowledge oriented toward a specific form of ‘good care’ (Pols, 2003). 

The ultimate aim of this research, though, is to explore acute mental health care and coercive 

practices, investigating situated modes of responding to situations of emergency and how ideas 

about good care are enacted in daily practice. 

 

Before concluding this chapter, I wish to clarify the terms I will be using in this thesis to 

refer to mental health services and to individuals who access them. Different terms are attached 

with different meanings and conceptions of the service and the service user, so that the choice 

between them is not free from relevant implications.  

Sociological literature talks – sometimes independently – about psychiatric patients, 

consumers of psychiatric services, or survivors of psychiatric treatment (Speed, 2006). The 

‘patient’ discourse can be indicative of a passive acceptance of a diagnosis and adherence to a 

medical regimen; it can be employed negatively, indicating an objectified service user as 

repository of pathology, or positively to absolve patients from blame and sanction for their 

condition. The ‘consumer’ discourse includes both elements of acceptance and resistance, 

introducing an element of individual agency in choosing care: the purchasing power. In so 

doing, it partially moves from the passive patient role, problematizing but still accepting the 

biomedical model. The ‘survivor’ discourse draws from the anti-psychiatric movement and 

holds a political connotation, oppositional both to patienthood and consumerism; it usually 

entails resistance to medical hegemony and aetiology, proposing alternative ones and 

highlighting the active role of the individual and the rejection of the sick role (ibidem). Since 

this study focuses on acute psychiatric settings, where people are sometimes detained and 

treated against their will, the term ‘patient’ seem in general more appropriate than 

‘consumer/client’, which suggests a choice of using the service, or ‘survivor’, which carries a 

political meaning. Nevertheless, the occasional use of other terms (e.g. ‘service user’ when 

referring to people in non-acute phases of illness accessing community services) to refer to 

specific episodes observed on the field will be motivated and contextualised, making explicit 

the preference of the people involved when relevant. 

With respect to the services providing care, the choice between ‘psychiatric’ and ‘mental 

health’ care reflects two different approaches, the latter term relating to the multidisciplinary 

delivery of care and to the deinstitutionalisation process which prioritise community over 
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hospital inpatient care. For this reason, preference for one term or the other is sensitive to the 

context of use: the no-restraint setting in which I conducted fieldwork is very attentive to avoid 

terminology (and symbols, such as white coats and of course restraint devices, see also Chapter 

4) recalling past practices, preferring ‘mental health care’ over ‘psychiatry’, and ‘service’ over 

‘ward’. In the empirical chapters I will generally talk about ‘wards’ or ‘SPDC’ for issues of 

clarity in comparing the two contexts, but I will attune my terminology to participants’ practices 

– which include discursive practices and linguistic choices – making explicit reference to the 

rationale behind their preferences whenever relevant for my analysis. 
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Chapter 3 

 

The natural history of the research:  

Context, data and methods 
 

 

The very first contact I have had with mental health and illness was in 2015, when I did a 

curricular internship on a local association of mental health service users during my Master’s 

degree course. At the beginning, I saw it mostly as an occasion to put into practice what I have 

learned in the methodological classes: I was eager to conduct my first interview – I remember 

buying my recorder for the occasion, hoping that it would not be the first and only time to use 

it for research purposes – and I searched for the perfect notebook in order to prepare for the first 

day of participant observation. It proved unsuitable – it was fancy but definitely too small – 

after one hour on the field. The association meeting I was attending, on the other hand, was 

unexpectedly curious and introduced me to a fascinating but delicate world. Few months later, 

one of the association leaders – and also the first person I have ever interviewed – took his own 

life after a couple of previous serious attempts. The association parades, music events and art 

exhibitions clash in my memories with the pain and the sense of helplessness I felt the day of 

his funeral, where besides family and friends there were psychiatrists and mental healthcare 

workers who knew and cared for him. “What does this mean for them? How are they coping 

with their patients’ suicide? What can psychiatry do with so much suffering?”, I asked myself. 

I knew almost nothing about emergency psychiatric wards and mental disorders back then. On 

that same year, 2015, a man in my city died while being forced onto an ambulance and taken 

to hospital for mandatory treatment19. The tragic event was greatly debated, and during my 

fieldwork I found that even outside of Piedmont it is still remembered when asking for cautious 

police interventions.  

Coercive measures which involve the use of force – such as compulsory admission, 

involuntary treatment, and mechanical/physical/chemical restraint – represent a historically 

controversial aspect of psychiatric practice and a crucial point that touches upon the very role 

of psychiatry in our societies. These topics call into question a number of broad sociological 

 
19 His name was Andrea Soldi, he was 45 years old and he suffered from schizophrenia. He died on 

August 5th, 2015, in Turin, after the violent intervention of municipal police officers who were there to 

execute a mandatory medical treatment (“Trattamento Sanitario Obbligatorio”, TSO). The police 

officers and the psychiatrist have been convicted for his death in October 2020, with a sentence (Corte 

d’Appello) of one year and six months. 
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issues which have always been of particular interest for me: the definitional mechanisms 

underlying the notions of health and illness and their evolution over time; the boundary-making 

of normalcy and deviancy; and the practices through which power and social control are 

exerted. Then, the opportunity to participate to an interdisciplinary, starting-out research project 

on mechanical restraint and involuntary treatment represented for me an invaluable opportunity 

to look into the themes I was passionate about, to learn from experienced sociologists and to 

grow as a student and junior researcher. Also, it allowed me to access settings that would have 

been very difficult if not impossible at all to access otherwise. 

This chapter constitutes a reflexive account, necessary to clarify the theoretical assumptions, 

the researcher’s characteristics and the methods I employed, namely «[the] “path by which” [I] 

arrived at a particular representation and construction of the object in question» (Cardano, 2009: 

8). First of all, I will provide a description of the study I had the privilege to join and of the 

context in which my research took place. In the following paragraphs I will then outline the 

research design and detail the techniques I have employed to investigate the phenomenon under 

scrutiny and to analyse the data. Lastly, I will reflect on the personal implications of being on 

the field. 

 

3.1 On the research: “Psychiatric interventions. About TSO and mechanical restraint” 

 

Mental hospitals – according to Goffman – are a type of total institution «established to care 

for persons felt to be both incapable of looking after themselves and a threat to the community» 

(Goffman, 1961:5). In Italy, the so-called Basaglia Law, approved in May 1978 and then 

incorporated into the Law n. 833/1978, reformed the Italian psychiatric system, closing down 

asylums and replacing them with community-based services. This shift has been conceptual 

other than practical: the traditional model saw the mentally ill person as “a danger to him/herself 

and others”, as defined by the psychiatric law of 1904 and in line with Goffman’s notion of 

mental hospital. The new model broke the mental illness-danger association, promoting 

patients’ integration as citizens rather than their isolation. This process of deinstitutionalization 

gradually led to the creation of local Mental Health Departments (‘Dipartimenti di Salute 

Mentale’, DSM20), which offer a network of territorial services for prevention, care and 

rehabilitation. Within such system, the recourse to hospitalisation is carried out only for acute 

 
20 A comprehensive list of the acronyms used in this work can be found in Appendix A. 
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crisis, and only for a short period.  The so-called ‘Servizi Psichiatrici di Diagnosi e Cura’ 

(SPDC) are diagnostic and treatment wards, placed within the general hospitals and hosting a 

maximum of sixteen inpatients, where people are admitted both voluntarily and compulsorily. 

The research titled “Psychiatric interventions. About TSO and mechanical restraint” is a 

multidisciplinary study – it comprises clinical, sociological and juridical perspectives – focused 

on involuntary admission and treatment of people suffering from mental illness, and the practice 

of mechanical restraint adopted in emergency psychiatric wards to deal with acute crisis. The 

research won a call organized by Compagnia di San Paolo, supported also by the Health 

Directorate of Piedmont Region and several local associations21. It is a multicentre, 

retrospective and prospective study which combines a quantitative research – dedicated to the 

study of the clinical and socio-demographical profile of those who are subjected to the 

mentioned practices, and to the quantification of the phenomenon – and a qualitative research 

– a case study of six psychiatric wards designed to investigate the organizational and cultural 

aspects of the coercive practices under scrutiny. The group devoted to the qualitative part of the 

study was composed by the following members: Mario Cardano (Principal Investigator, 

sociologist); Alessandra Algostino (jurist); Raffaella Ferrero Camoletto (sociologist); Marta 

Caredda (jurist), Claudio Carezana (psychiatrist); Luigi Gariglio (sociologist); Maria Grazia 

Imperato (nurse working in a psychiatric ward); Cristina Pardini (jurist); Valeria Quaglia 

(sociologist); Vladimiro Zagrebelsky (jurist); and myself. I will now focus the different phases 

of this research I was directly involved in. 

First, a rapid ethnography of all of the twenty-five Piedmont’s psychiatric wards has been 

conducted by Luigi Gariglio after several preliminary visits carried out with the psychiatrist 

Claudio Carezana. This first stage consisted of brief periods of observation – from one to six 

days per context – during which a preliminary investigation was conducted in order to get a 

first insight into the organizational and cultural climate of the wards. The rapid ethnography 

also provided the team with the essential information for the cases selection on which to focus 

the second and more intensive stage of the research. Six psychiatric wards have then been 

selected in order to maximise their heterogeneity with respect to the object of the study: 

according to the most-different-cases design, we chose three contexts where the practice of 

mechanical restraint appeared to be normalized, and three which were trying to reduce or 

 
21 Associazione Lotta Malattie Mentali (ALMM); Associazione volontari ospedalieri Piemonte (AVO 

Piemonte); Difesa ammalati psichici (DI.A.PSI Piemonte); and Società Italiana Psichiatria Piemonte e 

Val d’Aosta (SIPIEVA). 
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abandon the use of this measure through different strategies and timing. The selected cases were 

located in different areas of Piedmont, covering almost every province of the Region. 

The core part of the qualitative research saw the sociological group conducting a multi-sited 

team ethnography in the six psychiatric wards selected. The next paragraph will provide a 

methodological framework for this innovative technique and a detailed account of the fieldwork 

collectively done.   

 

3.1.1 Doing team ethnography: benefits, pitfalls and the experience within our group 

Team ethnography consists of an ethnography conducted simultaneously by two or more 

scholars working on the same project, who regularly meet and integrate the information they 

are collecting on their field(s). The technique challenges the figure of the lone researcher which 

dominates the imaginary of social sciences research (Wasser & Bresler, 1996). Ken C. Erickson 

and Donald D. Stull describe it as a «joint venture» (1998: 15) that has cooperation as its key 

point at every step of the study: fieldwork, interpretation and writing. Scientific literature on 

this topic remains underdeveloped despite the growing body of research being conducted by 

teams (Barry et al., 1999).  

This method is characterized by a number of benefits. The first one is the opportunity to 

increase the depth and extension of the study: we did so by including in our research six cases 

whose inquiry would have been very challenging for a single ethnographer. To have multiple 

researchers at work on different fields also promotes comparative research designs, which 

characterized both the research on Piedmont and my doctoral study. Heterogeneity within the 

research group fosters multiple approaches and interpretations on the same phenomenon: this 

aspect was strengthened by the multidisciplinarity of our team. Even within the smaller, 

sociological one – comprised of persons different for age, gender, research interests, academic 

position and work experience – heterogeneity was evident and valued as a knowledge resource. 

With respect to the interpretive process, it is worth noticing that in team ethnography the 

interpretive tool is the group, and the process is collective. A useful concept developed by Judith 

D. Wasser and Liora Bresler is that of ‘interpretive zone’ (1996). The notion refers to a 

metaphorical space in which researchers work collaboratively, bringing different kinds of 

knowledge and experience. It is an area characterized by ambiguity and contradictions due to 

the meeting of multiple perspectives: in this intellectual realm, dialectic tension is honoured as 

a powerful tool to produce group-constructed knowledge. A related benefit of team ethnography 
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is the opportunity it offers to challenge traditional academic individualism, as it enables 

researchers to «talk through what they think they are beginning to understand with others of 

similar professional training but different histories […] to come to a fuller, richer 

understanding» (Erickson & Stull, 1998: 58). Lastly, research in teams can reduce loneliness 

and anxiety typical of individual ethnographies and provide collegial support to its members. 

In this respect, the opportunity we had as a team to keep in contact also by informal means (i.e. 

group conversations on WhatsApp) allowed us to seek for immediate advices and share relevant 

real-time updates from the field. To me – the less experienced researcher of the group – this 

turned out to be a valuable tool to deal with self-doubt, challenging or emotionally charged 

situations during fieldwork. 

Team ethnography is not free, of course, from pitfalls and risks, mainly related to the team 

organization and the leadership style adopted. First, teamwork can be hindered by the 

aforementioned academic individualism, which can lead to excessive competition or scarce 

involvement and sharing of thoughts and opinions (Barry et al., 1999). From this point of view, 

the degree of participation to discussions – particularly the earlier ones – was not the same for 

every team member, probably because of the different levels of familiarity with the topic of 

interest. For me, being the only student of the team and the original lack of knowledge about 

the themes discussed resulted in an initial difficulty to speak in group, which gradually got 

easier as I began fieldwork, acquired more confidence and started feeling more comfortable 

with my team-mates.  

Successfulness of team research is also affected by the style of leadership. The distinction 

between grant holder and contract researchers, who respectively perform mental work 

(objective understanding from a detached position) and manual work (fieldwork considered as 

a technical activity), translates into a hierarchy of knowledge and functions (Mauthner & 

Doucet, 2008). This division of labour not only disregards the knowledge-producing nature of 

fieldwork, but also denies the role of researchers as intellectual partners of the team leader. 

Within our research group, the principal investigator – Mario Cardano – was actively engaged 

in fieldwork as the other ethnographers, allowing him to have a direct experience of the field 

and combine textual and contextual knowledge (ibidem).  

The team ethnography conducted by our group contemplated regular meetings both with the 

whole interdisciplinary team and the sociological, smaller one, in every stage of the research. I 

took part to my first meeting in July 2018, during my first doctoral year. By that time, the 

conduction of the rapid ethnography on all of the twenty-five psychiatric wards – which began 
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in December 2017 – had just concluded. On that occasion, Luigi Gariglio presented us some 

preliminary findings, which were especially useful for me to get a first and general idea of the 

acute psychiatric wards in Piedmont, that was the object of our study. 

In the first stage of the research, we discussed the results of the rapid ethnography combined 

with the quantitative data. This body of information was essential to select the cases which 

seemed to be the best observational contexts to answer our research questions, choosing three 

contexts where the practice of mechanical restraint appeared to be normalized, and three which 

were about to reduce or abandon the use of this measure. Then, we assigned each field to one 

of the four ethnographers according to different criteria. In my case, as I will show in the next 

paragraphs, the choice has been led by considerations upon the research design of my doctoral 

project. The distribution of the cases entailed the identification of a ‘field-owner’ for each 

context, namely the ethnographer who would have spent the longest period of time on that case, 

keeping the closest relations with its participants and conducting the totality of the interviews 

for that field. The six cases have been distributed within the team as follows: Mario Cardano 

and Luigi Gariglio became “owners” of two fields each, while both Raffaella Ferrero Camoletto 

and I got one case22.  

In January 2019, before the beginning of our fieldwork in Piedmont, the sociological team 

spent one week in the Friuli Venezia Giulia area, conducting a rapid ethnography in two 

psychiatric wards. This experience was meant to get an insight of an open-door model which 

refuses mechanical restraint, in order to have a benchmark against which to look at the Piedmont 

context. It was our first time as a group on the field: we travelled together, then we divided into 

two couples – Mario Cardano and Luigi Gariglio, Raffaella Ferrero Camoletto and me – to 

alternatively observe the two contexts in two different cities. The reason for this division was 

the need to minimize the impact of our presence on the field: four researchers at work in a single 

ward would have been too much for our participants. Each couple spent two full days on each 

case – the two ethnographers being together most of the time, but occasionally splitting up for 

individual research activity as well. Every evening, a phone call between the couples allowed 

us to confront impressions and experiences, and to discuss aspects that were relevant for the 

purpose of our study. The discussion continued during the return trip and in the following days, 

when we shared fieldnotes and further reflections: it has been our first experience as team 

ethnographers in every respect. Also, this was a useful occasion for me to approach the world 

 
22 The second case for my comparative research was outside of Piedmont, in the region of Friuli Venezia 

Giulia, as the following sections will show. 
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of no-restraint wards and helped me choosing the case to compare with the Piedmontese one 

for my doctoral research. 

In March 2019 we started fieldwork in Piedmont. A minimum of thirty days of individual 

observation were dedicated to each case. Several co-presence days shall be added to the 

individual ones: every team-member has visited – for at least one day – every other context, 

alongside with the specific field-owner. Co-presence on the field was meant to provide each 

researcher with both textual and contextual data (Mauthner & Doucet, 2008). It allowed us to 

collect first-hand information about the other cases of study, to develop our own perspective 

and to confront it with those of the other members of the team, working on collaborative 

interpretations of the empirical material. Fieldnotes – whose writing was guided by general 

previously agreed-upon principles – have been shared between the members of the sociological 

team in a partial, selected form before each monthly meeting, and entirely at the end of the 

fieldwork. Fieldwork also entailed the carrying out of 75 in-depth interviews to different 

professional figures – psychiatrists, nurses, healthcare assistants (OSS) – and some mental 

health service user. The period of data collection lasted approximately one year, starting from 

March 2019 until February 2020. 

Preliminary findings and controversial issues encountered on the field have been discussed 

during the meetings with the interdisciplinary team held while the phase of data collection was 

ongoing. Before each encounter, an outline of the emergent topics chosen by the group of 

ethnographers was circulated to the members of the broader team, complemented by eloquent, 

anonymized excerpts from our fieldnotes. These sessions proved to be particularly rich and 

helpful in the development of our interpretations because of their multivocality: alternative 

understandings and innovative viewpoints allowed us to approach each emerging issue in a 

more comprehensive manner, respecting specificities and preserving complexity. In the final 

phase of the data collection stage, a dedicated dialogue around multidisciplinarity and the 

research itself between three members of the team – Mario Cardano (sociologist), Claudio 

Carezana (psychiatrist) and Maria Grazia Imperato (nurse) – revealed that collective discussion 

has been profitable for the health professionals too, as it represented an occasion to critically 

reflect on their practices and the role of their disciplines (Quaglia & Rossero, 2020). 

Reflexivity held a special place throughout all our study. In qualitative research, reflexivity 

responds to an accountability obligation: in order to defend the soundness of the results, the 

researcher needs to critically observe their own work and accurately describe the conditions 

under which their investigation was carried out (Cardano, 2020). In team ethnography, both 
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individual and group reflexivity – and the dialogue between the two – are required. For this 

purpose, special attention was paid to reflexivity from the very beginning of our study: during 

the first meeting of the sociological team, the team leader – Mario Cardano – invited us to 

explicit the orientation of each of us towards mechanical restraint, our expectations and 

perplexities about the project. He also provided us with fundamental literature references on 

team ethnography, and encouraged us all to engage in informal activities to promote team 

bonding23. Reflexivity was especially enhanced by the work of Valeria Quaglia, who conducted 

a dedicated meta-analysis of the teamwork, holding the role of the ‘ethnographer to the team’. 

She attended, recorded, transcribed and summarized in a written report every team meeting, 

providing us with a rich and detailed picture of our own research practices. She observed and 

reflected on inner-team dynamics and the way they affected the research process, increasing 

group awareness about its own functioning and possible biases (Quaglia, forthcoming). 

In line with the features of qualitative research, and specifically team ethnography, the set 

of empirical data collected along the research process was extensive and rich. Its analysis started 

during the stage of data collection, when preliminary findings were debated in regular meetings 

of the team, and it is still ongoing. Given the circular relation that connects each step of 

qualitative research (Cardano, 2011) the outcomes of analysis influenced in turn the phases of 

research design and data collection, as they helped us frame our object of study and adjust our 

practices on the field. The first results of the team ethnography have been published (Cardano 

et al., 2020; Cardano & Gariglio, 2021) or about to be as I write. 

 

Having described the research context and the multidisciplinary project within which my 

doctoral study has been shaped, the following paragraphs will focus on the design, fieldwork 

and analysis conducted for the present thesis. 

 

3.2 Research questions and design 

 

 
23 Team bonding developed through a number of activities, such as aperitifs and lunches, shared car 

rides, our trip to Friuli Venezia Giulia, and a two-days out-of-town stay. The sharing of food during 

meetings, personal inquiries and other symbolic gestures helped demonstrating commitment and 

strengthening group unity as well. 
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The treatment of mental illness has always been associated with coercion. Law 833/1978 

states the criteria for which involuntary admission (TSO) is possible: a) an emergency 

intervention is needed; b) the patient refuses treatment; c) alternative treatment outside of the 

hospital is not possible. Patients that are coercively admitted to psychiatric wards can be 

detained for a maximum of seven days, which can be extended if necessary. Among more than 

200.000 psychiatric admissions per year, 15% are involuntary (Istat, 2015). 

Besides involuntary treatment, several kinds of restrictive interventions are commonly used 

within the context of SPDCs (see Chapter 2 for an extensive discussion). Physical or manual 

restraint (sometimes referred to as ‘holding’) implies direct physical contact between mental 

healthcare providers and patients to prevent or restrict the latter’s movements. Mechanical 

restraint requires specific equipment, such as handcuffs and ties. Pharmacological or chemical 

restraint entails the use of medication to control someone’s behaviour (e.g. forced medication 

through injections, or regular sedative medication). Environmental restraint consists in the 

isolation of the patient in a specific area of the ward, away from other patients (e.g. seclusion 

room, currently not employed in the Italian context), but can also refer to the practice of keeping 

ward doors locked. The use of different kind of restraints is not limited to involuntarily admitted 

patient, but also to the voluntary ones. 

At the European level, the Working Party on Psychiatry and Human Rights (2000: 15) stated 

that: 

the use of short periods of physical restraint and of seclusion should be in due 

proportion to the benefits and the risks entailed. Thorough training in techniques of 

physical restraint should be provided to staff. [...] The response to violent behaviour 

by the patient should be graduated, i.e. staff should initially attempt to respond 

verbally; thereafter, only in so far as required, by means of manual restraint; and 

only in a last resort by mechanical restraint. 

 

Restraining interventions have also been defined by the International Quality Indicator 

Project as indicators of the poor quality of care provided to hospitalised patients. Nevertheless, 

the vast majority of Italian psychiatric wards still adopt (or has the possibility to adopt) 

restrictive interventions, specifically mechanical ones: a study conducted in 2004 by the Istituto 

Superiore di Sanità on a sample of Italian psychiatric wards showed that 60% of them use 

mechanical restraint, while more than 70% were provided with the necessary equipment 

(Dell’Acqua et al., 2007). Almost 80% of the wards keep their doors locked permanently 

(ibidem). One fifth of the acute patients are mechanically contained (Ferioli, 2013). Data on the 
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adoption of mechanical restraint are not systematically gathered at a regional or national level, 

so that the phenomenon cannot be quantified or monitored, but only estimated. 

Restraining measures are usually adopted on patients going through acute phases of illness. 

The expressions ‘psychiatric crisis’ or ‘acute phase of illness’ will be used interchangeably in 

this dissertation to indicate an acute disturbance of mood, thought or behaviour which requires 

an immediate or quick intervention (e.g. hospitalisation, medication). Crisis is sometimes 

related to a feared outcome, such as harm to self and others; it can be the consequence of a 

period of non-adherence to the prescribed treatment plan; and it can be detected after the 

occurrence of actions that endangered the person already (e.g. attempted suicide). Measures to 

deal with disruptive behaviour a person can show through her crisis can include mechanical 

restraint, which, as we have seen, is still adopted by the majority of Italian psychiatric wards. 

An alternative strategy to respond to situations of crisis is represented by a small number of 

SPDCs which chose to avoid the use of mechanical restraints and to keep the doors of their 

wards open. In 2006 the association called “Club SPDC No Restraint” has been founded: its 

underlying logic is that mechanical restraint can be replaced with psychological containment, 

working on the relation with the single patient and negotiating with him/her the permission to 

leave the ward (Toresini, 2007). This approach embraces dialectical strategies, and therefore 

directly challenges the power asymmetry that characterises the psychiatrist-patient and nurse-

patient relationships (Mauceri, 2017). Negotiation and the search for patients’ cooperation also 

represent an attempt to overcome the paternalistic attitude of the staff, which denies the right 

of self-determination of the inpatients (Di Napoli & Andreatta, 2014). The adoption of such 

approach requires a profound change in the ward’s culture and organization, and the demanding 

development of new skills and attitudes by the staff that operates in it: a genuine shift of 

paradigm (Mauceri, 2017). 

This short reconstruction shows that, forty years after the psychiatric reform in Italy, two 

radically different approaches to psychiatric crisis are currently in place: the ‘restraint’ and ‘no-

restraint’ one. Clinical differences among acute patients do not justify this heterogeneity. By 

contrast, organizational and socio-cultural features of each specific context are intertwined and 

seem to play an important role in the management of psychiatric crises (Di Lorenzo et al., 

2012). This intricate interaction between clinical, organizational and cultural aspects which 

affects the use of restraining measures has not been adequately investigated within the Italian 

context from a sociological perspective. Therefore, the purpose here is to provide an analytical 
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description of the complex networks of practices, actors, discourses and objects that are 

involved in approaching mental health emergency. 

To do so, my aim is to explore care and coercive practices which belong to the two different 

models, the restraint and no-restraint one. This means to consider representations which are 

relevant, to begin with, in the definition of mental disorder, its nature, its causes and the way it 

should be treated. As a specialty within medicine, psychiatry aims to diagnose sick individuals, 

predict the prognosis of the disease, speculate about its aetiology and prescribe a response in 

the form of treatment (Rogers & Pilgrim, 2014). The biomedical model has been the dominant 

one and, as a direct consequence of such a framework, physical/pharmaceutical treatments 

tended to predominate. This has been true for a number of historical reasons as well, such as 

the opportunity for psychiatry to re-join mainstream medicine offered by the closing of mental 

hospitals (ibidem). Moreover, physical treatments are suited to psychiatry’s dual mandate to 

control and care for the mentally ill because they can be imposed also without cooperation, 

while with talking treatments this is hardly possible (ibidem). Despite the dominant biomedical 

model, psychiatrists vary in their assumptions about mental disorders, their aetiology and the 

appropriate treatment, and other approaches have emerged. The bio-psycho-social model, for 

example, considers the biomedical model to be reductionist, because it only focuses on the 

organic elements, without taking into consideration the broader psychosocial context the 

individual is part of (Pilgrim, 2002). While a biological orientation was present in both the 

restraint and the no-restraint context, it was particularly evident in the hospital settings (the Pine 

and the Iris Ward), while community services acknowledged and had the chance to intervene 

on several areas of their users’ lives through multidisciplinary teams including medical and 

non-medical figures (e.g. social workers). Such distinction leads us to the second aspect which 

makes representations relevant, by considering how, within each context, boundaries around 

(hospital and community) mental healthcare services are drawn. Boundary-work is a 

classification activity by which groups mobilize who they are, defining and defending 

themselves against other groups, drawing on cultural repertoires, narratives and traditions that 

are available and therefore embedded in their environment (Lamont & Molnár, 2002). 

Representations concerning each service are not intended as mere mental entities, because the 

product of boundary-work is then enacted through practical activities, including discursive and 

storytelling practices (Allen, 2001). The drawing of boundaries, as we will see in Chapter 4, is 

relevant also in shaping everyday practice and relationships between mental health services and 

in forming conceptions about who should be treated within each service. 
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A conceptual tool that I considered fruitful to approach the issue of representations within 

the two contexts is the notion of ‘professional vision’ introduced by Charles Goodwin (1994). 

Professional vision «consists of socially organized ways of seeing and understanding events 

that are answerable to the distinctive interests of a particular social group» (ibidem: 606). 

Assuming that every vision is perspectival – so that a farmer and an archaeologist see something 

different in the same patch of dirt – the anthropologist argues that every phenomenon is coded 

and transformed into an object of knowledge, highlighting some features that are relevant to the 

work of a specific profession. Professional visions are reproduced and learnt through discursive 

practices deployed within specific professional activities, so that those who join a work 

community are provided with an ‘ethnography of seeing’ that instructs them on how to look at 

relevant entities, framing them through a specific coding scheme (see Chapter 5.3.2, and 

specifically Excerpt 5.46 and its discussion concerning the provision of such ethnography of 

seeing with respect to the body of a restrained person). Therefore, the same domain of scrutiny 

(i.e. psychiatric crisis, or a specific behaviour) can be understood differently not only from the 

various professional groups involved in mental health services, but also from professionals 

working in a ‘restraint’ or ‘no-restraint’ context, qualifiable as communities of practice (Lave 

& Wenger, 1991). Furthermore, it becomes crucial to understand what kind of boundary work 

(Gieryn, 1983) is in place to draw the line between restraining and non-restraining measures, 

legitimate and illegitimate coercive interventions, locally good and bad practices. Boundary 

work is «the efforts of demarcation in which people become involved, to distinguish and 

separate activities, phenomena, objects, conditions, or people from each other»; though 

boundary work «people bring some social objects inside a category or concept whereas they 

push others out of the definitional frame of this category or concept» (Åkerström, 2002: 517). 

To explore these underlying definitions may be useful to uncover tacit, uncontested 

assumptions that are part of everyday work within these contexts. 

The focus on care and coercive practices, intended as «embodied, materially mediated arrays 

of human activity centrally organized around shared practical understanding» (Cetina et al., 

2005: 11), highlights how the body and the material world are involved in the performing of 

working activities, and how understandings, knowledge and aforementioned representations are 

embedded in situated practices. Care, in particular, has been described using the metaphor of 

choreography, in order to invoke «materiality, structural constraint, performativity, discipline, 

co-dependence of setting and performers, and movement» that it implicates (Cussins, 1996: 

604). In order to account for the complexity and effort behind the practice of care, it is important 

to notice that the objects of care are always multiple (Law, 2010). Psychiatric staff does not 
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only care for the inpatients, but also for themselves, for other members of the staff, for third 

parties who may be present within the ward (e.g. relatives, volunteers, researchers), even for 

the society itself. If care is multiple – because different objects are simultaneously being cared 

for – then practices of care can be in tension, and coherence cannot be ensured. It is precisely 

the dimension of improvisation and implementation of local solutions that characterises care 

practices that allows to handle these tensions, to try to «hold together that which does not 

necessarily hold together» (ibidem: 69). From the beginning of the design of the research, this 

appeared as particularly relevant in a controversial context such as that of psychiatric practice, 

imbued with dilemmas and potentially conflicting purposes. An ethical dimension therefore 

emerges, related to the different objects being cared for, and the different ‘goods’ attempted to 

be enacted in everyday practice. Alternative ‘modes of doing good’ (Pols, 2003) are ultimately 

the object of inquiry of this contribution, whose relevance, contexts of observation, and 

appropriateness of ethnographical exploration will be detailed in the following paragraphs. 

 

3.2.1 Relevance of the research questions 

The significance of a research question requires specific argumentation in order to show that 

the endeavour we have engaged in seeking for answers is worth. A question can be relevant for 

sociology – if its answer can contribute to the methodological or theoretical development of the 

discipline – and/or for society – if it wishes to tackle social or ethical issues and lead to a 

concrete societal change (Cardano, 2020).   

The practice of coercive measures, imposed on people against their will, is a controversial 

topic which raises ethical, medical and legal issues. Mechanical restraint is particularly debated 

nowadays: several conferences recently held have been dedicated to the theme, attracting 

healthcare workers from different regions to discuss and share their experiences in reducing the 

use of this measure24. It seems reasonable to consider this growing attention as an indicator of 

 
24 To name the more recent among the mentioned conferences: “Per il superamento della contenzione 

in Psichiatria”, 10th October 2019, Asti; “Oltre la contenzione. Una sfida etica”, 24-25th October 2019, 

Milano; XIII Convegno Nazionale SPDC No Restraint, 13th December 2019, Prato. Mechanical restraint 

has also been discussed in dedicated sessions within more general conferences, such as the “Conferenza 

nazionale per la salute mentale” held in Rome in June 2019, and the one we organized in Turin on 

October 16-18th 2019 called “Il male mentale. Strategie di fronteggiamento”. Due to the Covid-19 

pandemic, online meetings on the topic have been organized in 2020 (e.g. “La contenzione meccanica: 

percorsi e strumenti per il suo superamento” in July). 
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social concern about mechanical restraint, which confers societal relevance to a research aimed 

at investigating this topic25.  

Scientific relevance, on the other hand, can be claimed if we consider the complex 

interweaving of issues related to coercive measures in psychiatry, primarily the exercise of a 

power that can lead to the detention of people against their will, followed by forced 

interventions and treatment upon their bodies. These aspects have been masterfully investigated 

by eminent scholars such as Erving Goffman and Michel Foucault, who provided us with 

conceptual tools that remain valuable in approaching the topic. Nevertheless, modern 

psychiatry operates in quite different contexts than past total institutions, and the way in which 

coercion is put into practice remains underexplored in today’s – especially national – context. 

In fact, more recent ethnographic research (Morrison, 1990; Rhodes, 1991; Quirk et al., 2006), 

as well as contributions investigating the ethical dimensions of psychiatric practice (Brodwin, 

2014) have been focused on Anglo-Saxon contexts. The present work wishes to offer a 

contribution to the existing sociological literature about coercive interventions within current 

national mental health services, nevertheless aiming at participating to the international debate 

around ethically charged healthcare practices. 

 

3.2.2 The research techniques and their epistemic suitability 

The intent of present study is, in a nutshell, to investigate how psychiatric crisis is dealt with 

in today’s acute mental healthcare services, with special attention given to coercive measures – 

such as involuntary admission and treatment, mechanical and other forms of restraint, and 

forced medication – and their performance in a context of care. This main question implicates 

a number of others, more specific queries: how are the dual mandates of care and control held 

together in everyday practice of mental healthcare workers? which kind of boundary work is in 

place in the discrimination between acceptable and unacceptable coercive practices? which kind 

of relations between the different actors and services contribute to shape the framework in 

which coercive practices take place? how is good care shaped and accomplished locally, 

through everyday work? 

 
25 The research “Psychiatric Interventions: About TSO and mechanical restraint” I took part in explicitly 

had among its objectives the elaboration of guidelines to eliminate or reduce restraint in acute psychiatric 

settings. 
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Qualitative research is the best suited to investigate issues concerning the meaning that 

participants attach to their actions and to grasp «how things work in particular contexts» 

(Mason, 2002:1). The analytical distinction between representations and practices – both of 

which are objects of this study – lead us to the identification of the more appropriate research 

techniques, respectively discursive interviews and participant observation. 

Participant observation is the characteristic method of ethnographic research, which 

combines observation and participation to explore a specific social or cultural setting. Through 

this technique the ethnographer has a first-hand experience of the studied phenomenon, in 

which s/he directly observes social action as it takes place in its natural context. Doing 

participant observation, the researcher is actively involved – though with degrees that can vary, 

depending also on the overt or covert form of observation adopted – in the social interaction 

with their participants. This engagement allows her/him to interrogate social actors about the 

meaning they attach to their actions, to be socialised to the local culture and to test the suitability 

of her/his own interpretations on the field (Cardano, 2011). Participant observation is 

appropriate to understand the participants’ definition of the situation which guides their action 

and the tacit knowledge embedded in it. In this sense, the ethnographer has the opportunity to 

access the practical understanding behind working practices, namely the world of meanings and 

representations. Her/his presence on the field and the active way in which s/he collects 

empirical data denotes an intervention in their production – the recourse to interlocution – and 

determines a degree of perturbation which is mitigated by the temporal extension of the 

fieldwork (ibidem).  

Interviews allow the researcher to ask the interviewees about their experiences, opinions and 

beliefs in a more formal setting. The traditional interview entails a face-to-face interaction, 

which – contrary to those conducted via telephone or the Internet – «enable[s] interpersonal 

contact, context sensitivity, and conversational flexibility to the fullest extent» (Denzin & 

Lincoln, 2017: 1000). Interviews can be more or less structured, moving along a continuum 

from a completely unstructured form to a standardised survey. Semi-structured interviews are 

probably the ones more commonly used in social science today, as they provide a 

conversational structure that is relatively determined in its contents, but at the same time allow 

for a certain degree of flexibility and leave space for the interviewee to produce discourses in 

her/his own words. The research interview takes different forms whether the researcher and the 

interviewee are strangers or not: the former case can be related to a higher degree of self-

disclosure encouraged by extraneousness, while the latter can count on a relationship of trust 
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built over time – it is the case of interviews conducted within a broader ethnographic research 

– which increases familiarity and can facilitate the conversation (Cardano, 2011). The specific 

form of interview employed for this study is the semi-structured interview, guided by a list of 

questions (see the Interview guide in Appendix C) intended as issues to be touched, and 

conducted with interviewees known on the field. This allowed me to directly address topics 

related to specific situations observed both by them and myself in the ward. 

Besides these two research methods, documentary analysis has to be mentioned, even though 

it held a less prominent role in my research. This technique entails the analysis of naturalistic 

documents – texts of artefacts – which exist independently of the researcher agency. Within 

this ethnography, they consist in clinical records, protocols and texts elaborated in very specific 

occasions, such as one which anonymously collected the written opinions of nurses about the 

eventual opening of the doors in the no-restraint ward before it became a standard practice (see 

Chapter 5.1.2). The materiality and architecture of the wards are naturalistic documents subject 

to analysis as well (see the description of the spaces provided in Chapter 5.1). 

 

3.2.3 The selection of the cases 

The research design that is better suited to investigate the issues relevant to our purpose is 

that of a comparative case study which juxtaposes the ‘restraint’ and the ‘no-restraint’ model. I 

have chosen to focalise my attention on two composite cases, which include both acute 

psychiatric wards and mental health centres. In this paragraph I will defend the eloquence of 

the empirical contexts I decided to study, namely their suitability for providing relevant 

information for my purposes and for generating acceptable answers to my research questions 

(Cardano, 2020). 

I would like to start this section by clarifying the meaning I attach to the term ‘case’, which 

is commonly used in many different ways. In line with the conceptualisation offered by Charles 

C. Ragin (Ragin & Becker, 1992), I consider a case as a product of a specific research operation, 

which the sociologist calls ‘casing’: the creation of objects of research made highlighting the 

theoretically relevant features of empirical units and washing them of their specificity. This 

operation starts at the beginning of the project, in the phase of research design, but continues 

and improves in the course of the study, guided by empirical evidence. In this view, cases as 

such do not exist independently of the investigation process, our orientation and the general 
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categories – rather mundane or theoretical – in terms of which we identify them (Gomm, 

Hammersley & Foster, 2000). 

The purposeful choice of the cases should answer the question: ‘what are them a case of?’. 

Not only this question is helpful in distinguishing the phenomenon under scrutiny from the 

specific studied case(s), but introduces us to the issue of generalization (Denzin & Lincoln, 

2017). Case study research (and qualitative research more generally) has been often criticised 

because of its alleged impossibility to generalize its findings. If with the term ‘generalizability’ 

we mean a nomothetic, context-free and law-like type of generalization, then it is reasonable to 

believe that case studies are not able to provide such kind of generalizable findings (ibidem). 

To dismiss this notion of generalizability does not mean to completely abandon every attempt 

to extend the scope of our study, though. Argumentation theory provides powerful tools for 

transferring information from studied to unstudied cases, such as the argument from analogy. 

In this perspective, cases do not speak for the whole, as the statistical notion of 

representativeness entails, but for a bigger set of cases with which they share relevant features: 

they are a diminished version of the synecdoche (Cardano, 2020: 77).  

I will now explain what constitutes a case for this study. In order to try to elaborate an answer 

to my research questions, I knew I had to focus on those institutions that are involved – to 

different degrees and with different functions – in the treatment of psychiatric crisis and more 

generally in the provision of mental health care. The observation of acute psychiatric wards 

(SPDC) is relevant to this purpose because – especially for the ‘restraint’ model, as we will see 

in the next chapters – they represent the appointed location to host patients going through an 

acute phase of illness. SPDCs are located in general hospitals and admit both new and already 

known patients, voluntarily or involuntarily, coming from the Emergency Room or on referral 

of the territorial psychiatrist. On the other hand, community Mental Health Centres (MHC) are 

involved in the prevention of crisis, in the management of the post-crisis phase after the 

discharge from the hospital, and in the decisions concerning involuntary admissions. In the case 

of ‘no-restraint’ model, some MHC also have to opportunity to directly manage crisis by 

hosting patients in their own facilities, outside of the hospital. This led me to support the 

inclusion of Mental Health Centres in my study, with the additional aim of understanding the 

role that these services hold in the two models under consideration.  

Having outlined the appropriate kind of settings in which to investigate the issues of interest, 

I will now provide a description of the concrete empirical contexts that hosted the research. The 
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criteria that guided their selection is that of eloquence, namely the identification of information-

rich cases that function as best examples of the studied phenomenon (Cardano, 2020). 

The first case, representing the ‘restraint’ model, comprises an acute psychiatric ward, which 

I will call the Pine Ward, and a Mental Health Centre I call the Cedar Centre. Both are located 

in a medium-sized city in Piedmont, capital of that province and centre of management for the 

local Department of Mental Health26.  

The Pine Ward shares many features of the average Italian psychiatric wards in terms of 

number of beds, hospital location and professional figures employed. It is a sixteen-bed unit – 

with two extra beds for Day Hospital – provided with seven double rooms and two single ones. 

In line with the ‘restraint’ model, its doors are permanently locked and mechanical restraint 

appears to be routinely adopted to manage specific situations (e.g. psychomotor agitation) both 

from the quantitative data (collected prior to the beginning of fieldwork) and from the 

observations on the field. 

The Cedar Centre is a mental health centre whose characteristics are very typical of the 

‘restraint’ model. Like every other centre in Piedmont, it is open from 8 to 18 on weekdays, and 

from 8 to 13 on Saturdays; on Sundays and holidays it is closed. It does not have the opportunity 

to host inpatients because it is not provided of any sleeping accommodation. The staff is much 

less numerous than that of the psychiatric ward, comprising four psychiatrists, five nurses (one 

of which is working part-time), one nurses-coordinator, and one social worker.  

The second case observation represents the ‘no-restraint’ model and consists of one acute 

psychiatric ward, the Iris Ward, and two mental health centres, the Tulip Centre and the Violet 

Centre. In this case as well, all of the three services are located in a medium-sized city – this 

time in the region of Friuli Venezia Giulia –, capital of that province and centre of management 

for the local Department of Mental Health27. 

The Iris Ward is very much similar – and therefore comparable – to the Pine Ward and to 

other Italian psychiatric wards. It is located in the city general hospital, and it can host up to 

fifteen inpatients. Besides capacity, the professional figures employed are typical too: 

psychiatrists, nurses, and healthcare assistants (OSS). The ward is characterised by both of the 

 
26 The Mental Health Department comprises a total of three psychiatric wards and seven mental health 

centres, distributed in smaller towns of the area. 

 
27 The Mental Health Department comprises one psychiatric ward and a total of four mental health 

centres, three of which are open 24 hours per day and can host from six to eight patients each.  
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aspects typical of ‘no-restraint’ contexts: it does not adopt mechanical restraint, and it is an 

open-door space (i.e. its doors are open both to exit and to enter the ward twelve hours a day).  

The Tulip Centre and the Violet Centre are open twenty-four hours per day and seven days 

a week. Each of them is provided with eight beds to host patients, and they both can admit 

involuntary patients. The professional figures employed are psychiatrists, nurses, healthcare 

assistants, social workers, psychologists and educators. The two centres are situated in the urban 

context, even though in different part of the city: respectively the northern and the southern one. 

This division has direct consequences on the vastness and the characteristics of the users, which 

are assigned to one or the other centre according to the neighbourhood they live in. To consider 

them both allowed me to cover the entire city, avoiding getting a partial perspective. 

Some similarities between the two contexts have been considered fundamental for their 

comparison. The main one is the size/capacity of the SPDCs. During the rapid ethnography 

conducted with the Piedmontese research team on two of the three regional wards in Friuli, we 

observed an important disproportion between them: one ward was provided with only six beds 

and developed within a rather small space, more similar to an apartment than a hospital ward. 

The second, related aspect was that of the proportion between inpatients and staff units at work 

during a shift. When the hosted patients were less than six – as it happened during our 

observation: there were only three persons! – the number of nurses at work exceeded that of the 

inpatients throughout the whole day, with an exception for the night shift. On the contrary, the 

ward which then became the Iris Ward was much more similar – with respect to number of beds 

and staff units per shift – to the Piedmontese wards and, I would add, to the average Italian 

ones28.  

In the following table, I provide a synthetic representation of the empirical contexts which 

were part of my case study, classified according to the kind of service (psychiatric ward or 

mental health centre) and the (restraint or no-restraint) model they wish to be eloquent examples 

of. 

 
28 This similarity represents an important argument for the suitability of my case selection if we consider 

the following possible objection: “how can you wish to say something about no-restraint practices if 

you observe the way they took place in an atypical, deviant context?”. Not only the choice of that unusual 

setting would have weakened the eloquence of my case, but the very opportunity to extend non 

restraining practices to the common contexts of crisis management would have seemed tied to a 

conspicuous investment in the employed staff and therefore very difficult to implement. The assumption 

behind my choice here is that – though appropriate levels of staffing are crucial – a one-to-one ratio 

between inpatients and mental healthcare workers is not a necessary condition for the dismissing of 

mechanical restraint, as the existence of the Iris Ward and its actual non-restrainingness shows. 
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SPDC 

(Acute psychiatric ward) 

MHC 

(Mental Health Centre) 

“Restraint” 

Dep. of Mental Health 
Pine Ward Cedar Centre 

“No-Restraint” 

Dep. of Mental Health 
Iris Ward 

Tulip Centre 

     Violet Centre 

Tab. 3.1. Empirical contexts typology. 

 

3.3 The ethnographic fieldwork 

  

3.3.1 Participant observation in psychiatric settings 

The overall period of participant observation consisted of about a hundred days on the field, 

from January 2019 to January 2020. The core of the fieldwork – more intensively spent on the 

field in my main research contexts – is located between March 2019 and November 2019 and 

includes ninety days of observation. 

A day of observation means a day on the field: this can consist in a different number of hours 

and in different – singular but more often multiple – shifts (morning, afternoon and night). In 

order to have a more complete perspective on the activities in our contexts of observation, nights 

and holidays have been part of the fieldwork too: for me, it was six nights and six holidays 

(Saturdays or Sundays, 25th April, 1st November). In these specific moments, the number of the 

staff units in the ward or Mental Health Centre is lower than the usual, while psychiatrists are 

absent and available on-call in case of need. 

The conduction of the participant observation developed along the following timetable. 

 

 Period Days of observation 
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Pine Ward March – May 2019 34 

Cedar Centre July – August 2019 12 

Violet Centre September 2019 10 

Tulip Centre October 2019 10 

Iris Ward November 2019 24 

Other29 January 2019 – January 2020 12 

  102 

Tab. 3.2. Participant observation timetable. 

 

3.3.2 Accessing the field(s) 

Access to the field followed different trajectories according to the specific context of 

observation. 

In Piedmont, the access to the Pine Ward was guaranteed by the previously accepted research 

protocol that has been designed for the research “Psychiatric interventions: About TSO and 

mechanical restraint”. This helped me saving a lot of time and, as I mentioned earlier, enabled 

me to access a context that would have been otherwise very difficult – if not impossible – to 

access on my own for my thesis only. The Cedar Centre, on the contrary, was not contemplated 

by the study, which focused exclusively on psychiatric wards. To conduct my observation there, 

we adapted the original protocol and submitted it to the ethical committee of the local health 

authority (‘Azienda Sanitaria Locale’) on June 2019. We received the approval in 

approximately one month, allowing me to start my fieldwork at the end of July 2019. 

The Friulian context, on the other hand, was completely unexplored. During the summer of 

2019 we began by contacting via email the director of the Mental Health Department, 

presenting the project in a letter signed by my supervisor, Prof. Mario Cardano, and me. We 

subsequently sent it to the head of each service I considered – the psychiatric ward and the 

Mental Health Centres – receiving the favourable opinion of all of them. In July 2019 I had a 

phone conversation with the director of the local MHD, who officially authorised the 

conduction of the study and discussed with me a preliminary calendar of my visits. She 

 
29 By “Other” I mean days of observation conducted – alone or with my team-mates – in different 

contexts, such as other psychiatric wards in Piedmont, the Friulian ones where we conducted our rapid 

ethnography in January 2019, and a mental health centre in Friuli I was invited to visit by the former 

director of the Iris Ward. 
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informed me that the director of the psychiatric ward, whom we have met in January 2019, had 

been transferred to another city and service for personal reasons, and that her position was 

currently vacant; hence she asked me to begin my study in the Mental Health Centres, leaving 

the SPDC to the second part of the fieldwork. I did not see reasons to decline her request, so 

we agreed on this plan and took an appointment with her for the 13th of September 2019. I began 

my fieldwork on that day and respected the arranged timetable, supported by her constant 

willingness and kindness.  

 

3.3.3 The interviews 

During my fieldwork I have conducted a total of 36 discursive interviews with psychiatrists 

(13), nurses’ coordinators (5), nurses (13), healthcare assistants (5). 

In the Pine Ward, the purposeful selection of the interviewees took into consideration gender, 

seniority and experience with the practice of interest, namely mechanical restraint. The 

relevance of the gender of mental healthcare workers and other socio-demographic 

characteristics of the staff is well known (Bregar, Skela-Savic & Kores Plesničar, 2018). This 

is true not only because women and men can differ in their physicality, which in turn can 

influence their attitude toward violent behaviour and its escalation, but also because different 

expectations are placed upon them within their working environment according to their gender 

(see Chapter 5.3.2 and Excerpt 5.46 on how gender and physicality are involved in the practice 

of immobilisation and the performance of mechanical restraint). On the field, we have observed 

how female and male nurses are thought to have different ‘natural’ dispositions, to count on 

different resources to approach their patients, and this leads to the establishment of the (tacit or 

explicit) rule of always including at least one man (nurse or OSS) in every shift, especially in 

the psychiatric wards. Seniority was kept into consideration because it can be associated both 

with the normalisation of coercive measures observed and practiced along one’s career, and 

with the experience of burnout which in turn can hinder the development of empathic 

therapeutic relationships (Morse et al., 2012). The third criterion – involvement in the adoption 

of mechanical restraint – allow the interviewer to focus her/his interviewee’s attention to 

specific and actual rather than virtual situations. This criterion is met by every worker of the 

Pine Ward, because of the routinely use of the measure; what I tried to do was to select those 

interviewees that practiced restraint during my period of observation, in order to ask them more 

specific and ‘situated’ questions. These three criteria – both theoretical and empirical – apply 
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to the selection of nurses and healthcare assistants, because they represent the most numerous 

professional group and it would have not been possible to interview all of them within the 

available time. Psychiatrists, on the contrary, constituted a smaller group and I have been able 

to interview all of them. They differed to a certain degree both in terms of gender (four women, 

only one man) and seniority within the ward (two of them were about to retire, two have been 

working there for fifteen years, the last one was temporarily covering some shifts over the last 

year while usually working in an eating disorders department), even though a selection was not 

made. Here I interviewed all of the five psychiatrists, eight nurses (for women and four men), 

two healthcare assistants (a woman and a man) and the female nurses’ coordinator. 

In the Cedar Centre, it was possible to take into consideration the gender dimension only to 

some extent, because at the time of the observation (July-August 2019) some of the 

professionals were on vacation. I interviewed two male psychiatrists and the male director of 

the Mental Health Department, two male nurses and the female nurses’ coordinator with a long 

experience as a psychiatric nurse. On the other hand, I was able to vary seniority as well as 

heterogeneity of previous experience. With respect to psychiatrists, one of them has worked in 

that MHC for more than fifteen years, while the other began five years ago after a longer period 

working in a psychiatric ward. It is worth noticing that, even though Mental Health Centres in 

the ‘restraint’ model do not have the chance to admit patients, psychiatrists who work there 

rotate in the covering of shifts at night and during holidays in the psychiatric ward of their 

department, therefore having a direct experience with admitted patients undergoing a crisis and 

with the practice of mechanical restraint (see also Chapter 4). Among the nurses, one of them 

has been a psychiatric nurse for a long period of time within different (hospital and community) 

contexts, while the youngest one began working in that centre two years before the interview 

and had previously worked in an emergency medicine department. Finally, the nurses’ 

coordinator – a middle-aged woman – had a past working experience both in a psychiatric ward 

and then in the Mental Health Centre she now coordinates. 

In the Iris Ward, I selected the interviewees using nearly the same criteria already employed 

within the ‘restraint’ context: gender, seniority and experience with critical situations (which in 

the Pine Ward would probably have led to the use of mechanical restraint). The shorter period 

of time I spent on this field resulted in a smaller number of interviews, with a relatively 

heterogeneous sample: two nurses (a young woman recently hired and a man with a very long 

experience in that ward from before the abandonment of mechanical restraint), two psychiatrists 

(both men, but different for age and previous working experience), two healthcare assistants (a 
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man and a woman) and the female nurses’ coordinator (probably the ward’s most determined 

defender of the ‘no-restraint’ model). 

In the Tulip and the Violet Centres my period of observation was very concentrated and 

much of the information were gathered through informal conversations had during the 

conducting of other activities (i.e. reception and provision of support by phone, surveillance of 

the MHC, car rides). Here I interviewed three psychiatrists (two women, one man), the two 

nurses’ coordinators (both female), one nurse and one healthcare assistant. 

In the following tables I provide a synthetic representation of the sample of my interviewees, 

first for those who work in the psychiatric wards, then for those employed in the Mental Health 

Centres. 

 

 Gender 

 

Seniority (in SPDC) 

 F M < 5 years 5-15 years >15 years 

Psychiatrists 4 3 3 - 4 

Nurses 5 5 3 2 5 

Healthcare assistants 2 2 2 - 2 

Nurses’ coordinators 2 - - 1 1 

 13 10 8 3 12 

 23  23 

 Tab 3.3. Interviewees – Psychiatric wards. 

 

 Gender 

 

Seniority (in CSM) 

 F M < 5 years 5-15 years >15 years 

Psychiatrists 2 4 2 2 2 

Nurses 1 2 1 - 2 

Healthcare assistants 1 - - - 1 

Nurses’ coordinators 3 - - 1 2 

 7 6 3 3 7 

 13  13 

Tab. 3.4. Interviewees – Mental Health Centres. 
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Each interview has been conducted in the psychiatric ward or MHC while the interviewee 

was on shift, with the exception of one psychiatrist and one healthcare assistant in the Iris Ward, 

who kindly devoted part of their free time to talk to me. Their interviews took place within the 

hospital, right before (for the healthcare assistant) and after (for the psychiatrist) their shift in 

the ward. 

The temporal length of each interview varied between one hour and one hour and a half. 

Each interview has been recorded with the consent of the interviewee. The list of questions 

which guided the interviews have been translated in English and can be found in Appendix C 

of this dissertation. The letter covering the issue of informed consent, which was provided to 

each participant prior to the interview, has been included in Appendix D. 

3.4 Data analysis 

 

Textual data which I analysed consisted of fieldnotes, interviews transcripts, and some 

natural documents I considered relevant to include (e.g. a book published by the MHD in the 

no-restraint context, materials such as forms and protocols collected during fieldwork).  

Recordings of the interviews have been transcribed verbatim using a specific notation 

(‘notazione Atb’, see Cardano 2011: 301 and Appendix E) which allowed me to account for 

verbal and non-verbal communicative features characterising the interview, as well as 

background elements (e.g. interruptions, temporary presence of other people) influencing the 

flow of the conversation between me and my interviewees. 

In qualitative research, the process of data analysis can be thought of as a sequence of 

categorization procedures, implying segmentation and qualification of each segment. Such 

process was informed by theory- and data-driven categories or codes. Consistently with the lean 

version of Template Analysis (King, 2012) proposed by Cardano (2020), I began with defining 

a set of categories, derived from both my research questions and the relevant literature, and 

applying them to a subset of my empirical material, in order to preliminarily assess their 

suitability and fruitfulness. Consequently, categories which seemed not to fit in have been 

discarded or better specified, while new categories suggested by the reading of the empirical 

data themselves were included in the original template. This «iterative process of applying, 

modifying and re-applying the initial template» (King, 2012: 430) confers to the analytical 
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procedure the necessary flexibility to approach qualitative data, adapting the analytical 

categories to the specificities of the empirical material, and allowing unexpected elements and 

new themes to emerge from data. It is worth noticing that, given the heterogeneity of qualitative 

data, each piece of textual material can be coded using one or more categories, and that it has a 

‘fuzzy-membership relation’ with it (Cardano, 2020: 125). After the coding process, I compared 

textual segments concerning different contexts (in the case of fieldnotes) or actors (in the case 

of interviews) coded with the same analytical categories, in order to identify differences and 

similarities. Relevant elements emerging from most eloquent cases were then compared and 

eventually confirmed by returning and re-reading of the extended material. 

The whole coding and analytical procedures were conducted with the aid of a computer-

aided-qualitative-data-analysis software (CAQDAS), NVivo, intended as a helpful tool to 

manage and keep track of considerable extension of data. 

 

3.5 Feeling the field: a reflexive note 

 

I entered a psychiatric ward for the first time in December 2018, after the presentation of the 

preliminary results of the epidemiological study on involuntary treatment and mechanical 

restraint in Piedmont which took place in a regional hospital. I did not know what to expect, 

and I was feeling a bit anxious as I waited to get through that closed door and meet the unknown. 

Also, I was worried that my behaviour could be perceived as inappropriate by the professionals 

working there and by the patients I was expecting to meet. That first visit was quick – it lasted 

about ten minutes as a nurse showed me and my colleagues around – and yet some relevant 

aspects of that space were immediately evident: the closed doors, the empty spaces, the apparent 

absence of activity in the patients’ rooms. A TV screen protected by a thick glass and an empty 

bookcase caught my attention as I had a look at the living room while walking down the 

corridor: no one was there. Then, there was silence: none of the confusion, voices and sounds 

that are typical of a hospital ward were present. “Is this always so quiet?”, I asked myself as I 

was about to leave the place. As we were approaching the door, a middle-age man came to us, 

kissing our hands and insisting to hug one of us. The nurse scolded him – I thought – like he 

was a little boy used to that kind of behaviour, then asked him to “leave the ladies alone”. I felt 

embarrassed for that act of infantilization and was unsure about the proper reaction. By the way, 

the visit was over and one minute later the ward door closed behind our backs. 
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One month later, I spent four days in two no-restraint psychiatric wards in the Friuli Venezia 

Giulia region. The Turin research team (me included) conducted a rapid ethnography there, 

preliminary to our study, in order to get a sense of the organizational features of a no-restraint 

context. Not only it was my first, prolonged time in an acute psychiatric setting, but it was also 

my first experience as an ethnographer. I tried to remember everything I had learned about 

participant observation, and yet I was immediately confronted with the difficulties and doubts 

specific to that field: was it ok to ask to participate to the clinical interviews? was it appropriate 

to talk to the inpatients, and how could I explain our presence there properly? would it be better 

to observe the professionals’ activities or to ask as many questions as I could in those few days? 

I felt weird wandering around the hall, writing notes, making probably the most banal inquiries 

to the healthcare workers I met. Two elements were determinant in helping me out: the co-

presence of other, experienced researchers – my team-mates – who provided precious advices 

and support; and the welcoming ward staff who understood how unfamiliar their world was to 

me and dedicated time to make me feel more comfortable30. 

In March 2019 I started my fieldwork in the Pine Ward. On my very first day, I remember 

feeling a bit more confident because of the short experiences in the previous months, but still I 

was not sure of what to expect. I guess I entered the field with a slightly naïve approach, for 

which on my second day of fieldwork I got a reprimand from the ward head as I was sitting in 

the hall among some inpatients without the supervision of the staff. Fear was not among the 

feelings I approached that context with, and I experienced it only in few very specific situations 

I will explore further in the next chapters. I understand, in retrospective, that the ward head’s 

behaviour was probably due to a legitimate concern for having there, for the first time, an 

unexperienced young female researcher whose safety was under her responsibility. The staff 

did not know me and did not know what to expect from my presence, just like I did not know 

them and their world. I was in the first stage of the fieldwork, when the observational roles are 

reversed and the observer becomes the observed (Cardano, 2011). Day after day, the trust they 

placed in me gradually grew and I tacitly obtained to move freely, unsupervised around the 

ward.  

A dedicated reflection upon my orientation toward mechanical restraint – which I observed 

in this ward – is needed. I approached this topic without having a clear idea about the concrete 

features of this practice. Of course, it does not convey particularly positive feelings: it recalls 

 
30 This was particularly true for the first ward we have visited. At that time, I did not know it would have 

become the site of my fieldwork for the second part of this research: the Iris Ward. 
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practices that a lay person associates with psychiatric hospitals, abuse and torture. Even today’s 

press deals with this issue only when reporting about terrible outcomes, accidents or crimes: 

the death of Francesco Mastrogiovanni is probably the most famous example of this. Most 

people do not even know that mechanical restraint is still used in most of the Italian psychiatric 

wards, and I have to say I was one of them: I was not able to quantify the spread of such practice. 

The encounter with it had a double effect. On one hand, it was certainly disturbing: this was 

particularly true for those cases I thought could have been managed differently if more human 

resources were available, for periods of restraining that I considered too prolonged, and for 

associated humiliating conditions, such as being exposed to the sight of other people, sometimes 

partially naked, unclean, unable to move. Mechanical restraint exposes the patient to an extreme 

form of vulnerability which I think is a duty of healthcare workers to minimize as much as 

possible, considering the acknowledged risks associated with it (Kersting et al., 2019) and the 

traumatizing experience it can represent for both users and the staff performing it (Bonner et 

al., 2002). On the other hand, spending time in such contexts allowed me to – at least partially 

– understand the difficulties and the needs of those who work there. Along their career they 

have certainly normalized this practice: I have been exposed to it only for three months and yet 

sometimes I have found myself considering it part of that routine. Moreover, restraint does not 

always mean humiliation or lack of relation: attention can be paid to the subjective experience 

of the restrained person, and acts of practical compassion (Brown et al., 2014) aimed at 

ameliorating the user’s condition are part of the routine too (see Chapter 5.3.3). I have seen how 

relationship can be, and usually is, maintained through tough phases, including restraint. This 

certainly articulated the opinion I could have had on the topic before this research. Nevertheless, 

my experience in the no-restraint context showed me that alternative ways to tackle crisis can 

be possible: they are certainly not free from contradictions and open issues – such as the use 

and debatable preferability of other forms of restraint, or the question of translation and re-

localization of practices to other (culturally and organizationally different) contexts – but they 

are there. It is necessary, I think, to publicly and critically approach this issue – without 

demonizing it nor downplaying its ethical relevance – in order to improve the kind of mental 

healthcare that our society is able to offer today. 

Moving from the ‘restraint’ to the ‘no-restraint’ case, in the Iris Ward I was not given any 

particular limit, maybe because I had already spent a couple days there some months earlier 

during the rapid ethnography with my team. I have had the opportunity to participate in clinical 

interviews from the very first day (exceptions were made for particularly sensitive situations, 

of course, in both of the wards), and I was never told to avoid talking to patients: instead, I was 
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given the opportunity to ask them questions during medical encounters, and I was encouraged 

to talk individually to those whose experience was considered “sociologically interesting” by 

the staff. The eventual presence of inpatients I had to pay special attention to – i.e. because they 

have had unpredictable or aggressive behaviour – was signalled to me every time as I arrived 

in the ward in the morning. These warnings were similar to the updates that were routinely 

given to the colleagues of the incoming shift, and even if they implied a protective purpose, I 

did not perceive them as an attempt to scare me or dissuade me from conducting my observation 

the way I saw fit. In the Iris Ward my interaction with the psychiatrists was more intense, 

because contrary to the Pine Ward they stay for most if not all of their shift inside of the ward, 

they spend a lot of time working with nurses and they share with them convivial moments such 

as coffee breaks, which I regularly took part in. 

The mental health centres are very different contexts than the psychiatric wards, first of all 

because they are not located within hospitals. The Cedar Centre is placed in a one-floor building 

along with other services: the eating disorders department, the administrative offices of the 

Mental Health Department, and the so-called ‘Centro Diurno’, a day centre dedicated to patients 

who can have lunch there, join some activities (such as short trips, afternoons at the local 

swimming pool, or artistic workshops) or simply spend their days there watching television, 

reading and enjoying each other company. Most of the time I spent at the Cedar Centre was 

quite relaxed because we have not been confronted with crisis and routines are much less 

frenetic than in the psychiatric ward. This made room for more private and calm conversations 

with patients and professionals, and supported a peculiar development of relationships with the 

latter. Downtime between appointments, shared lunches and car rides toward patients’ houses, 

therapeutic communities or the ward were valuable opportunities for informal exchanges, both 

around the topic of my study and more personal issues. It was not unusual to extend 

conversations way beyond the closing time of the centre, assisted by long summer days. It is no 

coincidence, I guess, that with some people I met at that time I am still in contact, for personal 

purposes and projects collateral to this research.  

The Violet Centre was my first context of observation for the ‘no-restraint’ model. Their 

style of working appeared unfamiliar to me the moment I stepped in: the place was much more 

crowded than the Cedar Centre, not only because the day centre and the mental health centre 

are physically undistinguishable and so a lot of patients inhabits that space for different 

purposes, but also because the opportunity they have to admit up to eight inpatients determines 

many more professionals at work in every shift. Despite the initial disorientation, I was kindly 
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welcomed by the group of psychiatrists I was first introduced to from the head of the 

department, and by the nurses I met shortly after. Most of them expressed their interest for the 

study and willingness to answer the countless questions I had those first days. As for the Iris 

Ward, my participation to their activities was never precluded; even in potentially dangerous 

situations – such as a car trip around the city with a psychotic and unpredictable patient – they 

maintained an open disposition, warned me about the risks and let the decision to join them up 

to me31. Several occasions of informal conversation occurred, especially during lunches in the 

centre’s kitchen, car trips for home visits, and the night shift I joined.  

The Tulip Centre was the last mental health centre I visited along my research. The general 

welcoming I received there felt a bit less friendly and warm than the other contexts, both in the 

“restraint” and the “no-restrain” model. This can be explained by many factors: the leading 

figures that usually introduce guests to the other workers were absent (the role of the head of 

the centre was vacant, while the nurses’ coordinator returned from holidays on my penultimate 

day of fieldwork); I was not the only “stranger” whom they had to dedicate time and attention 

to (a resident psychiatrist and a family doctor under training were there as well)32; nurses and 

healthcare assistants are very numerous (thirty-five!) and I did not have the opportunity to meet 

most of them for more than two or three times, hindering the development of relationships; the 

physical structure of the building, which is spread over four floors, does not promote interaction 

because workers are usually dispersed, and isolated me as well from the people and activities I 

was not participating in. My participation to their activities was never precluded (except in 

cases where another one of the “strangers” was already participating and the presence of too 

many people was not appropriate, such as in medical encounters). I am not saying I perceived 

open hostility, but rather coldness and indifference sometimes. Of course, this is not true for 

every worker I encountered. Two young psychiatrists, an educator and a couple of nurses have 

been especially kind and helpful: to them I am particularly thankful, and we have been glad to 

meet again later as I was conducting my observation in the Iris Ward and they came to visit 

their patients there. To conclude, no particularly critical situation was in place during the period 

 
31 The not-so-frequently deep and prolonged crisis this boy was undergoing put the Violet Centre’s 

professionals under much pressure. On one hand, this allowed the raising of many crucial issues I had 

the opportunity to discuss with them as they unfolded in front of my eyes. On the other hand, the time 

they dedicated to me and my questions despite the challenging situation counts double. For this, I feel 

deeply grateful to them. 
32  I also had the impression that for some nurses the constant presence of strangers was disturbing. In 

particular, I remember hearing the following exclamation as I was introduced to a nurse I met for the 

first time: “oh, so we also have sociologists now?”. I understand the problem here was not about me 

personally, but nevertheless I did not perceive it as a pleasant welcoming. 
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of my observation, so besides informal conversations with some professional and some home 

visit, I spent much time reading clinical records of patients who had been involuntarily admitted 

and who were indicated to me by their psychiatrists as having potentially interesting histories 

for the purposes of my study. 

The last point I would like to touch in this reflexive account is about my relationship with 

patients, to whom I owe so much. Some of their experiences and stories touched me so deeply 

I am not sure how to report about it properly. To begin with, I would say that being confronted 

with their sameness was far more striking than meeting their otherness: emotions we are all 

familiar with sometimes felt just overwhelming, amplified, somehow unfiltered in their 

behaviours. In some of their stories I saw myself, or someone I know, or someone I could have 

become in past moments of my life. I met most of the patients at a time of great vulnerability 

for them, that of crisis, and I consider myself privileged for having had the chance to listen to 

them. Of course, empathy was not always a friend of mine along the fieldwork: it happened to 

me to come home at the end of the day real broken, or sad, or bitter. The hardest moment was 

the unforeseeable attempted suicide, which had very serious consequences but death, of a 

twenty-year-old boy I met two weeks earlier, with whom I had discussed social constructionism 

as he had just graduated at a social sciences high school with a thesis on Berger and Luckmann. 

The news shocked me, I could not believe it, and I immediately found myself wondering the 

more stupid and useless question: “Could I have noticed? Is there something that I could have 

done?”. I learned there – through the help and the preparedness of some professionals – about 

the importance to balance engagement and detachment to survive in such an emotionally 

challenging setting. On the field, I felt angry after having offered my help to a woman who 

answered by insulting me; I felt fear when confronted with the violent behaviour of a man; I 

felt panic when the guy sitting next to me during a medical encounter suddenly stood up and 

went to the window trying to open it to jump out of it, and I instinctively followed him to stop 

him. I believe that sharing such tense moments with participants really helped building a sense 

of strong – though temporary – closeness, of trust, and maybe a partial understanding – through 

ways that are different from the cognitive ones – of what it means to work in such unique 

context. I remember some of them saying to me, while recalling some complex situation that 

was difficult to explain to someone external: “You saw it, you were there, you know what it 

feels like”. I was there, yes. I guess this is the most banal thing to say about an ethnographic 

research, and yet this was one of the more intense experiences I will remember for the rest of 

my life.  
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Chapter 4 

 

Crisis and its places 

Boundary-making in and around mental healthcare services 
 

 

The concept of boundary has become a classic thinking tool for social scientists, because of 

its ability to capture the fundamental social process of relationality between many social 

phenomena, encompassing topics such as social and collective identity, professions and work, 

communities and spatial boundaries (Lamont & Molnár, 2002). Boundary-work is a 

classification activity by which groups mobilize who they are, defining and defending 

themselves against other groups, drawing on cultural repertoires, narratives and traditions that 

are available and therefore embedded in their environment (ibidem). This is not only a mental 

accomplishment, but it is enacted through practical activities, including discursive and 

storytelling practices (Allen, 2001). 

The present chapter explores the process of boundary making which constitutes and 

continuously redraws the map of today mental healthcare services. Beginning with the 

definition of the ‘hospital-community care’ dichotomy, which has a long tradition in post-

deinstitutionalization mental healthcare, I will then consider the symbolic boundaries drawn 

around the psychiatric ward as a permeable institution (Quirk et al., 2006), how its demarcation 

from the rest of the hospital is performed, and which are the properties and mechanisms 

concerning its permeability. Lastly, strategies employed to perform circulation work between 

the different services and to defend the shape (Strauss et al., 1981) of each of them will be 

discussed33. 

 

4.1 The birth of the SPDC and the CSM: a historical look at Italian 

deinstitutionalisation  

The process of deinstitutionalization in Italy, which entailed the dismantling of long-stay 

psychiatric hospitals in favour of community mental health services, began in the early 1960s, 

 
33 References to the different (hospital and community) services considered will adopt their full 

denomination or their acronyms, which are listed in Appendix A. The same applies to treatments (e.g. 

TSO, ASO) and to professional figures involved (e.g. OSS). Excerpts from fieldnotes or interviews are 

cited, reporting the name of the service in the case of fieldnotes, and the pseudonym, professional role 

and service of the speaker in the case of interviews. Notation employed is specified in Appendix E. 
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with the birth of a radical movement inspired by the psychiatrist Franco Basaglia and some 

other critical psychiatrists. At that time, asylums’ mission was defined in juridical rather than 

medical terms: dangerous behaviour was a criterion for commitment, and the institution had 

mainly a custodial function aimed at incapacitating a social peril (Donnelly, 1992). In his 

seminal work, Asylums (1961), Erving Goffman described the social world of the American 

hospital inmates within the total institution: stripped of their previous roles, their lives were 

scheduled according to organizational needs, their identities mortified through physical as well 

as social abuse, and their existence confined within a close system with very limited access to 

the outer world34. Similar conditions were detectable in European35 as well as Italian psychiatric 

hospitals (Babini, 2009). On the same year of Asylums’ publication – 1961 – Basaglia became 

director of the asylum of Gorizia, which represented the perfect example of the place of 

isolation described by Goffman: located at the edge of the country, at the border between Italy 

and Yugoslavia, its architecture consisted of gates, high walls and locked doors, behind which 

six hundred patients were contained, many of whom against their will, tied to their beds or even 

kept in cages (Foot, 2015). In this setting, “therapy” consisted mainly of insulin shock treatment 

and electroshock, and mental disorders were thought to be chronic conditions requiring long-

term care and segregation. In such context, Basaglia and the équipe working with him began 

with making concrete changes, such as the abolition of physical restraints, the use of personal 

clothes for inmates instead of the standard ones provided by the hospital, and the introduction 

of cupboards so that they could keep their personal belongings (Donnelly, 1992). By returning 

their ‘identity equipment’ to the patients, these changes aimed at restoring the self, mortified as 

they entered the institution (Goffman, 1961). In fact, the works of both Erving Goffman and 

Michel Foucault, whose Madness and civilization appeared in 1961 too, inspired Basaglia and 

provided him with a new lexicon employed to criticise the entire asylum system (Foot, 2014). 

The radical reforms implemented in Gorizia transformed the mental hospital in a symbol, 

attracting activists as well as political and student movements of the 1960s. The work carried 

out in those years stimulated rich discussions and theoretical reflections which, together with 

vivid accounts of the changes brought to the asylum, were published in two iconic collective 

books: Che cos’è la psichiatria? (Basaglia, 1967) and L’istituzione negata (Basaglia, 1978). 

Such ‘institution negated’ through radically different practices, and the consequent exposure of 

 
34 The world of American psychiatric institutions has been portrayed and denounced in the film The 

Snake Pit by Anatole Litvak (1948). 
35 The situation within psychiatric hospitals was denounced publicly on the French journal Esprit, whose 

dedicated number titled Misère de la psychiatrie (1952) fostered debate throughout Europe (Babini, 

2009). 
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contradictions concerning the treatment of madness and society as a whole, was the point of 

departure of a greater revolution: in 1971 Basaglia was offered to become director of the asylum 

in Trieste, which he and his group managed to downsize and eventually close down along the 

decade (Foot, 2014). This became a great experimental space, whose revolutionary significance 

went beyond the hospital’s walls and into the city: through artistic and cultural initiatives, as 

well as communication and media strategies addressing public opinion, the “mad” was taken 

out among the “normal”, in order to engage the external world which Basaglia considered 

fundamental to overcome the exclusionary nature of psychiatric institutions (Foot, 2015). Along 

the 1960s and 1970s the movement for the reform of mental healthcare spread elsewhere across 

the country, inspiring context-specific solutions in Perugia, Arezzo, Parma and other cities. In 

1978 the promulgation of Laws 180 and 833 declared ended the Italian asylum system, and 

excluded any reference to dangerousness from the criteria for ordering the treatment of the 

insane, formally purging psychiatry’s traditional responsibility of social control (Donnelly, 

1992). Beyond its conceptual relevance though, the Law was not easily implemented, because 

of heterogeneous situations in terms of resources, staffing, political traditions and culture across 

Italy (ibidem). Asylums had to be substituted by small (with a maximum of fifteen beds) 

inpatient wards located within general hospitals – conceived for the temporary treatment of 

acute phases of disorder – and community mental health centres dedicated to outpatient and 

territorial treatment. Nevertheless, continuity of care was not always achieved along this long 

transition, and the implementation of the reform was geographically uneven, being much 

influenced by the budget each Region allocated to its developing mental health services 

(Trivelli, 2016). Regional disparities are still visible in terms of quality of care provision, 

availability of services and practices employed, which are the product of bottom-up processes 

and local initiatives, poorly coordinated by the central government (Jones, 2000). With respect 

to the management of psychiatric crisis, today the most relevant differences pertain to the 

techniques adopted – which may or may not entail mechanical means of containment – and the 

location of acute treatment – the psychiatric ward or, additionally, the mental health centre 

itself. Few Italian mental health departments have mental health centres open 24-hours a day, 

provided with beds and able to offer a stay alternative to the one at the hospital. Departments 

which do usually embrace the no-restraint philosophy – inspired by John Conolly (1867) and 

Franco Basaglia himself – entailing the abolition of mechanical means of restraint and the open-
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door policy. No-restraint psychiatric wards were 21 in 2015 (Rossi & Toresini, 2015) and 

currently represent 5% of Italian psychiatric wards36. 

 

4.2 ‘Ospedale’ versus ‘territorio’ 

 

The last two decades of the 20th century, after the international deinstitutionalization process, 

saw the development of a debate on the relative weight to be accorded to modern hospital care 

(as opposed to traditional, long-term care provided in former psychiatric institutions) and 

community care in the new mental healthcare system. Except for extreme positions supporting 

the exclusive provision of care in community services, systems have historically evolved 

toward a model of balanced care (Thornicroft & Tansella, 2002), provided as close to the local 

population as possible in community settings, with the opportunity to quickly resort to short-

term hospitalization when necessary.  

This model of balanced care has been implemented in Italy as well: legislation (Law 

180/1978, article 6) establishes that mental healthcare has normally to be provided by 

community services outside of the hospital, while conditions requiring hospitalization are to be 

treated in specific wards called ‘Servizi Psichiatrici di Diagnosi e Cura’, which are located in 

general hospitals but are also part of the territorial Mental Health Departments in order to 

guarantee the continuity of care37.  

Community care is usually performed by multidisciplinary équipes composed of 

psychiatrists, nurses, social workers, rehabilitation specialists and psychologists, and organized 

in territorial, residential and semi-residential activities. Territorial activities are coordinated by 

Mental Health Centres (‘Centri di Salute Mentale’, CSM) in terms of clinical, preventive and 

rehabilitative interventions. Visits, drugs administration, clinical interviews and other activities 

are, at the national level, performed in the MHC (78,1%), at patients’ home (7,9%), or 

elsewhere in the community (prison, general hospital, other facilities) (Ministry of Health, 

2018). With respect to residential activities, cases requiring long-stay care can be referred by 

Mental Health Centres to public or private residential facilities, which provide therapeutic and 

 
36 This information is reported on the online spaces of the association called “Club SPDC no restraint”, 

such as the following: https://180gradi.org/salute-mentale/180gradi/spdc-no-restraint . 
37 The original Law 180/1978, including the article 6 instituting psychiatric wards, can be read in its 

entirety at: http://www.salute.gov.it/imgs/C_17_normativa_888_allegato.pdf (Italian). 

https://180gradi.org/salute-mentale/180gradi/spdc-no-restraint
http://www.salute.gov.it/imgs/C_17_normativa_888_allegato.pdf
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rehabilitative programs at different levels of specialized staff intensity (24-hour staffed, day-

staffed or low-staffed residential care). Semi-residential services, such as the so-called ‘Centri 

Diurni’, provide day-time rehabilitative and re-socializing activities carried out by specialized 

staff, offering the opportunity for people to have lunch, receive medication or just ‘hang out’. 

Hospital care is provided in psychiatric wards with a maximum of 15 beds established by 

law. Such units admit both patients whose hospitalization has been arranged with the Mental 

Health Centre, and people accessing the Emergency Room who may or may not be already in 

contact with the community services. Admissions can be on a voluntary or involuntary basis, 

according to the legislation disciplining compulsory treatment (‘Trattamento Sanitario 

Obbligatorio’, TSO).   

Using data from the report on mental health published by Italian Ministry of Health in 2018 

and the elaboration provided by the Italian Association of Psychiatric Epistemology (SIEP, 

2019)38, Table 4.1 synthetizes regional data concerning Piedmont and Friuli Venezia Giulia, in 

terms of community and hospital availability of facilities and number of beds, as well as average 

length of stay and percentage of patients re-admitted to hospital in 30 days after discharge 

(‘revolving doors’). Beside each value, the percentage indicates the (positive or negative) 

deviation from the average national value. 

 

  Piedmont Friuli Venezia Giulia 

N. facilities  

(per 100.000 

inhabitants) 

Territorial 2 (-24,0%) 1,7 (-34,5%) 

Residential 7,6 (+99,9%) 3,2 (-16,3%) 

Semi-

residential 
1,2 (-29,9%) 3,6 (+116,7%) 

N. beds  

(per 100.000 

inhabitants) 

Hospital 8,9 (-12,2%) 3,5 (-65,7%) 

Residential 100,3 (+93,2%) 39,6 (-23,8%) 

Semi-

residential 
45,2 (+53,6%) 59,7 (+102,8%) 

N. days hospitalization (average) 12,5 (-3,7%) 9,4 (-27,6%) 

 
38 The report can be found online: https://siep.it/wp-content/uploads/2019/11/QEP_volume-5_def.pdf 

(Italian). 

https://siep.it/wp-content/uploads/2019/11/QEP_volume-5_def.pdf
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Re-hospitalization in 30 days 

(‘revolving doors’) 
15,5% (+11,9%) 9,7% (-29,8%) 

Table 4.1. Community and hospital care in Piedmont and Friuli Venezia Giulia in 2017, 

overview (SIEP, 2019; Ministry of Health, 2018). 

 

Data show how community care is articulated differently in the regional contexts considered 

in this study. Piedmont is predominantly oriented toward residential care: its number of 

residential beds and facilities is significantly higher than territorial and semi-residential ones, 

and almost double than the national value. In the same report we can read that Piedmont in 2017 

reached 558790 days of stay in residential facilities (1501,8 in 10.000 inhabitants), against 6844 

days (66 in 10.000 inhabitants) registered in Friuli Venezia Giulia (Ministry of Health, 2018). 

Friuli Venezia Giulia, on the other hand, prioritizes semi-residential care, which is provided in 

mental health centres, ‘Centri Diurni’ and territorial day-hospital: both its semi-residential 

number of beds and facilities are more than twice the national value. With respect to hospital 

care, both of the regions present a lower number of days of hospitalization than the national 

one, even if Friuli Venezia Giulia is 23,9 percentage points below Piedmont: the latter seems 

here to rely on hospital care more than the former. The issue of ‘revolving doors’, namely those 

patients who need re-hospitalization within 30 days from discharge, seems to be more relevant 

in Piedmont, whose value (15,5%) is 11,9% higher than the national one. In a nutshell, we can 

observe that hospital care seems to have a more prominent role in Piedmont than in Friuli 

Venezia Giulia, and that community care is articulated differently in the two regions, the former 

being more oriented toward residential care, while the latter consistently invests on semi-

residential care. 

Given these regional differences, my experience on the field suggests that the dichotomy 

between hospital care (‘ospedale’) and community care (‘territorio’) is relevant in both the 

studied contexts, to the point that they can be (and frequently are) thought of as two separate 

social worlds. The distance between the two is perceived to be so vast by those who inhabit 

them, that a psychiatrist working at the Cedar Centre but previously employed in a hospital 

psychiatric ward – whom I will call Giorgio – eloquently told me that «they [the occupation at 

the hospital and that in the community] are almost two different jobs». This is because, he 

explains, the perspective one can get from working in one of the two settings is extremely 

partial, due to the different activities they perform and the fact that the hospital context focuses 

on the acute phase of illness only. Partiality then seems to go hand in hand with enduring 
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prejudices on the alleged counter-part: this is the case of frequent admissions and the ‘revolving 

doors’ phenomenon, usually seen by professionals who work in psychiatric wards as the product 

of poor community care, which fails to prevent crisis and to care for the patient outside of the 

hospital.  

Excerpt 4.1. Giorgio (psychiatrist, Cedar Centre): I began working in a SPDC [in 

another city] and I always thought I would have worked in that context, so I applied 

for a job in the SPDC here. […] Then I was called for a position at the Mental Health 

Centre, so I said: “ok, I’ll try also the other side”. While working in the SPDC I was 

one of those who always thought about the revolving doors, the patients who get in 

and out of the ward, as a failure of the community services… Than the Dantesque 

retaliation [‘contrappasso’] hit me [he laughs], and I ended up working here [at the 

Cedar Centre]. 

Interviewer: What about now, are you happy with this position or…? 

Giorgio: I don’t know, today I believe that… To polarize professional experiences 

like that, on one side or the other, maybe, it has some limits, they are almost two 

different jobs, you know. I think there are circumstances when, I mean, it would be 

better if everyone did both of the things. 

 

The language adopted by Giorgio reiterates the separateness of hospital and community 

services, described as two opposite ‘sides’. They can be conceptualised as two separate, though 

cooperating, communities of practice (Lave & Wenger, 1991). The negative consequences of 

the one-sided viewpoint one gets from being a member either the ward or the Mental Health 

Centre have been acknowledged as well by many participants who have been working in mental 

health services for more than thirty years, having experienced the organizational unity 

preceding the creation of two administratively independent health authorities (‘Azienda 

Sanitaria Ospedaliera’ and ‘Azienda Sanitaria Locale’) in the 1990s39. Michela, chief 

psychiatrist in the Pine Ward, experienced a professional trajectory which is opposite to that of 

Giorgio, having worked for ten years in the community services and then chosen the psychiatric 

ward to see the ‘acute side’ and get a more complete picture of the mental healthcare system.  

Excerpt 4.2. Michela (chief psychiatrist, Pine Ward): I like the SPDC, I like that I 

have previously worked in the community and that I haven’t lost that part as I still 

do some outpatient [private] activity. Sometimes community work alone seems to 

me a partial view of the situation, because when the patient is unwell you send him 

[to the SPDC] and see him later. My colleagues [at the Mental Health Centre] see 

their patients because they have night shifts here, but somehow there is no taking 

 
39 Before that time there was a single professional équipe rotating on the different services, both hospital 

and community ones. Today, healthcare workers of the same mental health department either work in 

the hospital or in community services, and few of them have moved from one side to the other along 

their career. 
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charge, no decision on therapies, so yes, I liked, I would do it [the transition from 

community to hospital care] again.  

 

Both Giorgio and Michela acknowledge the partiality of a unilateral perspective and define 

their transition – respectively from hospital to community care and vice versa – as an 

opportunity to try or see the ‘other side’, thus reinforcing the ‘ospedale-territorio’ dichotomy. 

The fact that they have been members of both the communities, though in distinct moments of 

their professional career, provides them with an insight of the features and logics of the two 

settings, which is not something that the majority of the healthcare workers I met have 

experienced. 

The boundary between the two entities at the Cedar Center and the Pine Ward – representing 

the ‘restraint’ case study – is discursively drawn as an institutional boundary (Kerosuo, 2003), 

deriving from the reorganization of mental healthcare in 1978 and focusing on the different 

tasks pursued by the hospital and the community services, the first one being centred around 

the acute phases of illness. This means that, in this case, the boundaries of the communities of 

practice are maintained consistently with the institutional boundaries established by the law, 

which attributes to the ward the domain of acute mental healthcare, and to the Mental Health 

Centre that of non-acute one40. The preservation of this boundary is not questioned by the 

interviewees quoted above and their colleagues, who generally accept the division of labour 

between the services which followed the de-institutionalization. The permeability of this 

boundary in terms of professional trajectories, on the other hand, is debated: équipes working 

in one context or the other are distinct, and careers can entirely develop within a single service 

for both psychiatrists and nurses, potentially resulting in those partial, one-sided views reported 

by Giorgio and Michela41. A colleague of theirs, Carmela, expresses clearly the sense of 

isolation she feels within the ward, explaining why mental health personnel should work both 

 
40 As we will see further in this chapter, in practice ‘acuteness’ is not so easily determined and allocated, 

but can be (also strategically) debated, hosted in locations different than the ward, while, on the contrary, 

non-acute patients can be admitted to the SPDC, or the stay at the hospital can be prolonged to the post-

acuteness phase if transfer to the community is not promptly feasible. 
41 Besides the different activities performed by hospital and community services, the working activity 

differs also in terms of shifts: SPDC nursing staff is employed on both day and night shifts (except for 

individual motivated exceptions) on weekdays and holidays, while MHC nursing staff never works at 

the night, holiday and whenever the centre is closed (Saturday afternoons and Sundays). This is partially 

true for psychiatrists as well, even if community doctors are on-call in the SPDC at night, weekends, 

and holidays just like their ward’s colleagues. 
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in hospital and the community, albeit without questioning the separation of the SPDC, its 

location in hospital and its function in treating acute phases of illness.  

Excerpt 4.3. Carmela (psychiatrist, Pine Ward): To be always confined in the 

hospital sometimes is claustrophobic to me, I mean you always think, because you 

only see the ‘inside’ and never see the ‘outside’, that the mentally ill, poor thing, 

will never heal, they will never get better, because you only see them when they are 

unwell, you don’t see the other side of mental illness that is made of people who 

work, who have a family, who have fun outside and who – sometimes it happens – 

have to come ‘inside’. […] The fact that we are separated between ASO and ASL is 

a wrong concept for psychiatry, because psychiatry is continuity, continuity with the 

carer, it’s trust, empathy between the patient and the carer, I see you outside and I 

see you also inside. […] The SPDC should represent the place of care for acute 

patients, when I’m not able to manage you outside I lock you in, the terminology is 

bad but corresponds to reality, I lock you in so that you can recover and then I can 

let you out again, right? The personnel should do the same, working outside and 

inside. A single équipe rotating [on the two services]. 

 

The separation between the two communities, as Michela observes, is mitigated by occasions 

of interpenetration, such as the night and non-working days shifts that community psychiatrists 

do in the psychiatric ward. Besides ordinary interactions between hospital and the community 

(e.g. phone calls or meetings concerning specific patients), this organization of shifts – 

introduced to respond to an organizational need in terms of resources – allows MHC 

psychiatrists to have a first-hand experience of the job on the ward, including consultation for 

people coming to the Emergency Room and the decisions concerning their admission: this 

aspect, as we will see in paragraph 4.5.1, is of paramount importance to the management of the 

ward, and also a typical issue around which conflicts between psychiatrists and nurses tend to 

emerge. These shifts constitute a practical form of connection and represent an area of overlap 

between the two (hospital and territorial) communities (Wenger, 1999). 

The separateness between psychiatric ward and Mental Health Centre is thematised in the 

‘no-restraint’ context as well. As I began my fieldwork at the Violet Centre, asking questions 

about the difference between admitting patients to the SPDC or to the Mental Health Centre, I 

was immediately corrected about the use of terminology: admission (‘ricovero’) was not the 

proper term to refer to the time patients spent at the Mental Health Centre, which was called 

accommodation or hosting (‘accoglienza’, ‘ospitalità’) instead. This terminological choice, as 

I soon figured out, was not a casual preference but a linguistic act of boundary making between 

the centre and the ward, aimed at distancing community services and their practices from 

hospital language and image. 
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Separateness is perceived and produced in the SPDC as well. In the following excerpt from 

the interview with Nadia, nurses’ coordinator at the Iris Ward, we can read about past attempts 

to connect the two realms, and the intrinsic difficulty for mental healthcare workers to represent 

themselves as part of a single community. 

Excerpt 4.4. Nadia (nurses’ coordinator, Iris Ward): Some time ago we tried this 

exchange of personnel, nurses only, so we went in the Mental Health Centres and 

the [nurses working in the] Mental Health Centres came here, and I have to admit 

that it worked with respect to some tensions and some ideas that every service has 

about the other, you know? Because we all try to, I mean, we are a bit self-referential, 

it is not to say that I work better than you but… 

Interviewer: You know better your [part of the job]… 

Nadia: Yes, exactly. Today this exchange would not be feasible, everybody should 

do it, every worker [of the different professional groups] … 

Interviewer: Do you think that the idea of a common équipe or one which 

rotates [on the different services] would be a good one? 

Nadia: It could be a good idea, but it takes resources, it takes time, it takes a lot of 

things… It would require a completely different perspective on how services are 

organized, but instead every time I go to the meetings I see that everyone is firm in 

their positions, me included. I mean, you tend to carry on what you do, what you 

believe in, and be absolutely firm, you know? And sometimes we are rightly 

reminded that we are part of a Department, actually I feel part of a Department. But 

this is, yes, for many it is something that is difficult to put into practice. 

 

What Nadia describes can be conceived as a boundary practice (Wenger, 1999), which sees 

SPDC’s and MHC’s nurses as regular visitors of one another community, exposing themselves 

to the reciprocal practices in an attempt to deal with their boundaries and (partially) reconcile 

their perspectives. Boundary practices do not always succeed in creating connections, and in 

this case they seem to have worked only to some extent, failing to overcome enduring prejudices 

and positions tied to each worker’s membership of one community or the other. 

In the ‘no-restraint’ model, the boundary between hospital and community care is drawn on 

a prominent ideological basis, while the institutional dimension mentioned above and the 

consequent division of labour between hospital and community services are blurred through 

everyday care practices. The main challenge to the mainstream model of balanced care is 

constituted by the opportunity that 24-hours Mental Health Centres have to host people in their 

acute phase of illness who would have been otherwise hospitalised. Both the Violet and the 

Tulip Centre have eight beds available for hosting their patients for more or less prolonged 

periods of time, including involuntary ones who are under TSO. This different organization of 
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care provision is oriented to prioritize community treatment, claiming as its guiding principles 

those which inspired the reform in 1978, and equating ‘good care’ with minimizing 

hospitalization and avoiding institutionalization. In fact, deinstitutionalization can be conceived 

not only as the historical process leading to the closure of psychiatric hospitals, but also as a 

daily care practice (Muusse et al., 2020). In the context I observed, this translates in the attempt 

to move patients from hospital to the community as quickly as possible when clinically 

appropriate42, maintaining contacts with the outside world throughout the hospital stay, and 

increasing ward’s permeability in both directions: patients temporarily leave the ward to attend 

activities in the community, while community staff enters the ward to build and discuss post-

discharge programs. 

The attempt to reduce the number of days spent in the hospital is not peculiar to the no-

restraint context, but is performed according to different logics. SPDCs – both in Piedmont and 

Friuli – always try to keep the length of the stay under a given number of days. This is due to 

the managerial goals that physicians are asked to pursue in every hospital ward, according to a 

logic of productivity which dictates also the range within which the number of inpatients’ nights 

on the ward should be kept (Cardano & Gariglio, 2021, in press). This approach, which sees 

the influence of relevant company logics in everyday clinical decisions, has been observed in 

the wider Piedmontese context in which our team ethnography has been conducted, and is well 

synthetized by the words of this psychiatrist: «If any patient doesn’t stay at least for three nights, 

we do not get any economic reward; neither are we supposed to let inpatients stay in excess of 

12 nights. Both situations are inconvenient for our managerial target. Both are independent of 

the particular clinical condition of the patient» (ibidem). Consistently with this account, 

psychiatrist Giorgio (Cedar Centre) described me how, in the Piedmontese ward where he used 

to work, their daily practice was influenced by an electronic counter, which displayed real-time 

average length of stay, forcing them to always keep in mind the ultimate goal to reduce that 

value. In the no-restraint context, this mechanism is inevitably operating as it is in the general 

Italian National Health Service (NHS), but the purpose to minimize the length of stay on the 

ward is rhetorically motivated on a different ground: «the main aim of the SPDC is to reduce 

as much as possible the stay at the hospital, according to the principle of territoriality of care»43.  

 
42 In specific cases, the hospital environment is deemed clinically more appropriate than the crowded, 

stimulating setting of the Mental Health Centre (see also Excerpt 5.11 about a community psychiatrist 

elaborating on this point).  
43 This statement is translated from a poster, hung in the Iris Ward on a wall of the room where clinical 

interviews and other activities are conducted, which has been produced and exhibited at the national 

meeting of the ‘Club SPDC No-Restraint’ in 2018. The original, written in bold, states: “Obiettivo 
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Even though the psychiatric ward is discursively assimilated and claimed to be part of the 

community, its placement in the general hospital makes it something different both from 

community services and hospital itself. The next paragraph investigates how this dual – but 

never full – membership of the SPDC is dealt with and reproduced in local mental healthcare 

workers’ practices.  

 

4.3 «We are in the hospital, but we are not hospital»: a narration of ‘otherness’ 

 

According to the Italian legislation, psychiatric wards are designed as intermediate services, 

located in hospitals but at the same time part of the territorial mental health departments. This 

dual membership can be a source of ambiguity and controversy when it comes to practices, 

rules or routines, which may be closer to the ‘territorial’ rather than the ‘hospital’ pole (or vice 

versa) between which the ward lies. The characteristics of the space as well as the clinical 

conditions of the people it hosts qualify the SPDC as peculiar and somehow different from other 

hospital wards; but still, being physically and administratively part of the hospital, it is partially 

governed by norms in force in this organization. This complexity is increased when the hospital 

responds to a different health authority (called ‘Azienda Sanitaria Ospedaliera’) than the 

community services (which belong to the ‘Azienda Sanitaria Locale’), so that healthcare 

professionals employed in the same Mental Health Department formally work for two different 

organizations: this was the case of both the contexts observed in this research. 

In the Pine Ward, this intrinsic duality is dealt with by univocally considering the SPDC part 

of the hospital and unproblematically calling it ‘reparto’ (ward) by mental healthcare workers 

operating in and outside of the unit. Its location in the general hospital is considered an 

advantage by the psychiatrists who work there, who form a rather homogeneous group in terms 

of their pharmacological approach to mental illness. The ‘medical dimension’ mentioned by 

Michela in the following excerpt indicates the biological approach characterising this context, 

and the desired integration with other specialties and general mainstream medicine (Rogers & 

Pilgrim, 2014). 

Excerpt 4.5. Michela (chief psychiatrist, Pine Ward): It is definitely an advantage 

that you feel more in contact, since we are in the general hospital, with other 

 
principale dell’SPDC è ridurre il più possibile la durata del ricovero ospedaliero, in linea col principio 

della territorialità della cura”. 
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specialties, you have relationships with other colleagues and it seems to have a more 

medical dimension, and maybe you also know about innovations sooner, especially 

from the pharmacological point of view. 

 

On the contrary, in the no-restraint context the SPDC is usually qualified as part of the 

community, calling into question issues pertaining organizational identity, feasibility and safety 

of some practices (e.g. open door policy), and conflicting logics which call for a continuous re-

positioning and negotiation of the ward’s symbolic boundaries. On our very first visit to the Iris 

Ward as a team in January 2019, Nadia, nurses’ coordinator, and Marzia, her vice-coordinator, 

introduced their service in the following terms. 

Excerpt 4.6. Nadia (nurses’ coordinator, Iris Ward): We are part of the Mental 

Health Department, which is community, right? No, for the hospital health authority 

[‘Azienda Sanitaria Ospedaliera’] and its medical director we are hospital, period. 

Indeed, if you go seeing our website it calls us SOPDC, ‘Servizio Ospedaliero 

Psichiatrico di Diagnosi e Cura’ [Hospital Psychiatric Service of Diagnosis and 

Cure/Care], this ‘O’ has been introduced some years ago, it wasn’t there, it is a detail 

but in psychiatry you work with details. […] We have always been considered a 

fringe of the hospital, but we’re not. 

 

This introduction was then followed by a joint account of how, two years before, they have 

been asked – or, they suggest, ‘forced’ – to participate with other hospital wards to a validation 

by the Joint Commission International44, aimed at verifying if the hospital met international 

standards in terms of quality of care and patients’ safety. After some initial resistance – they 

tell – they worked hard to formalize some procedures (e.g. those concerning injuries), update 

and revise administrative forms, and introduce changes that had been postponed for a long time, 

such as the integrated medical record, which combines the medical and the nursing 

observations, once separated45. More importantly for the purpose of this study, they used this 

opportunity to their own advantage, to officially claim their difference from the rest of the 

hospital, and to make their practices visible and known to the outer world. This difference 

primarily stems from the characteristics of the patient admitted in the SPDC.  

 
44 https://www.jointcommissioninternational.org/  
45 This is an important tool which helps integrating the two professional groups working within the ward, 

while at the same time remarking on the SPDC diversity from other hospital wards: the section of the 

medical record pertaining to the nursing staff was described as very much ‘discursive’, descriptive, and 

poorly parametrized (contrary to what happens with nursing observations in other medical 

specialties/wards). 

https://www.jointcommissioninternational.org/
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Excerpt 4.7. Nadia (nurses’ coordinator, Iris Ward): Our patient stands on his feet, 

wears normal clothes, he’s not in his pyjamas, he’s not a patient who stays in bed- 

Marzia (nurse, Iris Ward): He’s not a patient who stays in his room, he’s a patient 

who moves freely. 

Nadia: He’s a free patient, he eats with the other patients, he doesn’t eat alone in his 

room with a sad tray, but they eat all together in the dining room. These are really 

different conditions. […] We benefited from this [evaluation] as we managed to put 

on paper, while meeting certain criteria, what we wanted to […], which is part of 

our way of working and which is functional to the kind of people we host. 

 

What has been described to us can be interpreted as a practice of accountability, namely a 

discursive practice by which this community of practitioners explained and justified their mode 

of working, making it accountable to other communities (Gherardi, 2005). Prior to that, the 

procedure entailed a reflexive effort – evident in Nadia words: «we’ve been able to 

acknowledge all of the work we already did, but was a bit hidden» – and the production of a 

discourse about the community’s pre-reflexive practice and tacit embodied knowledge which 

made them comprehensible both to themselves and others (ibidem). As the following quotations 

shows, discourses on practices are also strongly tied to the celebration of identity and to the 

cultural and symbolical production of a community (ibidem). 

Excerpt 4.8. Nadia (nurses’ coordinator, Iris Ward): There is a document [the 

evaluation report] which finally states who we are, what we do, that we are part of a 

Department, that we are no-restraint. 

Excerpt 4.9. Marzia (nurse, Iris Ward): The daily struggle [for recognition] was all 

there, on the paper really, in the bureaucracy, in order to say: “I work like this”. 

 

The success of this evaluation consists, in their account, less in having met the safety 

standards required by the JCI then in having had the chance to resist assimilation to the hospital 

and to formally assert their specificity and – to some extent – their otherness from the 

organization in which they are located. 

Excerpt 4.10. Marzia (nurse, Iris Ward): We have become visible in the hospital 

company, they didn’t know who we are and this definitely distinguished us and our 

way of working, we managed to create procedures that are specific to us and 

different from hospital ones, even though they tried so hard to incorporate us into 

the hospital. 
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On a pragmatic level, being able to make their practices accountable, producing and 

providing data on the outcomes of their work, turned out to be a powerful and useful tool to 

justify their requests (e.g. in terms of human resources needs) and strengthen their position 

concerning delicate and usually conflictual issues, such as the admission requests coming from 

the Emergency Room. The admission of patients wearing medical devices (such as CVC and 

other catheters) – who fall in the category of organic patients described in paragraph 4.5.1 – is 

an interesting example of such problematic questions, which can benefit from arguments rooted 

in safety discourses and able to account for the rejection of this kind of patient, as Nadia 

cunningly observes: «I respect safety criteria, and in fact because of those criteria now we can 

say that safety is not guaranteed for this, this and that reason [and therefore we cannot admit 

this kind of patient]». Clearly, these qualifications of patients’ profile and priorities can conflict 

and be debatable: which medical emergency prevails in someone suffering from both an organic 

and a mental ailment? Answers provided to this question, especially when it is not clinically 

evident which form of suffering has to be prioritised, are usually the result of conflicts and 

struggles between the SPDC and the ER professionals, in which strategies pertaining ward’s 

permeability and the defence of its boundaries are involved (see Paragraph 4.5). 

Lastly, having ordered and formalized procedures and practices helps the Iris Ward staff 

instructing new colleagues, both nurses or psychiatrists, whose activities are now guided by 

protocols, albeit increasing paperwork as well as introducing a certain degree of rigidity. The 

rigidity-flexibility dichotomy is another cleavage along which the demarcation between 

hospital and community is maintained and performed in the no-restraint context. Procedures 

which are considered to represent a ‘too much hospital’ approach by the Mental Health 

Department are frequent theatre of conflict. Incident reporting is a good example of this 

phenomenon: the following excerpts from fieldnotes describe two different but related episodes 

observed in the Iris Ward. 

Excerpt 4.11. I go back to the medical room, where Franco [nurse] is reporting about 

an adverse event. He explains that this morning he made a mistake as he was 

administering drugs, giving to one patient the quetiapine he was supposed to give to 

someone else. The patient has then gone to the Tulip Centre as usual, but came back 

earlier on a wheelchair, sedated, his legs would not bear him. After having found out 

about his mistake, Franco fills in the report (it’s called ‘incident reporting’, he shows 

me how it is possible to report near-miss and not only accidents which have actually 

happened). He explains that this kind of mistakes can happen but can be very 

dangerous, and constant interruptions during the delicate activity of drugs 

administration are confusing and make errors more likely to happen. He doesn’t 

seem agitated nor ashamed, he doesn’t try to minimize his mistake; instead, he 

reports about it, saying that in psychiatry it is not a usual procedure: minor assaults, 
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verbal and near-miss aggressions are taken for granted and considered part of the 

routine in psychiatry, so they are rarely reported. (Iris Ward, fieldnotes) 

Excerpt 4.12. During a ward meeting the staff discusses about an audit scheduled in 

few days after an incident reporting concerning the mistaken administration of 

methadone to a patient46. It seems that the Department’s chief psychiatrist disagrees 

with the incident reporting procedure and would like it to be as infrequent as 

possible. The procedure, Nadia [nurses’ coordinator] observes, is anonymous and 

voluntary, and the Department director should not even be necessarily informed 

about it. She continues: “we have a hospital culture that Mental Health Centres and 

our director do not have, they are more naïf/philosophical”, and: “we are the usual 

hybrids accused by the community to be too rigid. I am done going to meetings to 

play the Department’s punching ball just because we are a pain their ass”. […] 

Franco [nurse] enters the conversation saying that few days ago when he 

administered the wrong drug he serenely reported it, both for transparency reasons 

(“there is nothing to hide”) and because it can be an occasion to report if something 

general doesn’t work. He adds that in every [medical] discipline, nurses are more 

inclined to incident reporting, while “medical profession is usually more reluctant 

because they live it like a questioning [of their job]”. Doctors participating to the 

meeting do not comment. (Iris Ward, fieldnotes) 

 

The first excerpt highlights how psychiatry is traditionally inclined not to report minor 

accidents because, Franco explains, they are expected to be part of the job. This opinion has 

been heard in the Pine Ward as well, where I have been told multiple times by different 

professionals that if they had to report every insult or minor act of violence, as established by 

the hospital protocols, they would have something to report every day47. Incident reporting is a 

hospital procedure which, Nadia observes, is not part of community culture nor appreciated by 

the Department. The definition of their service as ‘the usual hybrids’ refers precisely to the dual 

membership of the SPDC, to its intermediate placement between hospital and the community, 

rigidity and flexibility, standardization and improvisation48. Department’s pressures to be more 

 
46 This incident, occurred a couple of months earlier, was attributed to a lack of communication with the 

services treating drugs and alcohol addiction (SerD), which did not informe the ward about the service 

user’s interruption of methadone treatment he used to be undergoing. 

 
47 Data on the Pine Ward reported injures tell us that there occurred 6 in 2016, 3 in 2017 and 3 in 2018, 

all concerning mild to serious events such as thrusts, physical harm or biological damage. Near-miss 

incidents can be reported since 2016 but are very rarely reported. 
48 The notion of improvisation does not indicate an unprepared course of action, but rather a skilled 

application of experience and knowledge to contingent situations requiring a degree of flexibility and 

creativity (Sparti, 2005, 2016). The concept will be employed and developed in Chapter 5.3.2 to indicate 

the way in which nurses in the Pine Ward approach immobilization and initiation of mechanical restraint 

of an aggressive person, adapting their tacit and embodied knowledge to the specificities and 

unpredictability of the situated event. 
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flexible despite the hospital framework they work in are negatively commented in an interview 

with Elettra, a young nurse working in the Iris Ward for five years.  

Excerpt 4.13. Elettra (nurse, Iris Ward): I realized that in my Department’s 

viewpoint SPDC is considered part of the community, it’s not hospital, you know? 

Interviewer: But this is seen as an advantage as far as I have understood, like 

“we are physically in the hospital ma we’re not hospital, we’re community”. 

Elettra: Sure, it is an advantage, but what I wonder is: an advantage to whom? The 

patient or the organization, to consider the SPDC as community? It got me thinking, 

you know, because to be part of a hospital you have to follow certain rules. This is 

my own interpretation, but what I have noticed in these five years in this Department 

is that rules are constraints, constraints prevent you from doing many things, but 

/psychiatry is waiting to be discovered, right?/ [ironic]. It doesn’t need rules, which 

may seem mere obstacles. But if I think of a service which works on the emergency, 

psychiatric emergency, it has to be located in a hospital, in its organization, it has to 

be in the hospital! Because patients here take risks that are equal to those of the 

hospital, so… 

Interviewer: And rules here are avoided? Can you give me an example? 

Elettra: Yes, sure! We have a big problem here that is drug administration when 

patients are discharged. […] The hospital ward is not designated to provide patients 

with drugs to be taken at home, there are other services, the Mental Health Centre, 

but if we discharge a new patient who has a medical appointment [some days later 

at the MHC]- 

Interviewer: He’s not a patient of theirs yet… 

Elettra: [She nods and then cites the MHC] “We do not administer drugs to people 

we do not know”, so the MHC backs out, maybe it’s Friday and the general 

practitioner is not available, the doctor on call… 

Interviewer: /He’s the doctor on call/ [she laughs]. 

Elettra: The doctor on call is the doctor on call, so in the end SPDC personnel cuts 

blisters, therapies. We’ve been told that all of this can be done, but according to… 

Interviewer: The MHD [Mental Health Department]. 

Elettra: Exactly. If we, if the hospital knew about this, I mean… 

Interviewer: You couldn’t do this. 

Elettra: No, because we have to follow some procedures, some protocols developed 

to safeguard patient’s safety. 

Interviewer: So you’re kind of divided in two… 

Elettra: Exactly, we are not safe. 
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Flexibility and improvisation are a leitmotif of the work in the Mental Health Centre. In a 

recently self-published book I have been gifted with on my first visit to the Department’s 

Direction, which brings together reflections and narrations of different actors who participated 

in the transformation of local mental healthcare services towards deinstitutionalisation, we can 

read: «we like to think that we work at the margins, in a middle ground without borders, in an 

open port through which people pass as they look for a place to land, a road along which they 

can travel, a destination to reach. […] Human relationships go beyond institutional boundaries. 

To work in a mental health centre sometimes seems like an indefinite work where operative 

choices are not “a matter of protocol”». Accounts of how the Violet Centre has been 

transformed and opened 24 hours a day, overcoming initial doubts and fears, revolve around 

the topic of redrawing boundaries: «We’ve had a lot of meetings before opening the 24-hours 

[MHC], we developed regulations, guidelines with well-established limits [‘paletti’], such as 

that users could not be hosted [admitted] during the night, over the weekends, or on Fridays in 

order to allow the staff to understand the situation better during the week when there was more 

personnel, but one at a time these limits have been dismantled by healthcare workers 

themselves». And also: «Flexibility, elasticity, exception, were becoming increasingly common 

words in our meetings». This complex accomplishment, which combines structure and 

improvisation, is a fascinating element of community mental healthcare work. Its outline is here 

provided to represent an additional element of conflict and demarcation between SPDC and the 

community, which contributes to shape the positioning of the ward in relation to the rest of the 

hospital. 

To conclude on this topic, I wish to underline how in the Iris Ward, otherness-from-the-

hospital is performed also on a linguistic ground – the SPDC is never called ‘ward’ but ‘service’ 

or, colloquially, ‘Diagnosi’ – and on a symbolic one made immediately visible by the 

psychiatrists’ appearance, as they do not wear the classic white coat, but ordinary clothes and a 

simple ID badge, as I used to do on the field. This is a direction given by the Mental Health 

Department, which not every healthcare worker agrees with, and which also signals a disparity 

between medical and nursing figures. 

Excerpt 4.14. I go back to the ward corridor with Patrizia, a nurse who spent her 

whole career working in mental health. A patient walks by, observing that physicians 

not wearing the white coat can be easily confused with other patients or strangers in 

the ward if one does not know them already. Patrizia agrees with him saying that we 

are in a hospital and that physicians should wear the white coat for reasons of clarity, 

just like nurses wear their uniform. She explains this is a MHD direction, but that 

she disagrees. (Iris Ward, fieldnotes) 
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The medical staff, on the contrary, seems to be aligned with the Department position and 

more aware of the symbolic value of this choice. In a playful conversation between Paolo, a 

young psychiatrist, and Antonio, a nurse who has been working in the SPDC for a couple of 

years, the latter observed that the former was not wearing a coat and made fun of him: «what 

kind of doctor are you?». Paolo promptly replied: «actually, I haven’t yet understood why 

you’re still wearing a uniform!». The psychiatrist does not only agree with the dismissal of the 

classic medical symbol, but suggests mental healthcare nurses should abandon their uniform 

too, performing their otherness from fellow hospital nurses. I later discussed this verbal 

exchange with Emma, chief psychiatrist of the Mental Health Department, who showed to be 

proud of Paolo’s answer and quite worried about the lack of reflexivity entailed in Antonio’s 

naïve question. 

In the Pine Ward, the issue of the white coat takes on a completely different character. 

Psychiatrists working in the SPDC regularly wear it: they put it on as they enter the ward and 

take it off as their shift is over and they leave. The medical office outside the ward, where 

psychiatrists spend most of their time when they are not busy with clinical work, has a coat rack 

by the door where each doctor’s white coat is hung. Community psychiatrists, when they have 

their night or non-working day shifts, generally wear it even though they do not do it at the 

Mental Health Centre. This suggests that despite their territorial membership, rules and routines 

pertaining to hospital setting are acknowledged and uncontested, and that SPDC is not 

considered as other-than-hospital, but as a fully-fledged hospital ward. Also, the figure of the 

psychiatrist is not performed, at least on a symbolical level, as different from other medical 

specialists, whose ‘dress code’ is respected. Adherence to hospital routines and symbols 

emerged also on my arrival at the Pine Ward, when I have been offered a white coat twice: from 

the nurses’ coordinator and from a psychiatrist I met for the first time some days later. The 

following excerpt describes the former episode. 

Excerpt 4.15. As I speak with Carmela [psychiatrist], Angela, the nurses’ 

coordinator, arrives. I introduce myself and the study, Carmela tells her to give me 

a tour of the ward and introduce me to the rest of the staff. […] Angela accepts and 

opens the closet to get me a coat, but I tell her that I have taken my badge and if it 

is fine for them I would rather use that only. Angela agrees saying that patients could 

otherwise confused me with a doctor and stop me. I add that it doesn’t seem correct 

to me [as I am not a doctor], Carmela agrees too. (Pine Ward, fieldnotes) 
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Such symbolic adherence with hospital codes does not mean, though, that the SPDC does 

not have its rules and practices which differ from a common ward: the possibility for patients 

to smoke, for example, is an evident exception, whose rationale is accepted both in the restraint 

and the no-restraint context (see also Chapter 5.1 on the role and management of smoke in the 

wards). 

 

We can synthetize what has been said so far by observing two different strategies to approach 

SPDC’s dual membership and inherent ambiguity. If we image a continuum linking hospital 

and the community, the restraint context places the SPDC in a position which is closer to the 

‘hospital’ pole. It does so by adopting practices and terminology which are typical of the 

hospital setting, such as the wearing of white coats and uniforms, and the common-use labels 

‘ward’ and ‘admission/discharge’. In the no-restraint context, the SPDC seems to be a site of 

tougher definitional struggles: while the hospital tries to absorb this unit by pushing it toward 

local standards and adjusting its name to ‘SOPDC’, the community-oriented Department asks 

for a flexibility which is not always unproblematic to adopt. Healthcare workers operating in 

the Iris Ward are not homogeneously oriented toward one position or the other: while some 

professionals fought to institutionalize SPDC’s otherness within the hospital, but still defend 

their procedures and practices in front of a Department which usually blames them to have a 

‘too much hospital’ approach, other professionals question the ‘ideological’ requests posed by 

the community, and support their membership to the hospital in the name of patients’ and staff’s 

safety. 

 

4.5 Places of crisis: the institutional map and the shape of the ward 

 

The SPDC’s dual membership and the different strategies employed to deal with its 

specificity in the two cases observed reveal that two different institutional maps are in place in 

the restraint and the no-restraint context.  

The notion of institutional map is drawn from Anselm Strauss and colleagues’ work 

Psychiatric ideologies and institutions (1981, or. ed. 1964), an investigation on psychiatric 

ideologies and their daily practice conducted in three mental hospitals in Chicago. This concept 

was used by the authors to indicate a generally shared conception of a hospital internal locales 
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– such as the acute and the chronic, female and male, industrial and infirm wards – which guided 

patients’ allocation as they were admitted to the hospital. Here, I adopt the notion of institutional 

map to refer to the set of services which constitute a Mental Health Department or collaborate 

closely with it: psychiatric wards, mental health centres, residential and semi-residential 

facilities, as well as private clinics operating in agreement with the National Health Service. At 

different moments and phases of their illness and life trajectory, which is by no means linear 

nor completely predictable, patients may pass through these different places according to 

therapeutic pathways planned with their psychiatrist and the other professionals. The process 

of allocation49, as I have observed it on the field, is usually a site of conflict and negotiation 

between the actors working in the different services, both for practical reasons (e.g. lack of 

resources and shortage of beds) and symbolic ones, pertaining to the functions and purposes 

attributed to each specific service, which do not necessarily align among the professionals 

involved.  

Indeed, Strauss and colleagues (1981) further suggest how mental healthcare workers in 

different positions within the institutional map are likely to see their own and other services 

differently, so that allocation of a certain kind of patient may not meet with general approval. 

Personnel’s conceptions and ideas about how their ward is or ought to be, what kind of patients 

is proper to the ward, which behaviours are appropriate, and what its place is in the institutional 

map, constitute the shape of the ward (ibidem). Shape responds to the staff’s need to maintain 

order and manage the ward successfully despite continuous changes in both patients and 

personnel, and it influences staff’s working strategies as their try to defend their ward from 

admission of people who do not belong to it. In this paragraph I will consider how the specificity 

of the psychiatric ward is determined, defended and practiced, drawing on Strauss’ notions of 

institutional map and ward’s shape. 

In the restraint context, the place of the SPDC in the institutional map is that of the setting 

designated to treat crisis par excellence. The ward admits people coming from the hospital 

 
49 The term ‘allocation’, used by Strauss and colleagues (1981), implies a decision on the patient’s 

destination which is entirely in the psychiatrist’s hands. This does not seem to fit current mental 

healthcare practice, because today therapeutic decisions are shared within multidisciplinary teams, 

negotiated among professionals working in different services, and most importantly discussed with the 

person concerned. Nevertheless, verbs such as ‘sending’, ‘putting’, ‘placing’ and ‘selling’ patients to 

the different facilities remain common in everyday professional discourses. I have therefore chosen to 

use here the term ‘allocation’ to the extent it helps me highlighting the complex and pressing work 

performed by (especially community) psychiatrists in finding the appropriate – though temporary – 

place for the patients they care for, but its use does not necessarily imply a unilateral, individually-

centred decisional process. 
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Emergency Room, from residential facilities, nursing homes and the wider community, and 

from different wards, whether psychiatric or not. The SPDC is the only service providing beds, 

assistance and treatment on the 24-hours, and the only facility where involuntary admissions 

can be carried out. This entails that people in need for a period of specialized day and night 

care, that do not qualify as emergencies and would not require hospitalization, have no 

opportunity of being hosted elsewhere. In these cases, the community psychiatrist and the wider 

Mental Health Centre can enhance their assistance, introducing or multiplying home visits, 

inviting the patient to spend the day at the ‘Centro Diurno’ where they can be assisted in terms 

of food provision, drug administration, and professional support, and offering medical support 

(e.g. clinical interviews) on a daily basis if necessary, but this does not always suffice, and it 

does not cover more than ten hours a day during the week (in the weekends, MHCs are usually 

open on Saturday mornings only). Hospitalization is then the only feasible solution even when 

it is not considered by the psychiatrists the more appropriate therapeutic choice – if not a 

deleterious one – at that moment. Furthermore, this organizational framework places relevant 

pressures on the SPDCs, which are constantly facing a shortage of beds and, according to what 

we have observed as a team in different Piedmontese wards, usually exceed their capacity, 

namely the maximum of patients they are allowed to host50. This pressure was once eased by 

the possibility that Mental Health Centres had to provide day hospital care, and by the activity 

of ‘crisis centres’, described to me by the psychiatrist Giorgio.  

Excerpt 4.16. Giorgio (psychiatrist, Cedar Centre): There used to be the famous 

crisis centre [‘centro crisi’] […] which was a sort of pre-, pre-acuteness [centre], so 

within the system articulated between community-SPDC for those pre-acute 

situations, not so bad and still interceptable, not requiring coactive interventions, the 

crisis centre was used, [stay at] the crisis centre didn’t have a precise time limit, and 

it was a lung for the SPDC. In [name of the city] it had ten beds. 

 

 

The metaphor of the ‘lung’, which allowed the psychiatric ward to ‘breath’ by housing non-

acute patients that would have otherwise converged on the SPDC together with actual 

emergencies, is well representative of the difficulties from which this service is currently 

suffering. 

As I was conducting fieldwork at the Cedar Centre, I had the chance to follow the case of a 

woman, whom I will call Elsa, who exemplifies these pre-acuteness situations lacking a specific 

 
50 Overbooking is an exceptional solution which needs a special authorization from hospital health 

authorities, which is routinely granted in those wards where the problem of beds availability is constant.  
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setting and response different than hospitalization. Elsa is a woman in her fifties, mother of a 

twenty-year-old girl who has recently informed her about the relationship she is having with 

another girl. To know about her daughter’s sexual orientation caused her profound anxiety and 

inability to concentrate her thoughts on anything else; when I knew her, she had been coming 

to the Cedar Centre on a daily basis for three months, asking to see her psychiatrist, Giorgio, 

and insistently requesting extra medication and hospitalization. A consistent amount of time 

and energies were spent to care for her: Giorgio dedicated several unscheduled clinical 

interviews to talk to her and discuss about the distressing situation, agreeing to administer drugs 

when dialogue was not sufficient to provide relief, but always encouraging her not to rely on 

external interventions only: «we could knock you out [with sedative medications] for forty days, 

but when we stop, if you do not put your effort into this, you are back where you started» (Cedar 

Centre, fieldnotes). Some nurses at the Cedar Centre were critical toward Giorgio’s welcoming 

approach, which according to them was «spoiling» Elsa and supporting her demanding attitude, 

but nevertheless they spent time with her and tried hard to help her get through each day. During 

my fieldwork nothing seemed to be working, and despite Elsa’s request for hospitalization, it 

was not considered an appropriate or therapeutic solution for her. Giorgio eventually managed 

to plan a 15-days stay at a nearby private clinic which usually hosts patients after the discharge 

from the SPDC (so called ‘post-acute’ cases), or admits ‘sub-acute’ people in need of relief 

admission (‘ricovero di sollievo’) but not hospitalization. Admission was arranged in five days, 

which she spent at the Cedar Centre in constant agitation, partially relieved by anxiolytics and 

personnel’s support, aimed at containing the crisis and preventing Elsa to go to the Emergency 

Room to be admitted to the SPDC, which would have costed her spot on the waiting list to the 

clinic. 

Cases such as that of Elsa, who are at risk of hospitalization even when it is not the best 

therapeutic and organizational option, can benefit from a wider range of opportunities in the 

no-restraint context. There, the SPDC’s metaphorical lung is represented by the Mental Health 

Centres themselves, which can host up to eight patients for longer periods of time than the 

ward51. Across the local institutional map – which includes one SPDC but multiple Centres 

(four within the same Department, but more if we consider geographically adjacent 

Departments which do not have a dedicated psychiatric ward at all) – each MHC is evaluated 

by the ward’s staff for its degree of cooperation, its ability to accommodate users who have 

 
51 In 2019, the average length of stay in the SPDC was of 14 days, while in the MHC it was 31 days 

(data collected on the field). 
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somehow arrived at the hospital (e.g. by autonomously accessing the Emergency Room), and 

to provide a discharging plan to get them out of the ward as quickly as possible. As I began my 

fieldwork, it was immediately clear which reputation each Centre had in this respect: among 

the services I focused on, the Violet Centre was definitely the good one, while the Tulip Centre 

was ranked among the worst. This opinion was rather homogeneously shared among actors 

working in different locations across the institutional map. Tulip Centre’s workers themselves 

were aware of their difficulties, though explaining them to me with reasonable arguments, 

concerning: the wider and qualitatively more problematic catchment area of the city they had 

to cover (95.000 inhabitants – including migrant population – against 65.000 of the Violet 

Centre, in the face of an equal number of psychiatrists); the structure of the building (which is 

spread over four floors linked by a spiral staircase, making it very difficult to control and 

eventually manage and shadow critical patients) and its location in a residential area (while the 

Violet Centre is surrounded by a park); and the absence of an official director (who could better 

coordinate activities and represent their interests in negotiations with the Department). 

Excerpt 4.17. Chiara (psychiatrist, Tulip Centre): The catchment area is important 

because actually marginal areas are practically all on us, and this is one thing, then 

we have the barrack [a large building currently used as a reception centre for 

migrants and refugees], I don’t think this is what Basaglia meant with ‘principle of 

territoriality’ [she smiles]. Then the fact that we do not have our own director, and 

we have the same number of physicians of the Violet Centre even if [it has fewer 

patients]… And the fact that in our facility we do not have a ‘Centro Diurno’, 

because it breaks my heart to call it [the small space they have] a ‘Centro Diurno’. 

[…] Nice, appropriate spaces are essential. 

 

Notwithstanding the difficulties that specific Mental Health Centres can present, the 

opportunity they have to host patients and provide assistance 24-hours a day (in presence, 

during the day, but also by telephone, day and night) introduces a radical change in the 

institutional map: the psychiatric ward is not the only place designated to treat crisis. Ideally, 

SPDC is meant to admit: i) the ‘onsets’: acute patients who are not known to the community 

services yet, and therefore need a first clinical (psychiatric and non-psychiatric) assessment; ii) 

already known patients who cannot be hosted in the MHCs because of a lack of available beds, 

incompatibility with already hosted patients, community context deemed inappropriate for the 

specific patient, or organic issues. The Mental Health Centre is expected to support their users 

while they are in hospital (e.g. visits from community psychiatrists, psychologists and nurses, 

or daytime activities at the MHC) and go meeting new ones as soon as possible, in order to plan 

with the ward’s doctors their treatment and their discharge, eventually prosecuting their stay at 
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the centre if a bed is available. Patients who are already known to community services and who 

have been regularly followed can be directly access and be hosted by the Mental Health Centre 

without passing through the hospital at all. If they need assistance at night (i.e. after 20), when 

two nurses but no doctors are present to attend only to people already staying at the MHC, they 

are referred to the Emergency Room (where a psychiatrist is on-call for both the ER and the 

SPDC), and then interviewed and eventually accommodated the morning after. Generally 

speaking, cooperation between hospital and community services, and therefore assistance 

continuity (‘continuità assistenziale’) assessed through the promptness with which MHCs 

respond and take charge of discharged patients (either from hospital or residential facilities), is 

higher in the no-restraint than in the restraint context: within 14 days from discharge, 73,5% of 

patients in Friuli Venezia Giulia receive a psychiatric visit in the community services, while 

only 42,3% of Piedmontese patients does (Ministry of Health, 2019). Within 30 days from 

discharge, such percentages amount respectively to 75,5% and 50%, confirming the trend 

(ibidem). 

This different institutional map and the multi-situatedness of crisis management does not 

dissolve the dichotomy between hospital and the community, which are described in terms of 

separated worlds with different viewpoints also from professionals working in the no-restraint 

context. 

Excerpt 4.18. Elia (psychiatrist, Tulip Centre): I think we have a difference in, in 

viewpoints, you know? Because in the SPDC you, you risk to see only one part of 

the story, the most critical one, both for the person but also [for the ward] because 

in the SPDC, the less the community services work and the more everything is 

funnelled to the hospital. […] So [in the SPDC] there is this different, more 

perspectival vision than here, but the risk is, and I’m being self-critical, to dump on 

the SPDC all the contradictions, everything that could be managed here, ideally. The 

SPDC becomes the place where to bring people when you don’t have other ideas, it 

is ok in the moment of crisis, but after that [sometimes] you’re not able to discharge 

them and, and develop a path. 

 

Non appropriate use of the psychiatric ward described by Elia is crucial to the notion of the 

shape of the SPDC, which is discussed in the following section. 
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4.5.1 SPDC’s shape and shape-preservation strategies: circulation work and pertinence 

permeability 

We have seen how the SPDC in the restraint and the no-restraint contexts has different 

functions according to the institutional map in which it is located. But the Pine Ward and the 

Iris Ward also differ in terms of shape, namely the conceptions they have about how the ward 

should be, who it ought to admit, and which strategies are to be performed in order to maintain 

such shape.  

In both contexts, the shape of the ward and the strategies aimed at preserving it are practiced 

on two grounds: i) negotiations with the hospital Emergency Room, and ii) negotiations with 

community psychiatrists. 

In order to introduce the first kind of negotiations, Table 4.2 provides an overview of the 

diagnoses of people who access the Emergency Room, which are or may be of psychiatric 

concern (Ministry of Health, 2018). Data compare Piedmont and Friuli Venezia Giulia, showing 

no significant differences between the populations: mental retardation, bipolar and personality 

disorders are the less frequent categories in both contexts, while neurotic and somatoform 

disorders is the most frequent one. Schizophrenia, alcohol or drug addiction, and depression, 

appear to be more frequent in Friuli Venezia Giulia, while dementia and organic mental 

disorders are slightly more common in Piedmont. The residual category called “other 

psychiatric disorders” is less straightforward to interpret. It includes also people whose 

definitive diagnosis is unsure or has not been provided yet. The habit of indicating “other” for 

new patients whose diagnostic process is not yet completed has been observed on the field at 

the Cedar Centre and could explain the higher percentage registered by Piedmont, while Friuli 

is probably more inclined to indicate a tentative diagnosis than resorting to the residual 

category. 

 

Diagnosis Piedmont  Friuli Venezia 

Giulia 

Schizophrenia and other 

functional psychoses 
4214 6,84%  970 11,57% 

Mania and bipolar disorders 1153 1,87%  19 0,23% 

Depression 3514 5,70%  710 8,47% 

Neurotic and somatoform 

disorders 
29936 48,60%  4547 54,21% 
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Personality disorders 1426 2,32%  94 1,12% 

Alcohol or drug addiction 5349 8,68%  1226 14,62% 

Dementia and organic mental 

disorders 
5626 9,13%  707 8,43% 

Mental retardation 60 0,10%  5 0,06% 

Other psychiatric disorders 10319 16,75%  109 1,30% 
      
 61597 100  8387 100 

Tab 4.2. Access to Emergency Room in 2018 (Ministry of Health, 2019). 

 

It is important to stress that these data do not describe the profile of the population admitted 

to the SPDCs, but that which access the ER, and which ward’s psychiatrists called for 

consultation and possible admission are asked to select and filter. Overall, 82% of the 

population that Piedmontese psychiatrists have to assess and filter in the Emergency Room has 

a psychiatric diagnosis, while in Friuli Venezia Giulia that percentage amounts to 77% (because 

of the higher number of alcohol and drug addiction category). 

Despite the apparently similar landscape which psychiatrists are confronted with in the ER, 

the populations admitted to the Pine Ward and to the Iris Ward are quite different, both in terms 

of numerousness and profile. 

With respect to numerousness, both the wards have a similar capacity: 16 beds in the Pine 

Ward, 15 beds in the Iris Ward. Nevertheless, the former usually exceeds its capacity and 

tolerates overcrowding better than the latter. The following excerpt from my fieldnotes 

exemplifies this attitude, as the Pine Ward’s chief psychiatrist defines thirteen patients ‘a 

handful of people’ despite the number being close to the maximum of available beds. 

Excerpt 4.19. Around 9.20 a.m. Michela [chief psychiatrist] enters the ward and 

starts the morning briefing with Angela [nurses’ coordinator], Sara and Simona 

[nurses]. Michela observes: “we don’t have much to say, there is just a handful of 

people” [‘quattro gatti’]. Patients are 13 with a maximum of 16 beds, but to her they 

are few since there are frequently up to 18-21 patients. (Pine Ward, fieldnotes) 

 

Overcrowding is common in the Pine Ward to the point that the big white board on which 

inpatients are listed includes, besides sixteen slots corresponding to the regular beds, spots 

dedicated to extra-beds, called “bis”, and one “TV room” spot. Additional beds are available to 
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the ward, and they are routinely placed in double rooms which are spacious enough to introduce 

a third bed, in the space which is assigned to day-hospital (which is used for administration of 

depot therapies whose clinical risks are not manageable in the Mental Health Centre, outside of 

the hospital setting), and even in the shared TV room. Well-known and frequently implemented 

strategies to locate extra-beds denote a normalization of the overcrowding phenomenon, which 

appears to be part of the Pine Ward’s routine. 

Situations of considerable or persistent overcrowding – sometimes due to external obstacles 

to the discharge of patients who are not in their acute phase of illness anymore (e.g. waiting to 

be admitted to a clinic for post-acuteness recovery), which impede the admission of other 

patients in situation of emergency – require the ability to discharge or send patients to other 

places, using the network of relationships with other wards and facilities which can increase the 

chances of succeeding in negotiations. In the Pine Ward, the most skilful psychiatrist in this 

respect was Carmela, admired by the unit’s staff for this crucial ability. 

Excerpt 4.20. When Michela arrives, the briefing begins. There is the need to 

discharge someone, because there are 18 patients, a man in the hallway sitting in a 

wheelchair waiting for consultation who might require admission, a girl in another 

SPDC waiting to be transferred here [she was out of town and has been temporality 

admitted elsewhere], and the ward is already overcrowded. One patient is expected 

to be discharged tomorrow, but no one else seems ready to go. They hypothesize to 

discharge a woman, then call her family to discuss about it, but the relatives observe 

they have visited her yesterday and she was still very confused. Michela comments: 

“actually she is still confused”; the discharge would have not been proposed under 

normal circumstances, it has been proposed only to try to clear one bed. The staff 

then suggests moving some patient to another SPDC. Two wards belong to the same 

Mental Health Department: the first already hosts the young girl, the second refuses 

to take any patient as Michela calls them to ask. After some hesitation, Carmela 

[psychiatrist] decides to ask the first ward despite it is already hosting one of their 

patients, and, after a friendly phone call with a colleague and the promise to send 

“the meekest patient on the ward”, she gets an unexpected ‘yes’. […] When Carmela 

hangs up, triumphant, Maria [healthcare assistant] comments: “I love her for this!”: 

she is the most skilled at emptying the ward when necessary. (Pine Ward, fieldnotes) 

 

The need to perform what I will call here circulation work, namely to constantly keep 

patients moving across the institutional map from one service to the other, derives on one hand 

from «the influx of new admissions constantly lining up for the limited bed space» (Wilson, 

1983), and on the other hand from the goal pursued by mental health legislation to discharge 

patients back on the community as quickly as possible, minimizing their stay in the hospital. 

As observed by Lorna Rhodes in her work on American emergency psychiatry Emptying beds 

(1991), today’s acute psychiatric wards are not managing the stable, chronic population which 
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was typical of the asylum, but an ever changing set of patients: they are managing movement, 

making the SPDC a space of transition. 

From the SPDC personnel’s point of view, circulation work is crucial also to maintain the 

ward’s shape, which depends on the numerousness as well as on the profile of the inpatients. 

This is well represented by the statement of this Iris Ward nurse, Marzia, observing how a single 

difficult patient – Pietro – can influence the manageability of the whole unit: «fourteen patients 

are too many if one of them is Pietro». In the no-restraint context, overcrowding is far from 

being normalised: in fact, the legal capacity is never exceeded. The term ‘overcrowding’ is 

alternatively used by the staff to refer to those situations where the legal capacity is almost or 

actually reached, but not exceeded, and it is related to personnel’s difficulties of appropriately 

control and manage the inpatient population if it gets numerous.  

Excerpt 4.21. I stay in the doctors’ office with Marzia [nurse], who complaints about 

the ward’s overcrowding [15 patients]: “this morning I am not able to work as I 

should, I don’t like it, I can’t keep an eye on the ward”. Lorenzo [nurse] agrees and 

adds: “yesterday afternoon was the same, with this background buzz I don’t like at 

all”. He then tells me that buzz makes everyone raise their voices and it stresses 

people out. The more patients they have, the less nurses feel like they are in control 

of the ward. […] A phone call from the ER announces that there is a person to be 

examined for attempted suicide. The ward is full, so if she required hospitalization 

other regional SPDCs should be asked to admit her as an off-site [‘fuori sede’]. This 

is a hardly ever occurring event, and transfers between wards are rare, probably 

because of the network of the MHCs (in the Pine Ward exchanges with other SPDCs 

were frequent). (Iris Ward, fieldnotes) 

 

Circulation work in the Iris Ward hardly ever involves other SPDCs, which are not 

operationally part of the institutional map which mental healthcare workers rely on to allocate 

patients after discharge. As observed in the fieldnotes above, this is probably due to the network 

of Mental Health Centres, which can host discharged patients even in their acute phase of 

illness, working as the SPDC metaphorical ‘lung’ discussed earlier. When MHCs do not 

promptly perform this relieving function, conflicts arise between community and the ward, but 

also among members of the SPDC’s staff. 

Excerpt 4.22. The ward has almost reached its maximum capacity (14 inpatients, 

one patient in the ER waiting to be admitted, and a TSO expected in the afternoon). 

During the daily meeting, Luana [psychiatrist] announced that Emma [Department’s 

chief psychiatrist] opened up to the possibility of hosting extra-patients during the 

weekend. She then observes that the ward physically has 15 beds only, so that to 

admit extra-patients they should first get additional beds. This information triggers 

Marzia’s reaction, who raises her voice saying: “I do not get additional beds because 

I do not do the asylum!”. She then adds in an aggressive tone that every time the 
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ward has been full, something bad happened (e.g. a patient hung himself some years 

ago) because nurses cannot provide assistance for too many inpatients. Luana stands 

up for herself saying that she is doing what she can, and that according to her they 

could get one extra bed for possible emergencies. Marzia, supported by her 

colleagues, disagrees: emergencies do not exist, if the sixteenth person arrives at 

night s/he can spend it in the ER. Moreover, if on Saturday mornings there are 14 or 

15 patients, discharges should be made like Tania [former ward’s director] used to 

do, to free up space for the weekend. Marzia adds: “I will accept extra-patients when 

all of the inpatients will be acute ones!”. This is a jab aimed at Luana, who, according 

to the nurses, could discharge some patients, manageable in community MHC. (Iris 

Ward, fieldnotes) 

 

The last excerpt shows that, contrary to what happens in the Pine Ward, overcrowding in the 

Iris Ward is not normalized. Instead, it is an exceptional event which needs to be managed as 

soon as possible, and which can never translate into the exceeding of ward’s legal capacity, a 

materially impossible occurrence due to the lack of additional beds. To equip themselves with 

those, in Marzia’s words, would somehow make the SPDC similar to the old, crowded asylum, 

and the option is not taken into consideration despite the psychiatrist’s opinion about its utility 

in case of emergency52. The discussion, and the polarization between the doctor and the nurses 

(more directly involved in keeping order within the unit), exemplifies the tensions concerning 

the number of inpatients deemed appropriate to a manageable ward. These conflicts are present 

but far less explicit in the Pine Ward, partly because of the normalization of overcrowding, and 

also because of a nursing disposition which hardly ever challenges the medical group openly. 

On the contrary, in the Iris Ward nurses tenaciously defend their ward’s shape, contesting and 

taking position against the admission of specific kinds of patients when they believe they do 

not “fit” (Strauss et al., 1981). 

This last point is evident when we look at negotiations around the profile of the admissible 

patient. Pertinence is judged when the Emergency Department asks the SPDC for a consultation 

for a patient belonging to one or more categories listed in Table 4.2, or who shows symptoms 

(such as hallucinations, agitation or behavioural issues) requiring a mental health assessment. 

The categories in which one patient can fall, as I have drawn from my observation on the field, 

are the following: the pure psychiatric patient (a person suffering from a mental disorder in its 

acute phase), the hybrid patient (the so-called ‘dual diagnosis’: a mental health issue and a drug 

 
52 In the no-restraint context, references to the former psychiatric hospital are frequent to signal trends 

toward undesired situations, such as a prolonged stay at the hospital or an increased number of beds. 

During a one-day visit in a third MHC of a different Department in Friuli, the following sentence was 

pronounced by a psychiatrist as she described me a residential facility with 15 beds: “they are too much, 

it becomes an asylum” (“troppi, diventa un manicomio”). 
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or alcohol addiction), the organic patient (suffering from organic conditions which may alter 

his/her behaviour), the non-acute psychiatric patient (psychiatric patient in a sub- or non-acute 

phase of illness) and the non-psychiatric patient (encompassing situations related to 

homelessness, criminality, drug/alcohol addiction without psychiatric comorbidity, and so-

called “social cases”). Such categories are common among acute mental healthcare, in both the 

restraint and the no-restraint context. Differences concern the degree of permeability – which I 

call here pertinence permeability – that each context, and specifically each SPDC, shows for 

each type of patient, which strategies it adopts to decide upon their admission, and the 

bargaining power it has as it negotiates with the Emergency Department or the community 

psychiatrists. 

With respect to pertinence permeability, boundaries around the Pine Ward appear to be 

looser, while in the Iris Ward they are less porous. This means that in the former case, every 

type of patient is potentially admissible after s/he accesses the Emergency Room: during 

fieldwork, I have met inpatients suffering from the most diverse conditions, including alcohol 

abuse, mental retardation and dementia. These are usually problematic categories, requiring the 

SPDC staff relevant efforts to assist them as they can show physical agitation, confusion, 

wandering and age-related issues. Significantly, many of these cases get mechanically 

restrained on their arrival on the ward, later during their stay, or regularly at night, because the 

assistance they need exceeds ward’s resources or is deemed to be not manageable otherwise 

(see Chapter 5). Within the hospital institutional map, the SPDC is nevertheless the designated 

place to host them, at least temporarily.  

For the most problematic cases, such as those who belong to multiple categories (e.g. alcohol 

abuse, organic disorder, aggressive behaviour and criminal background), the decision to place 

them in the SPDC is not uncontested, but it can nevertheless succeed for short periods of time, 

such as during the night. In this respect, an eloquent episode has been narrated by Davide, 

psychiatrist at the Cedar Centre, during a meeting I attended. 

Excerpt 4.23. Davide [psychiatrist], on-call on the night between Saturday and 

Sunday, sees a patient who accessed the ER after alcohol abuse, sent to the SPDC 

for a night in observation53. He defines him “an animal”, as he arrives to the SPDC 

restrained and sedated with the usual Midazolam, which has a brief effect, and soon 

wakes up, very agitated, and manages to tear the IV needle out of his arm. They 

would like to tighten his belts but there are not enough magnets [closing mechanism] 

and no one feels like untying him to tie him more firmly. Davide: “the most natural 

 
53 Observation (‘osservazione breve’) is a 48-hours-maximum status in which patients can be kept within 

the hospital, waiting for a decision to be made about their admission or discharge. 
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thing we could think of was to keep a pillow on his face, but then you risk suffocating 

him. I tried to keep his head down on the mattress but he was so sweaty it slipped 

away under my hands. He was so agitated and loosely tied that he would sit if we 

didn’t keep him down”. According to Davide, the patient, still intoxicated and with 

a problem of epilepsy, should not even have entered the SPDC, because it was too 

dangerous to be managed there: “we gave him one Entumin, one En, and I was there 

praying that nothing happened”. He shows us his fingers crossed as he talks. He says 

that such a patient should be provided with intensive care and be constantly 

monitored in an adequately equipped ward. (Cedar Centre, fieldnotes) 

 

This account reveals not only a problematic patient in terms of behaviour management, but 

also a clinically challenging one, because of the co-occurrence of a state of intoxication and a 

neurological disorder such as epilepsy. The psychiatrist suggests he should be treated in an 

Intensive Care Unit for reasons of clinical safety, but this is not part of the hospital routine, 

which tends to attribute hostile, agitated and confused patients to the psychiatric ward regardless 

of their behaviour’s underlying causes. Gaia, a nurse at the Pine Ward with a long professional 

experience in the psychiatric context, observes how this has not always been true. 

Excerpt 4.24. Gaia (nurse, Pine Ward): We [in the past] used to take the pure 

psychiatric patient, stop. Now it seems that everything can be put in the cauldron of 

psychiatry, so we have alcoholism, drug addiction, the antisocial, adjustment 

disorders […] everything ends up in psychiatry, eating disorders […]. When I began 

working here [30 years before] alcohol-related issues used to be treated in the 

gastroenterological unit or the ER, they were kept there in observation and then 

admitted if necessary. […] We used to have the pure psychiatric patient, there were 

four or five diagnoses and if you didn’t fit in one of those you were not admitted to 

the psychiatric ward, period. So much so that sometimes we might have maybe nine, 

eight, eleven patients, when we had sixteen we were packed. Now we are packed 

when we have twenty-one [patients]. 

 

Gaia’s account describes how not only routines and hospital practices have changed over 

time, but perceptions too: SPDC’s staff used to consider the ward overcrowded when they 

reached sixteen inpatients, just like it still happens in the Iris Ward, while today the range 

extended up to twenty-one, even if the official legal capacity of the unit never changed. This 

conveys the image of the ward’s shape as an elastic, dynamic set on conceptions, which 

influence practices but at the same time are influenced by them, in a process of mutual shaping 

evolving over time. Moreover, Gaia suggests a connection between inpatient population’s 

numerousness and its increasingly heterogeneous profile, a link which is supported by the 

Mental Health Department’s chief psychiatrist as well, Riccardo. 
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Excerpt 4.25. Riccardo (Department’s chief psychiatrist): Every behavioural 

problem ends up in the SPDC, actually I always tell our directors that the hospital’s 

more important ward is Psychiatry, [because] all of the problematic cases end up 

there. Even a patient with brain cancer who’s a bit confused ends up in the SPDC, 

because Neurology cannot admit him as it is an organic disease, so in fact psychiatric 

wards are full because 70% [of their inpatients] are not appropriate patients. And 

then there is the social dimension, people you cannot discharge, you don’t know 

where to send them, you don’t know what to do, there is no family, or families don’t 

have money, the population is old and cannot afford 1500 euros per month to pay 

for a nursing home. These are all social care problems. 

 

If the extensive definition of the Pine Ward’s shape blurs its boundaries and exposes it to 

overcrowding and an increasingly heterogeneous population, the Iris Ward shows more rigid 

boundaries, whose permeability is governed by stricter criteria. In this context, relationships 

with the Emergency Department are generally good, and routines have been slowly developed 

over time through negotiations about the treatment and management of people accessing the 

ER with a possible psychiatric disorder. Although not formalized through protocols, these 

routines entail that medical examinations are conducted before the psychiatrist is called for 

consultation, including basic blood tests, toxicological screening, electrocardiogram and, if 

necessary, CT scan and other exams to detect serious organic conditions. This allows the 

psychiatrist to conduct his/her assessment knowing about the patients’ general health status and 

potential non-psychiatric causes for their behaviour. If a neurological or otherwise organic 

pathology is found out, the patient is not admitted to the SPDC but treated accordingly to the 

emerging condition, while a positive toxicological screening results in a period in the ER or the 

Intensive Care Unit to get over the intoxication within a monitored and clinically safe 

environment. This means that patients like that described by the psychiatrist Davide in the Pine 

Ward would hardly be admitted to the Iris Ward. A colleague of him operating in the no-

restraint context, Paolo, discusses these routines and how they have gradually shaped ER 

doctors’ conceptions about symptoms and behaviours that might be, but do not necessarily are, 

of psychiatric concern54. 

 
54 Routines do no prevent ER doctors, on specific situations, from occasionally trying to expedite or 

force a patient’s admission, suggesting a constant and everlasting struggle around permeability and 

circulation work between the ER and the SPDC. The following excerpt provides an example of an ER 

successful manoeuvre: «After ten minutes, [ER] calls the ward to inform us that the patient will be sent 

here tonight. [Paolo] did not manage to avoid his admission, he says something like: “they [ER] screwed 

us again” » (Iris Ward, fieldnotes. Original excerpt: «Dopo dieci minuti [il PS] telefona in reparto per 

avvisare che xxxxx verrà mandato su stasera stessa: [Paolo] non è riuscito a evitare il ricovero, dice 

qualcosa come “anche stavolta ce l’hanno messa nel culo”»). 
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Excerpt 4.26. Paolo (psychiatrist, Iris Ward): To filter means that when a case arrives 

and he is hallucinated, they [the colleagues working in the ER] do not necessarily 

expect it to be an absolutely acute and absolutely psychiatric problem, and they 

conduct all of the examinations required before we go there for a consultation, 

because if it takes an hour and a half and I go down without a clue what can I do? 

There are also physical reasons for people to have [psychiatric] symptoms, so how 

can I rule out the possibility that for example a woman has cancer? I can’t say 

anything to my [ER] colleagues because I don’t know what happened, they may 

have admitted her with a lot of medical troubles, so we expect them to filter and we 

have to filter too. 

Interviewer: As far as I have noticed, [SPDC] nurses also ask you to… 

Paolo: They would like the patient to be blonde, tall, blue-eyed, only psychotic, kind, 

likeable and with a good character. /And who goes away at the right time/ [smiling], 

who takes all medications, they, yes, they do not want any hassles.  

 

Paolo’s ironic words about nurses’ preferred patient – the best version of the pure psychiatric 

patient outlined above – reveal an important site of conflict between psychiatrists and the 

nursing staff, whose visions about the shape of the ward and the appropriateness of the 

admission of a patient do not always align. In everyday practice, nurses exert a relevant pressure 

on doctors every time they are called for a consultation in the ER, and recommendations are 

made until they leave the ward: “don’t take him if he’s positive [to drugs]!”, or: “let him sober 

up down there [in the ER]!”. Moreover, strategic categorization of patients is performed in order 

to sustain the inappropriateness of their admission and ask for their discharge. This was the case 

of Mattia, a 40-years-old man with a history of substance abuse, who accessed the Emergency 

Room after having destroyed his apartment in a moment of intense agitation. During the clinical 

interview in the ER, he shows me and Paolo some self-inflicted cuts on his arms, and tells us 

about the voices he has heard for some time, which lead him to drink and use heroin and cocaine 

to try to silence them. When Paolo asks him about recent suicidal thoughts, the man denies, but 

as we go back to the ER waiting room after the interview, he tells me that two days ago he 

searched on Google for the highest building in town which he could throw himself off. Lately 

I report this piece of information to Paolo, who thanks me and tells me that he intends to admit 

him, believing he might be a dual diagnosis. Then, he adds: «nurses won’t be happy with this 

admission and will say he’s an addict, but whatever». In this case, the strategic categorization 

aimed at claiming the inappropriateness of the admission consists in a shift from ‘hybrid patient’ 

(dual diagnosis, entitled to stay in the SPDC) to ‘non-psychiatric patient’ (drug addiction 

without any psychiatric disorder, who does not fit in the SPDC). This strategy of reframing is 

a very common one in the Iris Ward, usefully employed to discourage psychiatrists from 
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admitting drug addicted patients, and to press for their discharge ascribing responsibilities to 

the services treating addictions (SerD)55. 

Ability to filter inappropriate patients is expected from community psychiatrists too, who 

work in the ward during the weekends or night shifts. Sonia, psychiatrist at the Violet Centre, 

recounts: «they [the SPDC’s nurses] are very sensitive to this, oh my god, when you’re on-call 

you have to be the best for them, I mean you have to filter everything, but this is not always 

easy»56. Her words are consistent with other accounts collected on the field, describing a general 

tendency of ER doctors to consider and treat as psychiatric what is non-psychiatric. The issue 

of the psychiatrization of difference and the socially deviant is not a recent phenomenon: 

psychiatry always had to negotiate its boundaries with other disciplines concerned with the 

maintenance of social order (Castel et al., 1979). The following quotations highlight how 

psychiatry redraws its disciplinary boundaries through daily practice, every time that mental 

healthcare workers are demanded to defend the jurisdiction of their discipline in front of other 

agencies asking for their intervention. 

Excerpt 4.27. Alice (nurses’ coordinator, Cedar Centre): It’s coming back this idea 

that psychiatry has to deal with social control. […] We continuously receive 

requests, if they have to evict someone, /psychiatry has to be there/ [she laughs], if 

there is a patient who throws rocks at the kids we have to go. Not a patient, a person 

[without a psychiatric diagnosis]! When someone commits a crime, they take him 

to the ER and then to psychiatry! […] Or the prosecutor writes to us because, I don’t 

know, there is a vagabond who sleeps in front of the city hall. Like we could solve 

every problem and restore public order. 

Excerpt 4.28. [At the weekly meeting] Giorgio recounts that on Saturday afternoon 

the 118 doctor asked him (who was on-call in the SPDC) to admit a man 

involuntarily, validating his TSO proposal motivated on the basis of dangerousness 

only. Giorgio refuses to validate it, asking the colleague to present a new proposal 

based on the three legal criteria for TSO, if they are met (this is not the case, and the 

second proposal never came). The man spends the night at the hospital in 

observation and when he leaves in the morning Giorgio informs the police that he 

has been threatening to kill his own partner and son. On Sunday evening the partner 

is assaulted by him and calls the police, who violently stops the man and breaks his 

nose. An ambulance is called and the man is taken to the ER for his broken nose, 

but once he gets there the ER doctors call Davide, who is on-call in the SPDC, to 

ask him to admit the man for the night (again). He categorically refuses to take him. 

Half an hour later, Davide is informed that the man is being taken to the prison: he 

 
55 SerD does not have dedicated spaces in or outside the hospital to admit its service users, but only has 

rehabilitation clinics hosting people pursuing detoxification for prolonged periods of time. This means 

that intoxicated people accessing the ER cannot be referred to any specific acute service. 

 
56 Original excerpt: «Loro [gli infermieri del SPDC] questo lo vivono molto, maaamma mia, per cui da 

reperibile devi essereee il top per loro, cioè devi cercare di filtrare tutto, che non è sempre facile» (Sonia, 

Violet Centre). 



132 
 

did not suffer from psychiatric disorders but has a criminal record and an expulsion 

order from Caserta for violent behaviour and stalking of his ex-wife. The staff 

criticize the tendency to psychiatrize and dump on the SPDC cases like this, who are 

more on the criminal side than on the illness one. (Cedar Centre, fieldnotes) 

 

In this context of heterogeneous requests of admission, the role of the psychiatrist is that of 

the gatekeeper of the SPDC, who controls access to the ward and is expected to defend its shape 

from inappropriate use. The physician does not act in a vacuum, but within a set of routines and 

non-formalised practices developed over time among hospital departments. Nevertheless, even 

in those contexts where the SPDC seems to benefit from less permeable boundaries, such as the 

Iris Ward, routines are never permanent and can never be taken for granted. In a situation of 

permanent negotiation, lack of resources and beds, and power struggle, ER colleagues can 

always try to bypass consolidated practices if they need to, as the psychiatrist Paolo puts is: 

«we don’t have a bad relationship, sometimes they screw us but, I mean, it’s part of the game»57.  

Personnel’s worries about the admission of improper patients are not equally distributed but 

depend on the degree of trust they have in the specific psychiatrist’s ability to filter 

inappropriate requests. At the beginning of each night shift, nurses’ reactions as they read the 

name of the psychiatrist who is on-call on that night are very telling: they can feel relatively 

relaxed because they know that the ward’s shape will not be threatened, or they can hope that 

no calls for consultations will come from the ER because the doctor on duty is «one who takes 

[admits] them all». While in the Iris Ward trust is generally higher for SPDC’s psychiatrists, in 

the Pine Ward the opposite is true: community psychiatrists have built stronger relationships 

with the nursing staff because of the quality and amount of time they spend together at nights 

and weekend shifts, as the nurse Gaia observes. 

Excerpt 4.29. Gaia (nurse, Pine Ward): With the doctors of our ward we do not have 

a great relationship, maybe we have more familiarity and, I don’t say friendship but 

complicity, with community doctors than with our ward’s ones. […] When a 

community doctor is on duty, he spends a lot of time here, in the ward /with us/ 

[emphasized], not in the external medical office. So we developed a closer 

collaboration, because clearly if you spend the entire Sunday afternoon in here, with 

your colleagues and the doctor, it’s four people who are constantly working together. 

 

 

 
57 Original excerpt: «Non abbiamo un cattivo rapporto, eee ogni tanto ci inculanooo vabbè insomma, fa 

anche parte del gioco» (Paolo, Iris Ward). 
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The area of overlap (Wenger, 1999) between the hospital and the territorial community of 

practices, represented by the shifts that MHC psychiatrists have in the Pine Ward, seems to be 

more successful in strengthening relationships across the two communities than the boundary 

practices performed in the no-restraint context with the explicit aim of connecting the ward and 

the centres (see paragraph 4.2). 

In fact, the second stage on which negotiations about admissions and general circulation 

work are performed, besides the ER, is that between SPDC and community psychiatrists. In 

this case, the objects of negotiation are not only admissions, but also discharge and the transfer 

of patients to other facilities (residential or semi-residential ones, clinics for post-acute 

assistance). Since community psychiatrists are in charge of planning post-discharge trajectories 

for their hospitalised patients, as well as for new ones (the ‘onsets’), they are actively 

collaborating with the psychiatric ward in the performance of circulation work. Conflicts 

around these issues are attributed to the difference in perspective intrinsic of the two 

communities working in the field of mental healthcare, which provide different definitions of 

‘acuteness’ and therefore express conflicting opinions about the need for hospitalisation. 

Excerpt 4.30. Giorgio (psychiatrist, Cedar Centre): [Conflicts generally arise] 

because of a discrepancy in the evaluation of the actual need for admission. If one 

usually has to do with urgencies, the emergency/urgency dimension holds a different 

connotation for those who work in the community with a different perspective. And 

mutually it is possible that they [SPDC colleagues] are critical about our choice to 

keep [not discharge] or to admit someone, this is the thing, because of a different 

perspective [of the two services]. 

 

 

In the MHC view, the need for hospitalisation is not necessarily motivated by an emergency 

as those who work in the ward intend it, but can be meant to overcome a moment of mild crisis 

or pre-acute phase (for which the restraint context does not provide dedicated spaces outside of 

hospital), so that admission can be thought of as a preventive action aimed at avoiding severe 

crisis. These definitional discrepancies are understood as part of different perspectives on 

mental illness and its treatment, and are accompanied by radically different working 

experiences. Work in the ward entails the management of situations requiring readiness and the 

taking of quick decisions, sometimes individually (e.g. as the psychiatrist is deciding upon 

admission in the ER), and relationships with the patients are defined as difficult and emotionally 

charged (anxiety, fear, uncertainty, have been mentioned). Work in the community, on the 

contrary, is a collective enterprise, carried out with the support of the équipe and made of «small 

achievements distributed over time» (Giorgio, psychiatrist at the Cedar Centre). 
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Excerpt 4.31. Arturo (nurse, Cedar Centre): The ward hosts acute patients, when 

they arrive they are in their acute phase, so it’s difficult to relate to them and you 

generally develop relations that are very symmetrical, very much based on blackmail 

also […] you are constantly bargaining, negotiating, you know? It is a ward where 

people, psychotics, have no awareness of their illness, or they are bipolar so, 

dialogue is very difficult and, and very limited in time, as soon as they start to get 

better they are discharged, also because of the shortage of beds, while here in the 

community you see patients also when they feel better, not in their acute phase, you 

can know them in their everyday environment and acquire many more tools to 

understand them and plan interventions, it is a job based on networking with the 

social services, general practitioners, it’s a bit more gratifying [than working in the 

ward]. 

 

For these two apparently incompatible worlds to cooperate requires the development of 

strategies, specifically by the psychiatric ward which needs to protect its shape and filter 

hospitalisation requests which always exceeds its capacity. A common justification SPDC’s 

psychiatrists use to refuse their community colleagues’ requests of admission, or to demand 

them to organize the discharge to empty some spots, is the shortage of beds. This objective 

problem can be exploited or even pretended as a strategy to avoid the admission of problematic 

or unwanted patients. In the Pine Ward, this has been observed in multiple occasions. The 

episode I selected to illustrate this strategy was observed at the Cedar Centre, where a woman 

in her sixties, Ada, arrives in the middle of a hot summer day after having walked for miles 

under the sun. She is a patient already known by the centre, and I have met her already in the 

Pine Ward when she had been admitted three months before as she was suffering from 

persecutory delusions. Persuaded that somebody was trying to poison her by contaminating 

food in her fridge, she developed bad relationships with her neighbours; kids living in the same 

building began mocking her for her unusual behaviour, and she reacted by throwing cans at 

them and cutting their bicycles’ wheels. The judge ordered her to stay in the SPDC as 

investigations and official psychiatric evaluations by the court were made, and then approved 

her returning home though indicating her to follow a therapeutic program with the community 

services (‘obbligo di cura’). Ada did not modify her behaviour, continuing to spend most of the 

day outside, wandering around the city despite the heat. When she arrives at the Cedar Centre 

she seems very tired and debilitated, but also upset and hostile toward the personnel: she refuses 

to be accompanied back home by car, and also to spend the following days at the ‘Centro 

Diurno’ nearby, with staff picking her up and taking her back daily to avoid her walking in the 

sun. She insists returning home on her feet but at the same time she feels unwell, so she does 

not leave the centre. Giorgio negotiates with her for almost one hour, while gently taking her 
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blood pressure and convincing her to drink some water, until she accepts being admitted for 

some days to the ward, where she can recover. The fieldnotes which follows describe the phone 

call the psychiatrist made to arrange her hospitalisation. 

Excerpt 4.32. Giorgio doesn’t feel like letting her go home, she’s physically 

debilitated, so he calls the Pine Ward [to ask if they can admit her], but they tell him 

they’re full (I can tell from his facial expression that he is very sceptical, like he 

doesn’t believe them) and invite him to try another SPDC. He reluctantly calls 

another SPDC [in another city], but the nurse who answers the phone tells him that 

psychiatrists are not in the ward at the moment, so she cannot give him an answer. 

He decides to call the Pine Ward again, I understand he’s talking to Carmela, who 

accepts to admit the woman. […] We go back to Giorgio’s office, joking around the 

fact that the Pine Ward has magically found a place for her in less than ten minutes. 

(Cedar Centre, fieldnotes) 

 

We can observe how Giorgio’s first attempt with the Pine Ward fails, as they tell him that 

no beds are available for Ada (a patient already known to the ward). The doctor does not believe 

his colleagues’ words, because – he explains later – this is a common strategy they use to try to 

avoid an admission by referring the patient to another SPDC. The fact that he calls the Pine 

Ward back, after also the second ward refuses to provide an answer, shows that he did not 

believe that no beds were available in the first place. His ward’s colleague Carmela does not 

insist that the ward is full after she is called back, and immediately accepts to admit Ada: she 

tried diverting the patient somewhere else, and if the other SPDC had taken her, the Pine Ward 

would have succeeded in its strategy to avoid a new admission. 

A variation of this strategy consists in negotiating with a different SPDC the transfer (or, 

more rarely, the exchange) of a patient, manipulating or omitting information that would make 

the success of the operation less likely. This has been observed with respect to Aldo, a 

‘historical patient’ of the Pine Ward, known for thirty years and frequently hospitalised. His 

psychiatrist, Giorgio, tried to find a place for him in several residential facilities, none of which 

succeeded in hosting the man for more than few days: they send him back to the ward as soon 

as he shows signs of aggressiveness and then refuse to host him again, forcing Giorgio to look 

for another facility and wait for a bed to be available. For this reason, Aldo spent nearly a month 

in the Pine Ward, where he has been frequently mechanically restrained because of his 

aggressive behaviour toward Iris, a young patient suffering from borderline disorder who was 

seven months pregnant (see Chapter 5.3.4). Because of sedation and the prolonged time spent 

in bed, Aldo is non-autonomous and unable to walk on his own legs: he sits on a wheelchair, 

barely talking, covered with a sheet which works as a giant bib for his intense sialorrhoea. The 
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intensive assistance he needs, along with ward’s overcrowding and worries that he can harm 

Iris and her baby, lead the chief psychiatrist, Michela, to arrange Aldo’s transfer to another 

SPDC. His demanding conditions will be omitted in negotiations with the recipient ward, 

because they would have probably made the patient unacceptable.  

Excerpt 4.33. Michela calls Giorgio on the phone to discuss about Aldo, a patient of 

his. She says: “tomorrow I’ll try a sleight of hand to send Aldo to [another SPDC], 

I don’t know if they’ll take him, here we have to keep him restrained because of Iris 

[a pregnant patient]”. […] After some phone calls, Aldo’s transfer is planned for 

tomorrow at 14.30, even if nurses comment they have never seen him in such pitiful 

conditions and they are afraid that the other SPDC will send him back as they see 

him (his conditions have not been described to the colleagues on the phone). […] 

The day after, before I leave the ward, the phone rings: it’s a doctor of the SPDC 

were Aldo has been transferred. Dennis [OSS] answers, then hands the phone to 

Sandra [psychiatrist] and goes to his colleagues to inform them about the call, 

laughing: they bet that Aldo will be sent back tomorrow already, because the SPDC 

did not expect to receive a patient in such a bad shape. (Pine Ward, fieldnotes) 

 

These excerpts from fieldnotes show how opacity in negotiations is considered a legitimate 

conduct in the strategic performance of circulation work, normalized both within the ward 

(where the staff seems to express amusement and some pride for the successful move) and with 

the community psychiatrist informed of this cunning ‘sleight of hand’. Stratagems like this are 

part of routine interactions between SPDCs, which in turn can be recipients of what is 

colloquially called a ‘scam’ (‘pacco’), namely a problematic and difficult to discharge patient. 

In the no-restraint context, strategies concerning the reaching of the ward’s capacity cannot 

be performed with community psychiatrists, because Mental Health Centres receives every 

morning the list of the patients hosted in the SPDC. The document reports each inpatient’s 

name, date of birth, city, MHC and psychiatrist of reference, date of admission and 

voluntariness (or involuntariness) of the stay58. The sharing of this list represents a coordinating 

mechanism between the two communities of practices – the ward and each centre – which 

connects the activities of the two and which can be thought of as a boundary object (Star & 

Griesemer, 1989). This notion refers to objects intersecting different social worlds, which are 

both recognizable in order to work as means of translation, but at the same time have different 

 
58 A similar tool had been recently introduced in the restrain context while we were doing fieldwork, 

even if it was meant to be shared among the psychiatric wards and the medical emergency support (118), 

which could know in advance about free beds when it had to decide on where to take patients in need 

for admission. Nevertheless, many SPDCs did not use to update their list, or they did by performing 

some strategies, such as waiting to discharge patients after the daily communication of their beds 

availability. 
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meanings in the different sites employing them (ibidem). As Wenger observes (1999), boundary 

objects can enable coordination without necessarily creating a bridge between the two worlds’ 

perspectives and meanings. Within each community, the boundary object – in this case the 

inpatient list – is interpreted and adapted to local needs, thus it is employed differently. In the 

Mental Health Centre, the document provides a detailed overview of the ward’s situation in 

terms of saturation and profile of the inpatient population, helping professionals to have a map 

of the available options if they need to hospitalize someone or, conversely, discharge some of 

their patients. Its relevance is evident in the fact that in both the Violet and the Tulip Centre it 

is printed daily, placed on the main desk and consulted by psychiatrists as they arrive, together 

with the notebook (‘quaderno delle consegne’) where salient events of each shift are written 

down by the staff. This daily rite offers relevant information not only about the situation in the 

MHC, but also in the ward, providing them with a general frame of the extended context in 

which they are going to operate. Additionally, the inpatients list reveals the degree of ward’s 

use of each MHC, namely the quota of patients that every centre has hospitalized at that 

moment. For centres which usually have many patients admitted to the ward, such as the Tulip 

Centre, this works both as a reminder – they cannot “forget” who and how many of their patients 

are currently in the SPDC – and as an organizing tool, which they use to plan visits in the ward, 

prioritize activities and discharges, and allocate beds in their centre as they return available. 

In the SPDC, the document is employed with a double purpose. On one hand, it allows the 

staff to easily observe the time each patient has already spent in the ward, because the date of 

admission is indicated. On the other hand, information about each patient’s MHC of reference 

represents a tool they can use to solicit discharges or transfers to those centres which appear 

poorly collaborative. Negotiations with community colleagues usually revolve around these 

two elements, resulting in discharge requests which typically take on the following forms: “the 

patient has been in hospital for many days”, or “you [as a centre] have N patients here, would 

you take at least one of them?”. These negotiations occur by the phone but also face to face, 

when community psychiatrists visit the SPDC to have clinical interviews with their patients or 

discuss post-discharge plans with their colleagues. If the Iris Ward benefits from more defined 

boundaries which allow it to defend itself against improper admission requests in the ER, it has 

lower bargaining power when it comes to Mental Health Centres. The following extracts 

describe two episodes which represent the ward’s impossibility to resist an admission decided 

by community psychiatrists, despite staff’s opinion about its appropriateness.  

Excerpt 4.34. In the morning, Tatiana has talked to her psychiatrist (Tulip Centre). 

Tatiana refuses the depot therapy. Her psychiatrist said she is not ready for discharge 
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e the centre has no available beds to host her, so she is going to stay in the ward at 

least until Monday [four days later], because according to the doctor she is on the 

verge of a crisis. I perceive ward’s staff dissatisfaction with this decision: they have 

known Tatiana for years and they are sure she is not near decompensation. (Iris 

Ward, fieldnotes) 

Excerpt 4.35. We are waiting for a patient named Pino, to whom the Tulip Centre 

psychiatrists have decided to do an ASO [mandatory health assessment] followed 

by hospitalization (voluntarily or under TSO). Franco [nurse] bursts out laughing as 

he hears the news, because Pino is a dual diagnosis patient very well known to the 

services, who has always lived in precarious conditions. Marzia [nurse] later 

describes him as a “super chronic [patient]” (‘cronicone’). All of the staff considers 

the ASO and the admission inappropriate to the difficult time the ward is going 

through, without any apparent urgency. With Pino we will have 14 inpatients, 

including a minor, 10 of which are Tulip Centre’s patients. (Iris Ward, fieldnotes) 

 

Besides ordinary negotiations between ward’s and community psychiatrists, the SPDC 

cannot refuse to admit patients from the centres if it has available beds, and cannot discharge 

people who are not about to be hosted in the centres, in other facilities, or deemed ready to go 

home by their community doctors. This situation is considered to be unbalanced because while 

the Mental Health Centres can read their inpatient list daily, the ward has no access to 

information about people hosted in the centres besides that which is provided directly by the 

community psychiatrists. When ward’s staff is told that the centre has no availability of beds, 

and cannot send anybody home to free some, it has no opportunity to verify this information, 

while it perceives itself completely exposed to MHCs surveillance. On one hand, this apparently 

uneven distribution of information is rational, because Mental Health Centres coordinate 

patients’ trajectories and have to know if they can rely on the ward when they have to manage 

a crisis. Moreover, each patient’s situation is complex and could never be summarised nor 

discussed in details with the ward’s stuff in order to decide collectively – assuming that this 

would make any sense – about his/her actual need to “occupy a bed” in the Mental Health 

Centre. On the other hand, ward’s worries that opaque strategies can be performed by the 

centres (especially the apparently less cooperative ones) are understandable. Nevertheless, as 

far as I have observed on the field while I was there, no explicit lies have been told about beds 

availability – which, as we have seen, cannot be said for the Pine Ward – and community 

psychiatrists can decide to make their choices more transparent to the staff’s ward by describing 

the situation of their centre, offering full collaboration and reassuring about the forthcoming 

discharge of their patients when not immediately feasible. 
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4.6 Conclusions 

 

The present chapter has provided an overview of mental health services as they have evolved 

along the de-institutionalization process. Within each observed context, the model of balanced 

care (Thornicroft & Tansella, 2002), which combines hospital and community services, 

developed differently according to local resources and sensibilities. In the Piedmontese context, 

hospital care seems to have a more prominent role, and community care is more oriented toward 

residential care. On the contrary, Friuli Venezia Giulia invests on community services and 

specifically on semi-residential care, provided in 24-hours Mental Health Centres. 

In both cases, the ‘hospital’ and the ‘community’ components are defined and practiced as 

two different social worlds, where working experiences, perceptions of time, and relationships 

with patients acquire different features and meanings. If in the restraint context the ‘ospedale-

territorio’ dichotomy is sustained on an institutional basis, deriving from Law 833/1978 and the 

division of labour among mental health services it established, in the no-restraint context the 

dichotomy assumes ideological traits, stemming from the principles which inspired the reform 

and which prioritize the community over the hospital. This results in two different institutional 

maps (Strauss et al., 1981), on which the psychiatric ward (SPDC) performs a different 

function: it can be the only place designated to treat crisis (restraint context), or it can be one 

among other places which treats specific cases (e.g. the ‘onsets’) in a context of multi-situated 

crisis management. 

Beyond this ideal division of labour between the services, in everyday practice conflicts arise 

around the allocation of patients, because professionals working in different locations can see 

the institutional map differently. Each service acquires its own shape, constituted by staff’s 

conceptions about how it should be, who it should treat, and which are the conditions necessary 

to proper work (ibidem). Here I have discussed the shape of the ward, focussing on the two 

most debated issues in everyday practice: numerousness and profile of the admitted population. 

With respect to numerousness, despite the similar maximum capacity of the Pine (16 beds) and 

the Iris Ward (15 beds), we have observed a tendency to normalize overcrowding in the first 

context (which hosted up to 21 inpatients during my fieldwork), and to reconceptualise it, 

equating it with an almost full or particularly problematic ward, in the second context. With 

respect to the patients’ profile, the Pine Ward shows more permeable boundaries to many 

categories of people, both psychiatric (pure or with concurrent organic pathologies or 

addictions, acute or not) and non-psychiatric. This is clearly related to overcrowding and it 
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produces staff’s general discontent for the ward’s misuse by colleagues and other agencies, 

which attribute heterogeneous behavioural problems to psychiatry. On the contrary, the Iris 

Ward’s boundaries seem less porous, and pertinence of admission more severely evaluated: 

intoxication from alcohol or substances is treated in the Emergency Department, organic 

conditions (especially those requiring medical devices) are not allowed in the ward for safety 

reasons, and non-acute patients are generally treated my Mental Health Centres.  

When it comes to decide upon admission, categorization of patients is not always 

straightforward, and negotiations become crucial. They are performed on two main grounds: in 

consultations in the Emergency Room, and with community psychiatrists and other colleagues 

outside of hospital who ask to admit one of their patients. In the ER, the shape of the ward has 

to be defended by the consultant psychiatrist, who works as the SPDC gatekeeper and is asked 

to filter inappropriate requests of admission. The doctor’s decision does not necessarily meet 

with nursing staff’s approval, and can be contested operating a re-categorization of the admitted 

patient so that s/he can be deemed inappropriate (e.g. from hybrid patient to drug addicted only, 

and therefore a non-psychiatric patient). Community psychiatrists actively cooperate with 

SPDC’s colleagues to perform circulation work, namely that set of operations (admissions, 

discharges, transfers and exchanges with other services) which allow patients to circulate and 

the ward not to be overcrowded, reduce the average length of stay, and make beds available to 

new emergencies. Strategies employed in negotiations differ according to the context: in the 

Pine Ward, they consist in pretending the ward is full, diverting patients to other SPDC, or 

omitting information which may hinder transfer requests; in the Iris Ward the invocation of 

each MHC’s load on the unit is a useful strategy to solicit discharges or trade a new admission 

with a discharge or transfer. In both cases, strategies are supported respectively by personal 

‘allocation skills’ and relationship with the colleagues, and by the inpatient list which works as 

a boundary object connecting the ward and the community. This document undermines the 

bargaining power of the SPDC because it makes it transparent in terms of beds availability: 

while the Iris Ward has better chances in negotiating with the Emergency Room because of 

routines and informal agreement between departments, the Pine Ward is more skilful in 

negotiations with community psychiatrists and other facilities (e.g. other SPDCs) when it comes 

to admission, but more exposed to delays in discharges. 

 

 

 



141 
 

Table 4.3 provides a synthetic overview of this chapter’s content. 

  

  Restraint context No-restraint context 

SPDC’s position on  

the institutional map 
Place of crisis 

One among other places 

of crisis 

SPDC’s shape 

Inpatients 

numerousness 

Overcrowding  

normalized 

Overcrowding  

re-conceptualised  

as near-fullness 

Inpatients 

profile 

(pertinence 

permeability) 

Pure, Hybrid, 

Organic, Non-acute,  

Non-psychiatric patient 

Pure, Hybrid 

(detoxification in ER or 

ICU), Post-acute patient 

Nurses’ strategies to  

defend SPDC’s shape 
- 

Re-framing of  

patient’s profile 

Circulation work strategies 

(with community psychiatrists and 

other agencies, e.g. other SPDCs) 

Pretending ward’s 

fullness; 

Diverting patients to 

other SPDCs; 

Omitting information 

Invoking near-fullness; 

Invoking MHC’s load 

on the SPDC 

Resources supporting  

circulation work strategies 

Personal ‘allocation 

skills’; relationships with 

colleagues 

Inpatient list 

Bargaining 

power 

With ER doctors Low High 

With community 

psychiatrists 

High (admission) 

Low (discharge, 

transfer) 

Low 

Table 4.3. SPDC’s profile and practices in the restraint and the no-restraint contexts. 
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Chapter 5 

 

Combining healthcare, compassion and coercion  

Repertoires and strategies to provide (good) care in acute psychiatric 

settings 
 

 

«I have been trained in the empathic exploration of intensely personal 

experiences and emotions with people who are destabilized and vulnerable. I 

have also been trained in noninjurious methods of taking down and 

restraining a violent patient within the context of (frequently coerced) 

inpatient treatment. Psychiatric treatment is thus a combination of 

compassion and coercion. Coercive interventions have produced many critics 

who argue that psychiatric treatment is simply the punishment of social 

deviance. However, I have also known very compassionate and ethical 

clinicians, very ill and self-destructive patients, some of whom began their 

relationship with me or another clinician in such a dark place that they 

evaluated everything around them negatively, including the prospect of a 

continuing existence.» (Calabrese 2011, emphasis added) 

 

The words of psychologist Joseph D. Calabrese (2011) expose the dual mandate that mental 

healthcare workers are expected, and trained, to achieve. Indeed, the coercive dimension he 

refers to points to the most controversial problem of psychiatric institutions (Steinert et al., 

2014). The use of coercive tools – whether physical, pharmacological, or environmental – 

within the clinical context of mental health services contributes to the ‘therapy versus custody’ 

dilemma, which has been acknowledged in other controversial fields, such as prison nursing 

(Willmott, 1997) and forensic psychiatry, described as ‘moral minefields’ (Austin et al., 2009). 

As Calabrese suggests, the inherent risk of focusing on coercive interventions is such settings 

is that of obscuring the compassionate and caring dimension of mental healthcare, reducing 

psychiatric treatment to an instrument of social control and overlooking the complexities 

intrinsic to everyday clinical work. 
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Thus, the aim of this chapter is to account for how care and coercion are held together in 

everyday clinical practice. What we have observed on the field is that the combination of these 

two dimensions is not unproblematic for the actors involved: not only the adoption of coercive 

means can pose ethical issues debated within the professional teams, as well as negative 

personal feelings and threats to professional identity as carers, but the curing and the controlling 

functions can be so entangled to become practically undistinguished by professionals 

themselves. The following excerpt from the interview with Paolo, psychiatrist in the Iris Ward, 

provides an example of how, in everyday prescription of pharmacological therapy, mandates to 

cure and control behaviour are pursued simultaneously, in this case by using drugs having a 

double – curative and sedative – effect, or by combining different drugs which make harder to 

draw the line between such purposes.  

Excerpt 5.1. Interviewer: Without environmental restraint, such as the locking 

of the doors, or mechanical restraint, the available tools you have are both 

relational and pharmacological, right? 

Paolo (psychiatrist, Iris Ward): Yes. 

Interviewer: If I got it right, the pharmacological tool seems to have a double 

dimension: therapy administration as needed, and the regular sedative therapy. 

Do you think this is a correct interpretation? 

Paolo: I think it is an interpretation which is more nuanced. […] For example, the 

man who just got agitated, we gave him therapy as needed to contain this temporary 

verbal aggression, this agitation, but we can also change his [usual] therapy, so I 

changed it and prescribed both a therapy which will have a curative effect over the 

days, and a more sedative one. 

Interviewer: Ok. So the distinction between a curative and a sedative dimension 

of therapy makes sense? 

Paolo: Not always, I mean, usually therapy includes both of the things. […] We 

usually administer them both [a curative and a sedative therapy]. […] It [therapy] 

has a double function. 

Interviewer: When you give En [delorazepam] to Giulia [a young inpatient who 

used to try to harm herself], is it also meant to cure, to reduce her anguish 

[besides controlling her behaviour]?  

Paolo: This is difficult to say. 

Interviewer: Yes, it is difficult for me to understand. 

Paolo: It is difficult for me as well, I never thought so much about it, we give both 

sedative drugs and drugs which influence the structural dimensions of delusions for 

example, of hallucinations. 

Interviewer: Such as antipsychotics? 
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Paolo: Usually sedative drugs are antipsychotics too. I mean, there are 

antipsychotics which make you very drowsy, but also facilitate sleeping and the 

restoration of normal sleep patterns, and there are antipsychotics which simply affect 

hallucinations. We use them both. 

Interviewer: […] But when nurses ask you to increase sedation, are there 

/specific drugs/?  

Paolo: /Particular drugs/, yes, which only play that part, such as promazine, Talofen, 

or Entumin [clotiapine] when promazine is not enough. […] On the other side, 

Haloperidol affects delusions, over the days it potentially turns hallucinations off 

[besides having a sedative effect]. 

 

This excerpt shows that not only can coercive and curative purposes become undistinguished 

in everyday clinical practice, but that they can overlap and invest different temporal frames: 

control of behaviour whereby medical means (i.e. pharmacological therapy) may be relevant 

either to manage and contain situations in the short term, or to perform a prolonged effect, 

usually as long as the curative medication takes to show its efficacy (e.g. to ‘turn off’ those 

hallucinations which make the person agitated or aggressive). This also relates to the 

exploitation of sedative effects antipsychotics can have in the short term, despite their 

prescription for treatment purposes over time: we have called such sedation a deliberate 

collateral-effect of the administration (see Chapter 2.4.3). The routine combination of sedative 

and curative medication, however, does not prevent professionals from intervening on one of 

the two dimensions only, if they wish to: the administration of promazine, as Paolo explains, 

pursues the aim of controlling a patient’s behaviour, of disciplining it. It is no coincidence that 

requests in this sense usually come from nurses, who are the professional group more concerned 

with the management of life in the ward (Strauss et al., 1981). When stimulated by the questions 

asked in the interview, the psychiatrist acknowledges the controlling (sedative) purpose of a 

specific medication, which is nevertheless accompanied by other therapeutic elements, both 

pharmacological and relational. Either within a single intervention (e.g. the administration of a 

sedative and curative dose of antipsychotic) or a combination of them, care and control seem to 

go hand in hand in everyday psychiatric practice. 

What I wish to present in this chapter is how the coercive dimension of psychiatric practice, 

when acknowledged as such – either because it seems evident in interventions implying the use 

of force, or made explicit in the discussion, such as in the interview quoted above –, is dealt 

with by mental healthcare workers and practically made compatible with the provision of good 

care.  
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The complex entanglement between situated, temporary goals in treating acute patients – 

and ultimately between the purposes of psychiatric treatment – can be practically solved 

whereby two repertoires: the first one I will call outsourcing coercion, which consists of 

excluding coercion from practices and discourses of care and attribute it to different actors, and 

the second one I will call embedding coercion, entailing the performing of coercion as (good) 

care. Repertoires convey different notions of good mental healthcare and result in different 

attempts to realize it in practice, for they consider both ideals and their performance or 

enactments (Pols, 2003; Mol, 2002). The following paragraphs present pure, ideal typical 

versions of these repertoires I separated out for my analysis: in the real world, they are not 

exclusive of one or another mental healthcare context considered (e.g. they do not belong either 

to the ‘restraint’ or to the ‘no restraint’ context), but instead they are adopted transversally, 

combined, or contaminated with spurious local elements. Moreover, they are employed to talk 

about different coercive interventions, whether mechanical, chemical, or manual restraint, but 

also involuntary treatment and forced medication. Besides the description of each pure 

repertoire – and the presentation of empirical data from both contexts in which they are rooted 

– residual aspects, deviations and controversial elements will be discussed. 

 

5.1 Managing crisis in and outside the hospital 

 

Before analysing coercive practices and strategies which practically and discursively hold 

them in a registry of (good) care, I will provide them with context by describing the services in 

which fieldwork has been conducted. I will consider here services where acute patients have 

been hosted along my period of observation: the Pine and the Iris Wards, but also the Violet 

Centre which usually hosts people alternatively to hospitalization. Since no acute phases of 

illness or involuntary treatments have been observed there, the relevant aspects of the Tulip 

Centre – common to other 24-hours MHCs – will be mentioned in the paragraph dedicated to 

the Violet Centre. Spaces, routines, door policies, professional groups involved, and an outline 

of practices performed to care for acute patients, will be considered for each context.  
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5.1.1 The Pine Ward 

The Pine Ward is a sixteen-bed unit, provided with seven double bedrooms and two single 

ones, located on the ground floor of the local general hospital. Two doors separate the ward 

from the crowded corridor connecting the main entrance, the café and the other units. The first 

door encountered when walking towards the ward is usually open59: only in situations of 

elevated risk of absconding (‘rischio fuga’, i.e. the patient may leave the ward without having 

arranged a temporary exit or discharge with the staff) the door is locked to introduce a second 

barrier, should the patient manage to pass the main door. The closing of this door is an 

exceptional measure – which we could call of reinforced environmental restraint – I have 

observed twice on the field, for a period of time limited to few hours only. This represents also 

a warning sign to the members of the ward’s staff who begin their shift, indicating that the 

situation behind the door(s) is probably tense60: «After few minutes, Michela [chief 

psychiatrist] arrives, and fears the worst as she sees the double doors locked. I have my keys at 

hand, and as I open the first door I explain this is a precautionary measure for Ms. Rossi [a 

patient the staff believes could try to leave the ward]» (Excerpt 5.2, Pine Ward, fieldnotes).  

Beyond this first door there are four rooms: the chief psychiatrist’s office; a shared medical 

office, where psychiatrists spend most of their time when not busy in clinical work, to carry on 

administrative work, receive colleagues or inpatients’ relatives; the nurses’ coordinator’s office; 

and a small room with a bed which is used at night by doctors on-call. This spatial configuration 

allows psychiatrists to work outside of the ward to perform activities which do not require 

contact with inpatients, being called on the phone by nurses in case of need. As a consequence, 

the time spent working with the nursing staff is perceived by the latter to be limited, resulting 

in more superficial relationships between the two professional groups. 

 
59 By ‘open’ I mean wide open, held open by a wedge or other mechanism. Other door states are: ‘closed’ 

(the door is not wide open but is not locked, so that anyone can open it), and ‘locked’ (the door cannot 

be opened without a key or a security code). 
60 Analogies about this ‘warning sign’ can be drawn with the Iris Ward too. When the open-door policy 

was not yet implemented, the ward occasionally had the main door’s glass broken and repaired with 

adhesive tape. This image has been described to me by staff members as the consequence of a closed-

door policy, which increased tensions within the unit and sometimes resulted in patients’ violent 

attempts to leave by hitting the door, injuring themselves and the personnel who tried to stop them. 

Anxiety resulting from being ‘welcomed’ by such view as they reached their workplace was employed 

in nurses’ discourses to sustain that danger and fear resulting from keeping patients locked in should not 

be part of a mental healthcare worker’s job. Quotations from fieldnotes include Patrizia – stating that 

«those who say that we should close our doors have never come here to work and found the glass with 

the tape, giving you gooseflesh as you were about to enter the lions’ den.» (Excerpt 5.3) – and also 

Elettra: «I come to work in a hospital, not in Vietnam!» (Excerpt 5.4). 
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Excerpt 5.5. Cristian (nurse, Pine Ward): With the doctors we [nurses] have a 

relation which is less close if compared to other wards, I think. This is maybe the 

aspect I find more deficient. There’s a reason for it, because in Heart Surgery you 

work closely together, you share activities, treatment administration, urgency, you 

work side by side, there is this complicity you develop day after day in these 

operations where the nurse is with the doctor, there is more collaboration, more 

interaction. Here, the doctor does his job, which is diagnosis, therapy [prescription] 

and prognosis, while we administer medication and manage life on the ward. 

Moments of real interaction are fewer, so at the beginning this is something which 

surprised me, and I think it should be improved. 

Excerpt 5.6. Gaia (nurse, Pine Ward): With the doctors of our ward we do not have 

a great relationship, maybe we have more familiarity and, I don’t say friendship but 

complicity with community doctors than with our ward’s ones. […] When a 

community doctor is on duty, he spends a lot of time here, in the ward /with us/ 

[emphasised], not in the external medical office. 

 

The consequence of this partial exclusion from the ‘life on the ward’ is acknowledged by 

both psychiatrists and nurses: the latter know the patients better because of the time they spend 

with them, and this knowledge is considered and valued by doctors in the decisional process 

concerning discharge, suspension or renovation of mandatory treatment, but also initiation and 

termination of mechanical restraint61. In the following excerpts from the interviews with 

Sandra, a psychiatrist, and Gino, an experienced nurse at the Pine Ward, we can observe how 

knowledge produced by nurses through observation and their daily relationship with inpatients 

represent a useful element for decisions concerning the performance of circulation work (see 

Chapter 5) and also of coercive practices (notably mechanical restraint and involuntary 

treatment). 

Excerpt 5.7. Sandra (psychiatrist, Pine Ward): They [nurses] tell us how the patient 

is doing, I mean, how he behaves, if his behaviour is adequate, if when they 

administer medication the patient accepts it regularly and easily, if he has a good 

behaviour, a good attitude towards them, the ward and the other patients, because 

obviously they are daily in contact and they can notice the smallest hints that can 

emerge along the different moments of the day. 

Excerpt 5.8. Gino (nurse, Pine Ward): Let’s say that restraint… is signed by the 

doctor. If in a situation of need the doctor is not in the ward, we [nurses] can initiate 

it, if it’s 2 in the morning and the doctor is not here, or it’s 8 in the evening and the 

doctor is not here and the patient goes into crisis, if we believe it is the right thing 

 
61 The Italian verbs for these operations, ‘contenere’ and ‘scontenere’, will be translated as ‘restraining’ 

(or ‘initiating mechanical restraint’ to focus on the physical manoeuvre of tying the patient to the bed) 

and ‘unrestraining’ (or ‘ending/terminating restraint’ to indicate the act of untying the patient). Nouns 

‘contenzione’ and ‘scontenzione’ will be respectively rendered as ‘restraint’ and ‘unrestraining’. Unless 

otherwise specified, the notion of restraint refers to mechanical restraint, the adjective being not repeated 

to make the text smoother for reading. 



149 
 

we can restrain the patient, then you inform the doctor, but we can do it. Termination 

of restraint as well is decided by nurses and doctors. This morning it happened with 

Aldo [restrained patient]. I entered the ward and Ernesto [nurse] told me: “look, he’s 

calmer, I would unrestrain him”, I said: “alright”. Sandra [psychiatrist] has just 

arrived, she was in the external office doing some things, so I called her on the phone 

and I told her: “look, we were thinking of unrestraining Aldo because he looks more 

calm”, she said: “yes, it’s ok, go on”, and later she came to the ward and formalized 

the operation, but there is this trust between the two members of the équipe, you 

know? […] Usually we suggest, “we think that…”, because yes, doctors see them 

[the patients], they come and see them in THAT moment, right? Because when we 

say: “he could be unrestrained”, they come and assess it, we ask them to come 

visiting the person. But in the end it’s us who see the patients 24 hours a day, because 

we have them here all the time, so even if during the visit the patient seems well, but 

we have seen him agitated all day long, doctors take us into consideration and say: 

“no, we do not unrestrain him”. 

 

The emphasis that Sandra places on behaviours, and the description provided by Gino, 

resonates with the relevance of nurses’ observation work discussed in previous literature 

(Hamilton & Manias, 2007). While doctors’ knowledge of patients is produced mainly in the 

context of formal psychiatric interviews, nurses’ clinical gaze provides an account of mental 

states in action, produced through both probing and discreet observation of patients’ everyday 

activities (ibidem). Such knowledge is rich in situated details and rooted in the social life of the 

ward, which nurses both observe from distance (e.g. interactions between patients) and 

participate in (e.g. by interacting with patients while administering drugs, assisting with meals, 

or playing cards with them in the living room). This virtually continuous observation, 

annotation and codification of each patient’s behaviour in the clinical record is also a 

disciplinary tool, which produces a permanent dossier (Foucault, 2004) accessible to every 

member of the organization at any time, useful to inform decisions about discharge, restraint, 

exit permissions, and need for involuntary treatment. 

Time on the ward is regulated according to a specific routine, providing temporal regularity 

to both patients and the staff. This constitutes what Eviatar Zerubavel has called a clockwork 

environment (1979), namely a social setting whose daily life is structured according to fairly 

rigid schedules. At the time of admission, a booklet is supplied to patients and their families 

which synthetises daily activities organisation and rules on the ward. Similarly to other hospital 

wards, meals are scheduled at specific times (breakfast at 8, lunch at 12, a snack at 16.30, and 

dinner at 19), and so are the administration of medication (after breakfast, at 15, and at 22) and 

relatives’ visits (between 13 and 14.30, and between 19.30 and 20.30). In the afternoon, on 

weekdays only, rehabilitation activities such as art- and music-therapy are carried out by an 
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OSS who independently trained in this field: participation is open to inpatients, both 

individually or in groups, and occasionally to people who wish to continue with their individual 

therapy for some time after discharge.  

With respect to the ward’s rules, there are a number of objects which are not allowed for 

safety reasons (e.g. lighters, scissors, belts, drugs), while others are withdrawn for the night 

(e.g. phone chargers) or kept by the staff and provided on request for specific activities and in 

rationed amounts (e.g. cigarettes, money, shampoo and shower gel). Patients can generally have 

their own cell phones and personal computers, but these can be kept by the staff if their use is 

deemed inappropriate or dangerous (e.g. frequent calls to the police, uncontrolled online 

shopping and money waste). For people whose phones have been withdrawn or who do not 

possess one, calling is allowed using ward’s telephones, which nevertheless allows the staff to 

exert some control over patients’ communications.  

Smoking is regulated as part of the ward routine – being allowed once per hour, at half past, 

from 6 in the morning to 23 – so that few minutes before the established time patients come to 

the nurses’ room or go to ward’s terrace waiting to receive a cigarette. This timed smoke breaks 

have been introduced by the staff to avoid continuous interruptions by patients asking to smoke, 

but also to prevent them from smoking too many cigarettes a day and running out of them 

quickly62. Coffee consumption is regulated as well, being allowed twice a day, once in the 

morning and once after lunch. Coffees are brought to the ward by a member of the staff, who 

collects the requests of patients and the money from their personal drawers controlled by the 

personnel, and goes to the coffee makers outside the unit with a small trolley to transport the 

cups. Patients can temporarily leave the ward to go to the coffee makers or the hospital’s café 

if accompanied by a member of the staff, and only if their exit is deemed appropriate by the 

personnel. Decisions upon the appropriateness of ‘taking a patient out’ can be made by nurses 

themselves, but some of them do not wish to take on responsibilities and prefer to ask 

psychiatrists about it, sometimes generating tensions around an evaluation which doctors 

consider to fall within nurses’ competences. This attitude is related to a more general defensive 

 
62 Provisions of cigarettes appeared to be a fundamental element in both the studied contexts: rates of 

smoking among people with mental disorders are generally higher than the general population (Lawn et 

al., 2002), and hospital’s smoking ban is considered both risky (it would make patients nervous because 

of nicotine dependency) and unfair (a couple of nurses in the Pine Ward have observed how patients in 

other wards are free to exit the ward to smoke, while SPDC hosts cannot). Literature on this topic 

highlights how control over patients’ access to smoking is both a mechanism of social control and a 

health protection measure, even though a smoking routine such as that observed in the Pine Ward might 

lead to increased levels of consumption, by making it a focus of the day in a context characterised by 

boredom and few other activities (Wood et al., 2013). 
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approach, which intensified over the years, progressively reducing the number of activities and 

completely suppressing exits and walks outside the hospital which were once allowed. 

Initiatives and flexibility about rules are now left to individual staff members or to group 

decisions in the single shift, sometimes resulting in internal discussions with ‘too permissive’ 

colleagues, and tensions with patients who may feel disoriented or complain about 

differentiated treatment depending on the nurses on duty. 

Working shifts are organised on three intervals: the morning shift (from 7 to 14), the 

afternoon shift (from 14 to 21) and the night shift (from 21 to 7). During the week, four among 

nurses and OSS are on duty in the daily shift, three in the night; in the weekend, staffing in the 

daily shifts is reduced to three units. At every shift change, a short meeting called handover 

(‘passaggio di consegne’) is held, involving one nurse of the previous shift and all of the 

colleagues of the following one. Average duration ranges from 15 to 30 minutes, during which 

each inpatient’s case is synthetically described, together with significant recent events, expected 

admissions or discharges, and any other information relevant to the ward activity. Nurses’ 

coordinator is occasionally present, while psychiatrists never attend these meetings: they are 

present only on the morning briefing which precedes clinical visits, and which is mostly useful 

to orient activities and perform circulation work (see Chapter 4) by evaluating and organizing 

discharges and transfers63. Psychiatrists are on duty from 8 to 20 in the weekdays, from 8 to 14 

on Saturdays, and they are on-call on Saturday afternoons, Sundays and nights. Their presence 

on the ward is not fixed in terms of number, and due to a chronic shortage of human resources 

it was not infrequent, during fieldwork, to observe only one doctor on duty on a weekday shift. 

CCTV surveillance is present on the ward in the single bedrooms, in the communal spaces 

(i.e. living room, terrace, hall and dining room), and by both sides of the main door. Screens 

showing CCTV cameras images are placed in the nurses’ room, and are looked at by the staff 

routinely during the day and more carefully at night. 

 

 
63 As we will see in the following paragraphs, this is not true for the no-restraint context. In the Iris 

Ward, a meeting involving nurses, psychiatrists and OSS is held in the morning, while the équipe 

meeting in the first afternoon see again the participation of all the professional figures, of both the 

morning and the afternoon shifts. The only meeting psychiatrists do not attend is the one preceding the 

night shift, because no doctor is present at night but only available on-call. The same applies to the 

Violet and the Tulip MHCs. 
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5.1.2 The Iris Ward 

The Iris Ward has fifteen beds available distributed in ten bedrooms, which are used as single 

bedrooms when there are up to ten inpatients, or as double ones when needed. This frequently 

allows to provide patients with single bedrooms, avoiding conflicts and difficulties which might 

emerge in specific situations between roommates; on the contrary, due to overcrowding, in the 

Pine Ward patients have one if not two room-mates most of the time.  

The Iris Ward is located on the second floor of a general hospital. It is the only ward on the 

floor: by using either the stairs or the lift, a big hallway is reached, and the ward entrance can 

be found on the left. Right outside the ward’s main door there are a couple of medical offices – 

one for the chief psychiatrist, and another which is used for meetings with community mental 

healthcare workers and patients’ relatives when the offices within the ward are not available or 

too small for the number of visitors –, a coffee maker and a couple of plastic chairs. 

The ward’s door is wide open twelve hours a day, from 8 to 20. This is a relatively recent 

measure, introduced in 2015 by the former chief psychiatrist, and achieved gradually by 

opening the door from few to several hours per day. The staff explained to me that it would be 

sufficient for them to keep the door closed (unlocked), so that everyone could open it freely, 

but due to the automatic, magnetic mechanism which locks the door as soon as it is closed (so 

that a code known only to the staff has to be typed on the keypad next to the door to unlock it), 

they have to keep it wide open64. This policy change has been accompanied by the introduction 

of a box where staff could anonymously deposit their written thoughts on the opening of the 

door. These have been copied in a file I had the opportunity to read and print for the purpose of 

this study. Topics addressed by these texts concern the reduction of tensions and patients’ 

aggression resulted from opening the door, and the blurring of the boundary between the 

‘inside’ and the ‘outside’, but also the perceived reduction of patients’ privacy who may wander 

around the ward in their underwear and be visible from outside the ward, and the demanding 

task of discreetly monitoring the hall (e.g. while being seated and chatting with patients), which 

is sometimes mistaken by visitors as negligence. Indeed, the open-door policy requires the 

constant presence of at least one member of the staff in the hall, in order to observe who enters 

the ward and who might attempt to leave. Inpatients are free to go to the coffee maker beyond 

the ward’s door, and to walk in the hallway as they drink their coffee or chat with some visitor, 

but they cannot take the stairs or the lift unaccompanied. Walks in the yard, to the hospital’s 

 
64 Was it actually impossible to find alternatives (e.g. by asking the hospital to replace the door 

mechanism) in these five years, or does this solution performs other (expressive) necessity as well?  
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café or chapel are allowed with a member of the staff if the exit permission is deemed clinically 

appropriate, and temporary leaves of several hours can be arranged with relatives or with 

community professionals if activities outside the hospital have been planned and agreed with 

ward’s psychiatrists65. In this respect, ward’s (and, more generally, hospital’s) boundaries are 

more permeable than in the Pine Ward, in both directions: not only exits are more frequent and 

can cross the hospital’s perimeter, but also external visitors are allowed to stay in the ward 

outside of pre-determined spans of time. 

With respect to ward’s rules, patients can generally keep their money and cigarettes, though 

they can deposit them in a personal drawer in a dedicated locked room with other personal 

effects if they wish. Potentially dangerous belongings – such as lighters, drugs, and sharp 

objects – are not allowed in the Iris Ward either. Smoking is possible around the clock, in the 

smoking room or on a small balcony used by the staff as well, but patients have to rely on 

personnel to light their cigarettes.  

Working shifts are organised on three intervals: the morning, the afternoon and the night 

shift, which is longer than in the Pine Ward (from 19 to 7). Five between nurses and OSS are 

on duty in the morning shift, four in the afternoon and three at night. Psychiatrists are on duty 

from 8 to 20 in the weekdays, from 8 to 14 on Saturdays, and they are on-call on Saturday 

afternoons, Sundays and nights. Shortage of human resources was so severe when I conducted 

fieldwork that there was usually one doctor for each shift, except for occasions of overlapping 

in the central hours of the day: the morning doctor usually had to leave the ward later to finish 

clinical and administrative work s/he was not able to complete in the morning, especially if 

consultations had been required from the ER or critical situations occurred.  

Between one shift and the other, a short meeting is held to synthetically communicate 

information about relevant events, involving one nurse of the previous shift and all of the 

colleagues of the following one. Each morning, around 9, a meeting involving nurses and 

psychiatrists is held to organize the activities of the day and discuss each inpatient’s situation. 

Between the morning and the afternoon shift (h. 13-14) an équipe meeting takes place involving 

all of the nurses and OSS of the two shifts, the nurses’ coordinator, psychiatrists, and nursing 

 
65 Temporary leaves and walks in the surrounding of the hospital were once allowed in the Pine Ward 

as well, but have been gradually reduced to the point of suspending them due to an increasingly 

defensive attitude after an accident (the self-inflicted death of a patient who had received a temporary 

permission to go home). Today, when deemed clinically appropriate, patients are at best accompanied 

by the staff to the hospital café – 50 meters away from the ward door – for short periods of time. Critiques 

to this risk-aversive approach have been expressed by both the nursing staff of the ward and external 

figures of the MHD (e.g. Cedar Centre’s nurses coordinator). 
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or psychiatry students when present66. This équipe meeting hosts discussions between the 

different professionals about each inpatient, incorporating debate on concrete issues and 

reflection on ward’s practices in everyday work. To the purposes of this study, this activity – 

to which I have had daily access – represented a privileged occasion to observe discursive 

practices addressing conflicts and contradictions inherent to mental healthcare, how staff 

collectively shaped the rightness or wrongness of a specific decision or act of constraint, and 

how they combined it with notions of good care (Brodwin, 2014; Mol, 2010). Occasionally, the 

discussion can open to professionals external to the ward, such as community psychiatrists, 

extending the discussion to issues concerning broader mental healthcare services, called into 

question by specific cases. For the other shift changes (i.e. at the beginning and the end of the 

night shift, namely at 7 and at 19), a shorter meeting is held to synthetically communicate 

information about relevant events, involving one nurse of the previous shift and all of the 

colleagues of the following one.   

 

5.1.3 24-hours Mental Health Centres. The Violet and the Tulip Centres 

The Violet Centre is located in a wide and beautiful park, quiet, well-tended and rich in 

biodiversity. In order to prevent its identification, I will refer to it as the Peaceful Park, because 

of the feeling of calmness I got from walking along its trails in those warm, late September days 

of fieldwork. The park, which is located in a peripheral area of the city, used to host the former 

psychiatric hospital, and its name is still associated by many inhabitants with the old institution. 

The past is not only embedded in local language, memories and common sense, but visible, 

even readable: the very name of the bus stop I used twice a day with many patients and service 

users – because the park also hosts the local SerD (drugs and other addictions service) and 

several administrative health facilities – still reports ‘psychiatric hospital’ right after the name 

of the park. The immediate association between the place and mental health can represent an 

obstacle to the treatment of new people, who might prefer being admitted to the neutral general 

hospital instead. 

Excerpt 5.9. Sonia (psychiatrist, Violet Centre): This Mental Health Centre rests on 

an area that is the same of the former asylum, so the patient can live it like: “I’m not 

coming to the Peaceful Park because it’s a place-, because it’s for those of the 

 
66 A member of the staff – usually an OSS – does not participate in the meeting to remain in the hall and 

provide assistance to people in the ward. S/he also protects the meeting by asking patients or visitors to 

wait for it to be over, and answering the ward’s phone so that non-urgent calls do not interrupt the 

discussion. 
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asylum, because there was the asylum, I’d rather go to the hospital because it’s more 

socially acceptable to be admitted to the hospital without saying where [in which 

ward]”. 

 

The organization of a whole new model of mental healthcare after the dismantling of the 

asylum entailed also a re-signification of the place, in an attempt to overcome the stigma and 

related feelings of shame linked with frequenting and staying in that area. This is accomplished 

through a complex set of mnemonic products and practices (Olick, 2008), such as books, stories, 

and the recalling of specific episodes, but also buildings and the names they are identified with, 

which tell us something about their past and – more crucially – about their transition to the 

present and the very process of deinstitutionalization. In the following excerpt Cecilia, nurse at 

the Violet Centre, explains to me why a residential facility near the MHC is still called ‘the 

Director’s House’. 

Excerpt 5.10. [Cecilia] tells me about one of these [residential] facilities, called The 

Director’s House [‘la Casa del Direttore’], focusing on its name: it was the facility 

which hosted the director of the former psychiatric hospital, right outside of its walls. 

When, at the beginning of the 90s, the first [asylum] wards began to be closed, 

change was so profound for people who had spent their life in the asylum, that they 

moved to that facility with some mental healthcare workers, literally just outside the 

asylum’s gate. Nowadays, the residential facility maintains this name in order to 

remember what it had been, which is something Cecilia considers of fundamental 

importance. (Violet Centre, fieldnotes) 

 

From a spatial point of view, the Violet Centre is a single-floor building, provided with three 

entrances on three sides. It can host up to eight people in four double bedrooms. The users 

population of the centre is heterogeneous and generally numerous: besides up to eight patients 

hosted on the 24-hours, people can come to the centre to have lunch, collect medication, have 

medical interviews with their psychiatrist, spend the day at the centre, or walk in freely to seek 

help if they are not known by the service yet. Visitors are allowed in the communal spaces and 

generally in the bedrooms’ area as well (under staff’s supervision if deemed necessary), and 

some patients come to the centre with a relative or a caregiver. In a typical weekday shift, the 

staff which is present at the centre includes four psychiatrists, a psychologist, a social worker, 

a rehabilitation specialist, an average of six between nurses and OSS, and the nurses’ 

coordinator, none of which wears a uniform, white coat or identifiable clothing67. Some staff 

 
67 This is consistent with the approach of Basaglia and the professionals working with him, who 

contested their own power as psychiatrists by stripping themselves of its symbols, such as white coats 

(Foot, 2015). In the no-restraint context, references to Basaglia are frequent in many discourses, 
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members continuously leave and return to the centre for home visits and other activities (e.g. 

visiting patients admitted to the SPDC). Contrary to the more static ward setting, the MHC 

context is much more dynamic, dispersed and difficult to observe globally: multiple activities 

are performed simultaneously around (and outside of) the centre, involving several people, and 

including also an intense telephonic activity with other services but mostly with patients, who 

receive day and night support also by phone. These organization and équipe are typical of the 

Tulip Centre as well. As a consequence, the Mental Health Centres are deemed inappropriate 

for specific types or phases of illness which benefit from relaxed, less crowded environments, 

such as the SPDC. 

Excerpt 5.11. Chiara (psychiatrist, Tulip Centre): [A patient is admitted to the 

SPDC] if he requires less stimuli, because if the person is in a frank, flourishing, 

psychotic phase, here [in the MHC] there is too much chaos, there are false 

recognitions [the person can confuse those she meets with someone else], while 

there [in the SPDC] the environment is more protected. Also, for manic episodes it 

can be useful, it is related to the [ward’s] routine, its tidy spaces, which sometimes 

are experienced more easily than MHC, at the beginning. It’s more hospital. 

 

In MHC busy environment, the management of crisis entails a reconfiguration and 

prioritization of the activities around the patient’s needs: one or more healthcare workers can 

be designated follow him/her around and outside the centre (a practice which is called 

‘affiancamento’), accompany him/her for a walk in the park or to the nearby coffee bar, 

administer extra medication (also coercively) and prevent the patient from leaving the centre 

by temporarily locking the exits or, if s/he is outside, by obstructing his/her way and physically 

stopping him/her (only when the person is under compulsory treatment, TSO). Show of force, 

through the gathering of an elevated number of staff members from different professional 

groups, is usually performed to dissuade escalation of patient’s behaviour. No mechanical 

means of restraint are present at this and other centres, while the (oral or intramuscular) 

administration medication with the purpose to control patient’s behaviour should be limited – 

to some extent – by the impossibility for the centre to monitor severe health conditions (MHCs 

cannot perform emergency blood tests, nor electrocardiogram)68. A medical assessment in a 

 
practices and in the material environment (e.g. a poster hung on the wall of the office of Violet Mental 

Health Centre’s director). 
68 In the only case of involuntary treatment observed in a Mental Health Centre (the Violet Centre) 

during fieldwork, the patient – Santiago – was treated with different drugs (quetiapine, olanzapine, 

promazine, biperiden, valproate and delorazepam altogether), at dosages that the medical staff 

considered very high but collectively decided to administer daily. A nurse, for example, commented: 

“it’s impressive to read his therapy and know that he breaths autonomously” (i.e. that he is not 
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hospital environment is performed prior to hosting patients who are not known or who have not 

maintained contacts with the service for a long time. 

In the Tulip Centre, the situation is complicated by an undesirable spatial configuration: the 

building develops over four floors connected by a spiral staircase, and the area dedicated to the 

‘Centro Diurno’ is small, provided with a little garden, lacking the wide and safe spaces 

surrounding the Violet Centre. Crises requiring ‘affiancamento’ are very demanding for the 

staff, which has to follow the person up and down the different floors, or in small areas which 

are usually crowded (e.g. the first floor where users wait to receive medication, the ‘Centro 

Diurno’ populated by both external and admitted patients). Nevertheless, when beds are 

available and the MHC is deemed appropriate for the patient and the phase of illness s/he is 

going through, the Tulip Centre hosts crises as well, including compulsory treatments, and 

despite the efforts required to involuntarily treat patients in an open environment such as a 

Mental Health Centre. 

Due to the open and heterogeneously populated environment of Mental Health Centres, 

control over patients’ belongings is a bit looser than in the hospital. After previous agreement 

with their psychiatrist, users hosted on the 24-hours can leave the centre alone or with relatives 

and friends, and searches are not performed once they go back to the centre. Surveillance over 

dangerous objects and drugs is performed by the staff in a more informal and discreet modality 

than the ward, through enhanced observation and within regular interactions with users. Patients 

can generally keep their money and cigarettes, unless this is considered problematic for specific 

reasons (e.g. the person may lose or waste money, or run out of cigarettes quickly). Smoking is 

possible around the clock, in the area outside of the centres or, at night, in a dedicated space 

within the building. Specific rooms are locked because they are not accessible to the patients 

unsupervised, due to the inherent risks of the spaces or objects stored in there (e.g. pharmacy, 

kitchen and dining room). 

Working shifts in the MHCs are organised on three intervals: the morning (7-14), the 

afternoon (13-20) and the night shift (from 19 to 7). Overlapping portions of shifts are dedicated 

to handovers (‘passaggi di consegne’) or extended équipe meetings (from 13 to 14 or more), 

which take place daily with the participations of all professional groups. Once a week, in the 

Violet Centre, the équipe splits in two segregated meetings (psychiatrists/psychologist and 

 
mechanically ventilated in an ICU. Original excerpt from fieldnotes: “fa impressione leggere ciò che 

prende e sapere che si tratta di una persona che respira in autonomia”). Chapter 6 will further discuss on 

this point comparatively with other practices and their preferability according to our participants. 
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nurses/OSS) to discuss intra-professional issues (e.g. the doctors read the record of new service 

users and assign them to a psychiatrist who will take charge of that case69). Psychiatrists are on 

duty from 8 to 20 in the weekdays, from 8 to 14 on Saturdays, and they are on-call on Saturday 

afternoons, Sundays and nights. In case of critical situations (such as that of Santiago, 

involuntarily treated at the Violet Centre) great availability of both psychiatrists, nurses and 

nurses’ coordinator to prolong their shift over its official ending, or be telephonically reachable 

at nights or weekends even when not formally on-call, has been observed. 

 

5.2. Outsourcing coercion: segregating care and coercion and attributing them to 

different actors 

 

In a nutshell, the first repertoire observed on the field, in both the contexts studied, to hold 

together care and coercion operates by segregating the two and attributing them to different 

actors: respectively mental healthcare workers, and law enforcement agencies (police forces, 

but also hospital’s security guards). This strategy faces a number of problematic issues, 

concerning both the definition of what counts as coercion, and its practical separation – which, 

as we have seen (Excerpt 5.1), is not straightforward – from ordinary care practices. Moreover, 

it provides a tentative – and not always agreed upon – answer to a question which appeared to 

be crucial to our participants: which interventions are expected from (mental) healthcare 

workers? Which fall under their jurisdiction and which do not? 

Even though different actors may draw the boundary between healthcare-related and non-

healthcare-related differently – by including as legitimate practices which other contexts 

exclude and vice versa – the strategy of outsourcing (specific forms of) coercion emerges 

transversally, in both community and hospital settings. This paragraph addresses this operation 

of exclusion of coercion from the realm of healthcare, while the following ones, pertaining to 

 
69 Attribution of the psychiatrist to a new patient is here performed through a discussion: the record of 

the unknown person (written by a nurse who has met her for a first assessment and information 

gathering) is read aloud, and doctors can express their will to “take” the case, in a generally smooth 

(sometimes described as “natural”) distribution. In the Cedar Centre, new contacts are not met by nurses 

beforehand, and therefore no information prior to the first medical encounter is available. Attribution 

follows a casual order (doctors are listed and patients are assigned according to the order of the requests), 

to avoid disagreement emerged in the past when other criteria, deemed non-neutral, where applied (e.g. 

territorial competence penalised the psychiatrist associated with more problematic areas in terms of 

population, extension and accessibility).  
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the repertoire of embedding coercion, will consider how coercive interventions can be retained 

in that realm and performed as acts of (good) care. 

The issue of separating healthcare from non-healthcare practices when it comes to 

intervening on a patient in crisis appeared plastically with respect to the case of Pietro, a patient 

involuntarily admitted to the Iris Ward after having assaulted his general practitioner (the man, 

after three months without medication, was delusional, believing in a conspiracy against him 

between the GP and the mental health services). Pietro is already known in the ward: he has 

been admitted before and has already shown aggressiveness, especially toward other inpatients 

(he once assaulted a Black woman for racial reasons, causing her serious injuries). He is a man 

in his forties, in good physical shape, and a former paratrooper: his admission causes some 

tension in the ward, because of his reputation and the aggressive response to delusions he has 

just showed by assaulting his doctor. On his arrival, he is coercively treated with the most 

commonly used forced medication (Raboch et al., 2010), namely sedative and antipsychotic 

drugs (delorazepam, promazine, zuclopenthixol and haloperidol). Like for every inpatient, 

therapy has to be administered three times a day, but Pietro does not accept treatment from the 

ward’s staff alone: he demands the presence of police officers. 

The issue of treatment refusal and forced medication on involuntarily admitted people has 

emerged transversally across my field: episodes of forcibly medicated acute patients have been 

observed both in the restraint (Pine Ward) and the no-restraint (Violet Centre) contexts, 

generally performed by the healthcare staff itself. On such occasions, the person is held and 

manually restrained (on the floor, on the bed, or in a standing position) by two or more members 

of the staff for few seconds, while another nurse administers medication through injection. In 

the Iris Ward, forced medication is practically decomposed into its constitutive parts: the 

coercive dimension (the ‘forced’ act of restraining the person refusing treatment) and the 

medical dimension (‘medication’ itself, namely the act of injecting therapy). The two elements 

are attributed to different figures – respectively the police (or equivalent agencies) and the 

healthcare staff – which need to be contemporarily present and cooperating to perform forced 

medication. Since police officers are not routinely present in the ward (even though the hospital 

has two dedicated officers intervening on the different wards), they have to be called on purpose 

in situations of need. In the case of Pietro, who regularly refuses therapy, police has to be called 

three times a day for regular therapy administration, as well as for extraordinary episodes (e.g. 

should the patient leave the ward, or assault someone). Such frequent requests for police 

intervention are not easily accepted from officers, which do intervene but question the 
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appropriateness of their presence for medical purposes (i.e. to administer pharmacological 

therapy within a hospital setting). The following excerpt reports fieldnotes cover a whole day 

with Pietro, synthetizing events and discourses around the issue of police intervention for 

therapy administration. 

Excerpt 5.12. At 10 Pietro is awake but still in bed. Rosa [nurse] calls 112 to ask for 

police intervention for therapy administration, but when she hangs up she tells us 

they have been unkind: they told her they have more important things to do, and that 

the SPDC has enough doctors and nurses to intervene without them. Marzia [nurse] 

calls the internal [hospital] police. The officer says he will come, and he will contact 

the external police if necessary. He arrives few minutes later and they [officer, nurses 

and doctor] go to Pietro’s room. I observe from the doorway. Nurses measure his 

blood pressure and other parameters, then he let them administer IM therapy without 

complaining (En, Talofen, acuphase, Clopixol depot). We return to the medical 

office. The officer stays in the hall with us for a while, talking with me and Marzia, 

whom he knows well. When discussing about who should intervene in cases like 

this, Marzia says they [nurses] are only healthcare workers. The officer agrees but 

replies that the internal police is entitled to intervene only if something happened 

(e.g. an aggression), so their presence now is almost a personal favor, because they 

know the ward and its situations. The same cannot be expected from external police 

which does not know/understand the ward. […] It’s almost 14, when afternoon 

therapy has to be administered. Elettra [nurse] tries to call the internal police to ask 

for an officer to come, but nobody answers the phone. Luana [psychiatrist] calls 112, 

explaining that hospital police is not available. After fifteen minutes, two 

[Carabinieri] officers arrive. Pietro is in the TV room. Lorenzo [nurse] approaches 

him, telling him that he should do En and Talofen. Pietro replies: “I do them but not 

aripiprazole” (Abilify). Lorenzo reassures him [and Abilify will not be 

administered]. Pietro goes to his room, followed by Lorenzo (who brings ready 

syringes, cotton wool and gloves), the two officers and me. The man lays on his bed 

and let Lorenzo inject medication without batting an eyelid. We go back to the 

medical office. The officers, both young, seem perplexed, like they did not 

understand the need for their presence for such a calm patient. One of them kindly 

tells nurses that police cannot intervene for a simple therapy administration, that 

they are not allowed to put their hands on anyone within the hospital […] and that 

they can only operate outside, to bring the involuntary admitted patient to the 

hospital for admission or if he leaves the ward, or if the patient smashes something 

or hurts somebody. […] [On the following day, during a staff meeting] Elettra 

[nurse] says: “yesterday an officer told me that we [nurses] are allowed to put our 

hands on patients, and that they [police] come only as a favor”. […] Franco [nurse]: 

“when I worked in [another service] there used to be a great relationship with the 

police, they knew who had to intervene when a patient had to be immobilized. Today 

nobody wants to raise their hands and intervene anymore”. (Iris Ward, fieldnotes)  

 

As we can read from the excerpt, the segregation of the coercive dimension from medical 

elements of forced medication, and its attribution to a third figure (police officers), is not 

straightforward. While the ward’s staff underlines its own healthcare role, maintaining that 
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coercion should be performed by other (designated) figures, police officers prioritize the 

medical setting and purpose of the intervention (therapy administration), contesting the 

pertinence of their involvement70. This situation reveals a general lack of formal agreements 

between the different organizations – mental health services and the police forces – which 

leaves the management of contextual situations to informal routines, relationships developed 

over time between the actors, and personal dispositions of nurses and individual officers (e.g. 

the hospital police which intervenes “as a personal favor” to the nurses they have known from 

a long time)71. Police officers internal to the hospital are generally more available than external 

police forces, because they know and – to some extent – they share the ward’s perspective and 

practices, but nevertheless do find frequent interventions demanding. Police willingness to 

intervene on mental health service users is also influenced by additional elements, such as 

limited resources (external police has only two patrols covering the whole city, and 

interventions in the ward or the MHC usually takes some time), and a general defensive attitude 

(highlighted also by Franco in the excerpt above) influenced by recent serious accidents (e.g. 

the death of Andrea Soldi in Turin after a violent police intervention to perform a TSO). Police 

intervention does not necessarily translates into the use of force, either because their sole 

presence is sufficient to persuade a patient to cooperate, or because some officers have 

developed relational skills useful to gain patients’ trust and convince them to accept medication 

or admission. In the case of Pietro, medication is not materially forced on him: coercion is due 

to the involuntary treatment, and in front of the police officers he allows nurses to inject therapy. 

What I wish to focus on here, though, is the repertoire adopted by SPDC mental healthcare 

workers, who discursively (i.e. by maintaining their healthcare role) and practically (i.e. by 

calling the police) separate coercion from care, even when the two are entangled in the 

performance of a single intervention (i.e. involuntary therapy administration). Exclusion of 

coercion from ward’s pratice has been maintained also with respect to other coercive 

 
70 Questioning of the appropriateness of the police intervention has been observed also in the Violet 

Centre: “Clarissa [nurse] speaks about yesterday evening’s intervention of the police officers, who used 

their physicality to persuade Santiago to take medication [show of force]. After the successful 

intervention they complaint with nurses, saying that for similar cases they should call the doctor on-call 

or the ambulance, because they [police officers] are officers of justice and they are not comfortable in 

intervening to convince a patient to accept therapy. Clarissa says that they replied claiming that Santiago 

was in involuntary treatment, so it was legitimate to call the police”. (Excerpt 5.13., Violet Centre, 

fieldnotes) 

 
71 Lack of formal agreements between mental health services and police forces is present (and potentially 

problematic) in both the restraint and the no-restraint context. Relationships between the two are then 

fluctuant over time and space, depending on the position of the local police leadership.  
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interventions, such as the prevention of patients’ absconding through environmental restraint 

(temporary locking of the doors) or physical restraint: «the only place when you can be sure 

that a person does not escape is prison. We are healthcare workers, security is a police matter, 

and that’s all!»72 (Franco, nurse in the Iris Ward). 

Outsourcing of coercion and the issue of involving the police in tense situations with patients 

has been observed also with respect to another interesting case, that of Santiago. Santiago is a 

Bolivian young man going through a profound psychotic crisis, involuntarily treated in the 

SPDC and then transferred to the Violet Centre few days before my arrival. At the beginning 

of September 2019, he starts to show signs of worsening psychic decompensation 

(‘ingravescente scompenso psichico’) and he accepts to be admitted to the SPDC. In the 

following days, community psychiatrist and nurses go to the hospital to visit and talk to him, 

and despite his voluntary admission he attempts to leave the ward on several occasions. He 

eventually manages to leave twice: on the first time, he arrives at the Violet Centre at night, 

where he is hosted and then accompanied back to the ward in the morning; on the second time, 

police is called to find him and take him back to the hospital. His voluntary admission is 

transformed into an involuntary one. The Violet Centre staff will talk to me about these days as 

very difficult ones, criticizing the ward’s staff for letting Santiago go away too easily. 

According to the community professionals, besides relational and pharmacological therapy, 

SPDC staff should have physically stopped the man to prevent him from leaving. Ward’s staff, 

on the other hand, maintains that such measure (‘atterramento’) does not belong to their 

practices and refuses to perform it. 

Excerpt 5.14. [Paolo, psychiatrist] tells me what happened when Santiago tried to 

leave the ward. In the first place, the staff went after him, trying to convince him to 

go back. If he exited the hospital perimeter, an ambulance and the police were called. 

According to Paolo, it would have not been ethically correct to force him to the floor 

[as the Violet Centre suggested], especially because there was no effective therapy 

they could administer. He maintains that on those occasions the Violet Centre 

refused to send some of its staff, blamed the ward for Santiago’s leavings, and called 

Paolo on the phone to tell him what to do (force Santiago to the floor). Paolo seems 

offended by this unfair and rude behaviour, interpreted as an attack to his work and 

a form of interference. (Iris Ward, fieldnotes) 

 

Emphasized text in the excerpt above describes how, according to Paolo, the measure of 

forcing a patient to the floor is a coercive intervention they are not willing to perform, especially 

 
72 Original quotation: “Solo in carcere possono assicurarsi che una persona non scappi. Noi siamo 

sanitari, della sicurezza se ne occupano le forze dell’ordine, tutto lì!”. 
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because, he observes, no pharmacological therapy could be effectively administered afterward. 

In this case, the measure called into question (‘atterramento’) does not even include a medical 

dimension: it performs a function of mere control, aimed at preventing the patient from leaving 

the ward, and therefore it is excluded from ward’s practices. In his interview, Paolo will further 

explain that Santiago’s attempts to leave were not motivated by suicidal (or otherwise 

dangerous) intentions which might constitute a ‘state of necessity’ and call for an imminent 

response to prevent him from leaving by whatever means, so they saw the coercive intervention 

as further unmotivated. On the other hand, the psychiatrist discusses about (healthcare-related) 

interventions they have legitimately performed to deal with Santiago’s frequent attempts to 

leave the ward. Besides pharmacological therapy, which was administered at elevated dosages 

and nevertheless seemed not to show any relevant effect, relationship was prioritized, together 

with non-coercive attempts and strategies to convince the patient to return to the hospital.  

Excerpt 5.15. Paolo (psychiatrist, Iris Ward): Santiago escaped several times and we 

always went after him. It’s not that if you administer therapy then you don’t invest 

on relationality: you administer therapy and you stay with people. I mean, with 

Santiago we laughed and we joked around, we went with him to take a coffee also 

in paradoxical conditions, you know? […] Once I ran after him, I mean, I went after 

him with someone [ward’s nurse], and while he was leaving I asked him: “would 

you like to have some coffee?” – I tried even though nobody would expect him to 

say yes – but he said yes, so we went in [a café outside of the hospital], then the 

ambulance arrived and he accepted to get in [and go back to the ward]. 

 

Since Santiago was under TSO, police was called every time he attempted to leave the ward, 

remarking upon the different functions expected to be performed by healthcare workers 

(dialogue, persuasion, therapy administration) and by police officers (show of force, physical 

restraining of non-compliant patients, if necessary). 

In the restraint context, specifically at the Cedar Centre, a similar segregation of functions 

has been described to me during the interviews by both psychiatrists and nurses. In tense 

situations, such as a (repeated) patient’s refusal to take medication, the staff working within the 

MHC relies mainly on relational tools, consisting of de-escalation techniques and involvement 

of the different personalities and approaches (more reassuring, more firm, depending on what 

might be effective in the specific case) composing the équipe. Police forces are called to 

represent (more frequently than to enact) the possibility to resort to a forced intervention, which 

is usually sufficient to persuade the person to cooperate. 
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Excerpt 5.16. Giorgio (psychiatrist, Cedar Centre): It recently happened with a boy, 

he would not accept depot medication, we had to call the police because, the 

presence of the police when you do not have other [relational] tools anymore, it gives 

substance… It’s symbolic. 

Excerpt 5.17. Cesare (nurse, Cedar Centre): Police forces are useful as a deterrent, 

for their uniform. If [a patient] raises his voice, we manage to contain a bit, you have 

to attenuate, calm him down, de-escalation and everything. If we see that the 

situation keeps escalating, we call the police and usually the uniform, most of the 

times to see the police, to see the uniform is effective. 

 

Interestingly, the same coercive intervention which the Iris Ward refused to perform 

(‘atterramento’) is not necessarily excluded from practices adopted by another service within 

the same no-restraint context: the Violet Centre. As we can read in Excerpt 5.14, the community 

psychiatrist calls the ward asking them to force Santiago to the floor should he attempt to leave 

the ward again. When the boy is transferred to the MHC, still under involuntary treatment, his 

most serious behaviors (e.g. aggressiveness, or serious attempts to leave the centre) that could 

not be solved through non-coercive measures (dialogue, persuasion, show of force) are actually 

dealt with through the performance of ‘atterramento’ by MHC’s personnel, either to forcibly 

administer medication or to prevent him from leaving and coercively bring him back to the 

centre. The measure is physically demanding and potentially risky for healthcare workers 

involved in its performance: during a staff meeting, nurses complain about the previous Sunday 

afternoon, when they had to force Santiago to the floor in the park. Once they managed to take 

the boy back to the MHC, they called the police and the psychiatrist on-call. The following 

excerpt reports the psychiatrist’s reply to their complaints. 

Excerpt 5.18. Claudio [psychiatrist] maintains that having to intervene like last 

Sunday (forcing Santiago to the floor in the park surrounding the MHC) is part of 

their job and it is something which can happen. Terms used to refer to the 

intervention are: “containment” (the act of obstructing the way to prevent a patient 

from leaving) and “physical containment” (the act of physically stopping the person 

by grabbing him or, like Sunday, forcing him on the floor). Then, Claudio underlines 

that in case of need the first figure to call is the healthcare one (he emphasizes this 

word), namely the doctor on-call, and that police officers are only ancillary figures. 

(Violet Centre, fieldnotes) 

 

The words of Claudio retain the coercive intervention in the registry of care, claiming it to 

be part of their job (as healthcare providers) which sometimes is necessary to perform. The 

psychiatrist’s last indication – to preferably call the doctor on-call rather than (or at least before) 

the police in difficult situations – shows a general inclination to avoid involving the public force 
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and solve the emergent problem within the realm of the healthcare setting. This point is further 

developed during her interview by another psychiatrist of the MHC, Sonia. 

Excerpt 5.19. Sonia (psychiatrist, Violet Centre): We resort to the police as an 

extrema ratio, it has been done at night, it is understandable because it is a risky 

moment, there are only two nurses per shift, or there can be situations when other 

people in the centre have to be protected, so it can make sense [to call the police], 

otherwise… it seems like a defect in our work, like we are delegating to a uniform 

something which maybe could be solved through the relationship with the patient, it 

may take some time but maybe you can do it without asking for a [police] 

intervention. […] This is something that sometimes is questioned by the nursing 

staff, like we should work only in critical-but-not-too-critical situations. Like: “until 

this point yes, then no”. I think that sometimes, it is not the norm, sometimes we can 

go beyond, it’s not usual, it’s occasional, but we can be asked to do things which are 

not very nice, which we don’t like, which we limit and attempt to limit to few and 

rare cases, but… it can happen. 

 

Such autarchic approach – which avoids resorting to external, non-medical forces, also if 

this means that healthcare workers have to perform coercive interventions – takes us to the 

second repertoire, that of embedding coercion in the medical setting, and to the strategies 

employed to perform coercive acts as acts of (good) care. The different orientation toward one 

repertoire or the other seems related to structural aspects, such as the Iris Ward’s location in a 

protected setting – that of the hospital, surrounded by a wide and circumscribed inner yard and 

other hospital annexes – and the availability of police officers internal to the organization and 

syntonic with SPDC approach. Community services cannot rely on any similar resource, but 

only on external police forces that are not always immediately available, nor necessarily aware 

and supportive of Mental Health Centres’ practices and orientation. Moreover, MHCs’ 

placement in a park nearby a country road (Violet Centre) or residential neighborhood (Tulip 

Centre) can imply more immediate risks for unwell patients walking away, and require a more 

prompt intervention necessarily performed by the staff itself. In the restraint context, the SPDC 

is located in a secondary hospital building about three kilometers away from the main one, and 

does not usually rely on internal security guards (I never saw them in the ward, nor heard about 

episodes implying their involvement), but only on external police forces which have been 

described as reluctant to intervene within the hospital unless serious accidents have occurred. 

These structural aspects which hinder the outsourcing of coercion facilitate the development 

and shaping of both practices and discourses that frame the healthcare staff as independent and 

‘autarchic’ also with respect to coercive interventions, which are attempted to be included in a 
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healthcare framework and embedded in the therapeutic relationship through different strategies 

presented in the following section. 

 

5.3 Embedding coercion: Performing coercion as (good) care 

 

The second repertoire operates by embedding coercion in everyday practices and discourses, 

which allow to legitimise it and perform it as good care. To this extent, four strategies have 

been identified: i) therapeuticisation of coercion, performed by maintaining the beneficial 

effects of the coercive intervention; ii) proceduralisation of coercion, which frames the coercive 

act as safe, controlled, correct, even scientific; iii) relationalisation of coercion, implying the 

combination of coercion with relational elements of trust, honesty, dialogue and compassion; 

and iv) multiplication of the ‘objects of care’, which justifies the coercive measure on the basis 

of others’ (inpatients, staff, family, society itself) best interest. In what follows, I will consider 

coercion in its multiplicity of manifestations: mechanical and other forms of restraint, but also 

enforced medication, and involuntary admission and treatment. These measures are 

characterised by different degrees of coercion (see also Chapter 2.2.1) and imply differentiated 

attempts of persuasion and negotiation to be avoided, even though the eventually achieved 

patient’s consent does not necessarily indicates genuine voluntariness: medication or 

hospitalisation can be accepted consequently to an explicit verbal threat (e.g. “either you accept 

admission or we will hospitalise you coercively”), a physically performed one (e.g. show of 

force), or the general ‘coercive shadow’ that looms over mental healthcare, pushing service 

users to accept an intervention to avoid fear, stigma and humiliation related to compulsory 

measures (Szmukler, 2017). The strategies that I am about to present have been adopted by 

participants to frame and account for many of these differentiated situations along the coercion 

spectrum. I have attempted to select relevant examples from the field – either observed and 

reported in my fieldnotes or described in the interviews – allowing to account for the 

heterogeneity and complexities of coercion and its articulated intertwining with care in 

everyday practices. 
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5.3.1 Therapeuticisation of coercion  

The first strategy by which an act of coercion can be framed as performing good care is what 

I will call the therapeuticisation of that act. This operation can rest on several mechanisms: a 

paternalistic approach, but also a claim of the variegated beneficial consequences of the 

coercive intervention, and the conceptual shift which transforms restraint into an act of 

protection or affective support. 

As the anthropologist Tanya Marie Luhrmann (2000) observes, a fundamental operation 

learnt by psychiatrists to come to terms with the imbalance of power in their clinical practice is 

the drawing of a line between the person and the illness. In this view, which resonates with a 

biological model of mental illness, the disorder is disconnected by the person and treated as it 

had temporarily displaced him/her. This disconnection ethically sanitizes the coercive act as it 

allows professionals to intervene on the patient without considering the person as a sovereign 

decision-maker with his/her own will and agency: instead, the intervention can be framed as a 

therapeutic attempt to care and recuperate the person who had been temporarily subjugated 

by mental illness (Brodwin, 2014). The following excerpt from fieldnotes is well representative 

of this strategy: it concerns the program designed by psychiatrists for the post-discharge of a 

boy, Silvio, who does not agree with their plan and perceive it as a form of coercion.  

Excerpt 5.20. Silvio is laid on his bed, as usual. [As we enter the room] he sits up 

and says he does not want to go to the residential facility, but he knows they will 

force him to go: “I see it as an imposition, so I automatically fight it”. Vincenzo 

[psychiatrist] replies it is not an imposition, “imposition is a strong word”, but there 

are no alternatives, he already went back home after discharge one month ago, and 

after three weeks he had to be re-admitted again, so his solution does not work. Silvio 

insists that he is not free to choose, that the [community] doctor had talked about the 

residential facility as a proposal, and a proposal can be accepted or refused. Instead, 

he has no choice. Vincenzo replies that maybe “proposal” is not the right word, and 

suggests “offer” instead, but that can be refused too, so at the end he chooses 

“program”, saying that a program can be discussed between competent people, and 

a patient does not have the competences to do so. Silvio says this is a life choice they 

are making on his behalf, depriving him of freedom. The doctor replies that freedom 

is a concept which is only black or white, while in psychiatry there exist grey areas, 

due to the fact that illness undermines a person’s capability to choose freely, so it is 

necessary to trust the doctors73. (Pine Ward, fieldnotes) 

 
73 After the visit, the doctor will explain to me that they actually have no power to force Silvio to spend 

some time at the residential facility if he does not want to, even if the alternative is to discharge him and 

probably re-admit him after few time. Nevertheless, during the visit he attempts to obtain his 

collaboration by presenting the transfer to the facility as the only viable option, underlining his previous, 

unsuccessful attempts to decide for himself, his lack of medical competences and his reduced ability to 
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This strategy of segregating personhood and patienthood is eloquently visible in practices 

and discourses concerning involuntary admission and treatment. Besides legal criteria, these 

measures are usually motivated – explicitly (in TSO papers) or implicitly – by the patient’s lack 

of awareness of his/her own state of illness. Lack of insight is acknowledged as an obstacle to 

shared decision-making and patient-centred psychiatric practice (Seale et al., 2006). Both in the 

restrain and the no-restraint context, a cooperative relationship and therapeutic alliance with 

patients was generally preferred and pursued, by listening and taking into consideration 

patients’ wishes and preferences, discussing about treatment alternatives, and remaining open 

to negotiation about medication choices and the subjective relevance of their adverse effects. 

Also, an evolution toward more cooperative practices and fewer coercive interventions (notably 

involuntary treatments) than in the past was commonly perceived, referring to an increased 

tendency to share decisions about treatment with patients and promote the inclusion and 

cooperation also of their significant others: «what I observe now is that we try harder to involve 

family in decisions concerning the patient, especially when he is temporarily unable to decide 

for himself» (Fausta, nurses coordinator at the Cedar Centre)74. Involuntary treatment is 

described as a ‘last resort’ measure, employed after gradual attempts to regain patient’s 

cooperation which failed to build a therapeutic alliance. Despite this general commitment to a 

patient-centred approach, the need to become more directive, even coercive, when the person 

was judged to be too ill to participate in rational decisions, or not to have ‘insight’, was 

acknowledged by psychiatrists and other mental healthcare professionals as inevitable75. 

Excerpt 5.21. Davide (psychiatrist, Cedar Centre): Relationship [with patients] is 

asymmetrical. Then you can make it civilized or uncivilized [he laughs], like: “you 

have this, you do that, and shut up, because I said so!”, “sorry, I’d like to ask-”, 

“don’t ask, I don’t give any explanation!”, this is uncivilized, ok. But the fact that I 

know and you don’t, because you are unwell and I am the one who has to cure you, 

this is it. How can you change this? It’s impossible, it makes no sense, it’s a waste 

 
choose for his best because of illness. This paternalistic attitude is intended here as a therapeutic intent 

to care and recuperate the person who had been temporarily displaced by mental illness. 
74 Original quotation: “Una cosa che noto è che adesso appunto, si cerca anche più di una volta di 

coinvolgere la famiglia nelle decisioni che riguardano il paziente, in particolar modo quando il paziente 

non è in grado di decidere temporaneamente per sé stesso”. 

 
75 An alternative to this paternalistic, involving also the informal caregivers (patient’s relatives), 

approach might include documents which have been variously called ‘psychiatric advance directives’ 

or ‘joint crisis plans’ (Henderson et al., 2008). Such instruments allow service users to state their 

preferences for future mental health care, especially in times of crisis, consistently with a model of 

shared decision making and the implementation of the United Nations Convention on the Rights of 

Persons with Disabilities (Szmukler, 2019).  
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of energy. […] Otherwise you go to a friend, why don’t you go to a friend? That is 

symmetrical, you are on the same level, he knows as much as you do, maybe 

something more, but it’s symmetrical, right? But if relationship is asymmetrical and 

he [the patient] comes to you… it’s inevitable that in a difficult moment YOU have 

to guide him. Even if this means saying: “go there”, “I don’t want to”, “you must 

go there”. Necessarily. 

 

Consistently with previous literature on this topic (Seale et al., 2006), the decision to 

intervene coercively, by treating a patient against their will, was presented as something which 

can be ‘repaired’ at a later time, once patients are considered to have regained (partial) 

awareness of their condition. Even though this is not always the case, and some patients still 

express some resentment for the coercive episode after the crisis has passed, the coercive act 

can also be legitimised by asserting that the patient will eventually understand the good reasons 

behind a difficult medical decision, accepting that it was performed in his/her best interest. In 

both restraint and no-restraint contexts, the benefit and necessity of the intervention is presented 

as something which the person herself will retrospectively acknowledge too, allowing the 

therapeutic relationship to be maintained and move forward. Evidence of this retrospective 

acknowledgment is sometimes found in the fact that the patient does not ask to change his/her 

psychiatrist after the coercive episode, even though this is not a straightforward operation 

(which requires discussion within the professional équipe to evaluate the person’s motives and 

implications of the change) and might be hindered by dynamics intrinsic to a cohesive medical 

group. 

Excerpt 5.22. Irene (psychiatrist, Pine Ward): I happened to do a TSO to patients 

and once they have regained a bit of awareness of the fact that when they had been 

[involuntarily] admitted nothing else could be done, our relationship was not 

undermined, and I keep seeing patients I have involuntarily admitted. It depends also 

on the relationship you have before. If you have a relationship and there is a phase 

of decompensation, for which you have to choose admission, then relationship can 

be restored, I never had particular difficulties. If the patient understands that in that 

moment there was nothing else you could do, in the meantime of course he will tell 

you whatever, but afterwards no, if there is a good relationship, I think that for our 

work relationship is everything, everything. 

Excerpt 5.23. Chiara (psychiatrist, Tulip Centre): What usually happens is that the 

person understands. Maybe she doesn’t know how to call what happened, she 

doesn’t accept the name that we are suggesting, but we were there [for her]. 

Excerpt 5.24. Davide (psychiatrist, Cedar Centre): It is like cutting [amputating] an 

arm, it is the same thing. Because I can-, it is difficult to cut an arm, but if I do it at 

the right time you will never reproach me. It is difficult for the doctor, this is 

precisely the burden of medical work, unfortunately this is inevitable, the burden of 

medical work is to understand and bear all of the tensions you have to face when 
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you decide, I mean, when you become aware of when you have to make a decision. 

And this is something that, you are alone in this, the doctor is alone. […] Once you 

make the decision it is difficult that-, the other [the patient] will understand, the 

other understands that you did it with all the difficulty and depth which are needed, 

and it is difficult that he reproaches you. 

 

Therapeuticisation of the coercive act – which is also a form of ethical sanitization (Brodwin, 

2014) – is also performed through the assertion of the beneficial effects it will have on the 

person to whom it applies. This has been observed, for example, with respect to mechanical 

restraint. In the Pine Ward, this measure was sometimes employed suggesting a calming effect 

enabling agitated patients to fall asleep. The therapeutic dimension of restraint can be both 

explicitly maintained or indirectly asserted by describing its beneficial effects and using 

terminology (e.g. ‘prescription’) which qualifies it as a medical act (see Excerpt 5.25). The 

following quotation is also interesting in that, similarly to discourses concerning involuntary 

treatment, it employs as a further element of legitimation patient’s acknowledgement – even 

gratitude – for the relief provided through restraint76. 

Excerpt 5.25. Gaia (nurse, Pine Ward): Sometimes [mechanical restraint] is useful 

to reduce excitement, because there are patients with persistent insomnia, even if 

you give them drugs, benzodiazepines, they won’t be effective because there is a 

physical restlessness, so even if you take anxiolytics, hypno-inductive therapy, 

physical restlessness won’t let you fall asleep and sleep. In those cases [mechanical] 

restraint can be prescribed, just for the time it takes for patient to fall asleep, and in 

that case he [the patient] is almost grateful because you stop him, he manages to fall 

asleep, then doctor prescribes his unrestraining, and the patient sleeps for the whole 

night, you know?77 

 
76 Extreme examples of patient’s gratitude for the coercive act are patients’ requests to be restrained. 

Orientations toward this issue are not homogeneous among our participants. While the request can be 

seen as legitimizing the coercive intervention (or even removing the coercive dimension, because 

restraint is accepted and demanded), some interviewees have observed how such request may be the 

result of a habit, a mode of self-management learnt along the carrier as a psychiatric patient, which 

should not be fulfilled acritically by the staff without having previously tried to provide the person in 

distress with alternative (relational, pharmacological) forms of support. Such attempt can both result in 

a successful negotiation, which manages to avoid or procrastinate restraint, or it can fail if the patient 

adopts a behaviour which s/he knows will lead to restraint («they know how to get restrained […] they’re 

more expert than us!», said Gino, nurse at the Pine Ward). A similar orientation has been observed in 

the no-restraint context, where requests for chemical means of control of negative feelings (e.g. anxiety) 

or behaviour (e.g. agitation) are generally not immediately satisfied, but alternative support – such as 

clinical interview with a psychiatrist – is provided («sometimes we refuse to administer therapy because 

the patient abuses it, he’s not able to solve the problem and medicalises every kind of emotion», said 

Nadia, nurses coordinator at the Iris Ward). 

 
77 On the three night shifts I have spent on the field in the Pine Ward, I never happened to observe the 

interruption of mechanical restraint right after the patient has fallen asleep. Instead, restraints were 

normally confirmed in the evening for the following 12 hours and removed in the morning (when I have 
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Also, for patients to whom pharmacological therapy can be deleterious (e.g. elderly people, 

or patients suffering from organic diseases), mechanical restraint is attached with a therapeutic 

value “by difference”: it is presented as the best available intervention when other medical 

options are ruled out. This position is clearly expressed by psychiatrist Vincenzo (Excerpt 5.26), 

who nevertheless acknowledges the ambivalence of resorting to mechanical restraint since it is 

associated with unintended consequences too (he mentions bedsores). This qualifies it as the 

“least bad” option, which should theoretically be avoided if human resources were sufficient to 

assist elderly people with dementia and prevent them from falling without resorting to 

mechanical restraint. 

Excerpt 5.26. Vincenzo (psychiatrist, Pine Ward): There can be a therapeutic use in 

elderly people affected by pathologies to whom too many drugs, sedative drugs, can 

do harm, can have side-effects on their state of consciousness, cardiac or respiratory 

alterations, so in these cases [mechanical] restraint allows to avoid using drugs that 

could compromise their situation […]. In this sense it [mechanical restraint] also has 

a therapeutic value. 

 

The therapeutic dimension of a coercive act can also be maintained by suggesting that to 

restrain a person may contain his/her distress, intervening on a psychological level. This is 

consistent with Yannis Gansel and Samuel Lézé (2015) genealogic study of the term contenir 

and its application in mental health treatment of violent adolescents in France: moving from 

physical constraint to psychological holding, the measure was attached with a therapeutic role 

and transformed from an action of concrete control to an immaterial act of care. This change of 

state is most notably visible in the case of manual or physical restraint, a practice that is 

associated more with care than coercion through a terminological shift: containment 

(‘contenimento’) instead of restraint (‘contenzione’). The following quotation from Lorenzo 

Toresini (2007), creator and honorary president of the Club SPDC No Restraint, explains the 

background and rationale for this practice. 

When, in a very rare percentage of cases, a physical containment is necessary, we 

allow ourselves to perform holding. As it is well known, holding is a term coined by 

Winnicott [psychoanalyst] to indicate the physical containment of autistic children 

performed by their parents. A containment which, we can understand, is more 

emotional than physical, it is “affective”. A containment that is an embrace. Usually 

 
not spent the night on the ward, I observed or have been informed about this when I arrived there), even 

though a ‘state of necessity’ was no longer detectable during the night. For patients “requiring” restraints 

to fall asleep, they were generally tied loose, suggesting a different aim than immobilisation pursued for 

very agitated or violent patients. 
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our patients, when restraint (‘contenzione’) is needed, actually need physical 

containment (‘contenimento’) to be performed with our bodies. […] [If] it is 

necessary to physically stop an individual in crisis […], to “risk” your own body in 

a physical relation with the patient – in an interaction modality which equates 

professional and patient, so that “contamination” becomes theoretically possible – 

will be a therapeutic measure in itself. […] Like with children, it is important to 

make them [patients] understand and feel that (physical) and affective containment 

is a form of care for them.78 

 

According to this account, the therapeutic nature of this measure is due to the physical 

presence and intervention of the healthcare professionals with their own body, contrary to 

mechanical restraint where (except for its initiation) containment is performed by belts (see also 

Chapter 6). Such opinion has been encountered on the field, both in psychiatric wards (the Iris 

Ward and the second no-restraint unit I visited with my research team in January 2019) and 

Mental Health Centres. As Nadia underlines in the last part of the quotation (Excerpt 5.27), the 

physical engagement of the healthcare workers requires a careful evaluation of the situation not 

to expose themselves to potential danger: nurses are described as finely tuned instruments 

(Björkdahl et al., 2010), able to read patients’ signals and intervene accordingly. 

Excerpt 5.27. Nadia (nurses coordinator, Iris Ward): Our former head physician use 

to call it [holding] the ‘therapeutic embrace’, right? [She smiles] That’s what we do 

with the girl [Giulia]. Like, I really hug you. I mean, if you want to leave, if you are 

in a moment of crisis, and if I feel that I don’t put myself in danger, I hug you, and 

sometimes people loosen up in that embrace. It is the physical contact. Sometimes 

physical contact is the last thing you have to use, right? The thing is to be able to 

understand at the right time-, which is very difficult. 

Excerpt 5.28. Dalila [nurse] tells me about the crisis of Santiago from yesterday. He 

kicked her, so Gianluca [nurse] intervened by grabbing the boy like he embraced 

him and took him to the ground, where colleagues administered intramuscular 

therapy, in the presence of his doctor. (Violet Centre, fieldnotes) 

 
78 «Se tuttavia, in una rarissima percentuale di casi, dovesse risultare necessario ricorrere ad un 

contenimento comunque fisico, il massimo che ci concediamo è quello della holding. Com’è noto 

holding è un termine coniato da Winnicott, con il quale egli indicava la contenzione fisica dei bambini 

autistici da parte dei genitori. Una contenzione, si comprende benissimo, che ben più che fisica doveva 

essere emozionale, “affettiva”. Una contenzione che alla fine è un abbraccio. E così i nostri pazienti 

spesso e volentieri hanno bisogno, laddove si presenta una necessità di contenzione, piuttosto di un 

contenimento fisico, da attuare, se necessario, con i nostri corpi. [Se] si rivelasse necessario trattenere 

fisicamente un individuo in crisi […], il fatto di “rischiare” il proprio stesso corpo in una relazione anche 

fisica con il paziente, in una modalità di interazione che accomuna operatore e paziente, cosicché anche 

la “contaminazione” diventa teoricamente possibile, rappresenta una misura di per sé terapeutica. […] 

Importante, così come in fondo nei bambini, far capire, sentire e percepire che il contenimento (fisico) 

e affettivo è una forma di interesse per loro» (Toresini, 2007). 
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Excerpt 5.29. To admit [Viktor], it was necessary to invoke a state of necessity and 

adopt a “therapeutic embrace”, sedating the boy through an injection. (No-restraint 

ward, fieldnotes) 

 

This form of physical restraint is performed to prevent the person from leaving the ward or 

the MHC, to deal with a moment of agitation, or to administer sedative medication with the 

help of the whole staff. Even when the practice is not explicitly defined as “therapeutic 

embrace” (‘abbraccio terapeutico’), references to the act of embracing are present when 

narrating episodes concerning its application (see Excerpt 5.28), framing them as acts of care 

even when their therapeutic nature is not made explicit. The focus, here, is shifted from 

medicalization to an affective registry which recalls the mother-children relationship, explicitly 

referred to when framing restraint as protection (see Excerpt 5.31). This is related to the intimate 

physical interaction in which staff members and patients engage when holding is performed, 

which allows to represent the intervention as “caring through restraint” (Hejtmanek, 2010). 

A beneficial effect on the patient’s psychological state achieved through a coercive 

intervention has been maintained with respect to mechanical restraint too. This is explicitly 

claimed by nurse Sara in the following excerpt. A more nuanced and tenuous version of this 

belief can be found in ordinary discourses about mechanical restraint, asserting that it manages 

to ‘calm patients down’: here, the target can be both physical and mental agitation (anxiety), 

both the body and the mind. 

Excerpt 5.30. Sara (nurse, Pine Ward): There are also patients who ask to be stopped, 

to be restrained, because probably that kind of stop also manages to stop their mind. 

 

Mechanical restraint was also framed and performed as a beneficial act providing protection 

and safeguarding the patient, comparable to those of a mother with her baby. The analogy, 

suggested by a nurse during his interview (see Excerpt 5.31), explicitly qualifies the coercive 

act as an act of care, again through a terminological shift from the notion of ‘contenzione’ 

(restraint) to that of ‘protezione’ (protection). This ‘restraint as protection’ frame can be easily 

applied to cases of self-harm (the person has to be ‘protected from herlself’) or night wandering 

and consequent risks of falling (the person has to be protected from the effects of illness), while 

it is less compatible with hetero-aggressiveness79. 

 
79 The need for protection of a hetero-aggressive patient has emerged from another field in Piedmont, in 

a psychiatric ward studied by Prof. Mario Cardano within the team ethnography conducted on this 

Region. Here, the aggressive patient was deemed to need protection to the extent that his acts might lead 
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Excerpt 5.31. Cristian (nurse, Pine Ward): I think that ‘contenzione’ is not a correct 

word. I would distinguish between ‘protezione’ and ‘contezione’. Often what we 

call ‘contenzione’ – bed rails, for example, are considered a form of ‘contenzione’ 

– is rather a form of protection (‘protezione’), like a baby in his cot, is he restrained? 

The cot has bed rails! Is he detained? Is his mother a child kidnapper? No, she’s 

caring about his safety. 

 

With respect to pharmacological restraint, the qualification of its therapeutic dimension is 

not straightforward because – as we have seen at the beginning of this chapter (see Excerpt 5.1) 

– both curative and sedative purposes can be pursued at the same time through a single therapy 

administration. Even when therapy is meant to affect a patient’s behaviour, though, it can be 

discursively held in a therapeutic registry by focusing on the beneficial consequences of 

medication, both for the patient (in terms of distress reduction) and for the opportunities for 

dialogue and communication it fosters. 

Excerpt 5.32. Nadia (nurses coordinator, Iris Ward): I think that in some situations 

therapy can be a form of restraint. It is a form of restraint called chemical, or 

pharmacological, if you wish […] I think chemical restraint does exist but I would 

use it, I mean, I define [therapy] as chemical restraint when it becomes a tool of 

control. [On the other hand] if we know that after that you [patient] will feel better 

and we will be able to discuss about what happened, I don’t experience it as restraint. 

Interviewer: Because there is a purpose? 

Nadia: Not only because it has a purpose, but because it is about going through 

something, it is not something that ends [with administration], I am not a vending 

machine for snacks, right? The same is with drugs. I offer you some therapy because 

afterwards we can understand what happened, there is a path. Crisis does not begin 

and end there, with therapy administration, so that you feel better and I can move on 

with my job. I experience it as restraint and define it restraint when somehow I want 

to control a symptom. I don’t want to control a symptom, I want to “control” a 

difficult moment for the patient to make him feel better. I mean, not to control, that’s 

not the right word, I want to… help him feeling better, and if I can’t do this without 

drugs, I offer him drugs. Not because I don’t want chaos, or I don’t want to work, 

but because somehow I want to help him. 

 

The therapeutic dimension of sedative medication is maintained by Nadia on the basis of the 

relationship underlying therapy administration: when she says she is not a vending machine, 

namely a mere supplier of drugs, she suggests that medication is only one among many 

interventions performed to address crisis. To (pharmacologically) control a symptom is not 

 
other patients to react to defend themselves. This argument might apply to justify restraint of other 

‘aggressive patients’ too. 
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described as an end in itself, but instead as a necessary step to get through crisis, restore 

relationship and allow its preferred therapeutic dimension to unfold. 

To conclude, a softer version of therapeuticisation of coercion can be performed by framing 

mechanical or physical restraint as necessary in assisting the administration of pharmacological 

therapy. In this case, the coercive act acquires a therapeutic dimension because of its role in 

facilitating or even allowing a therapeutic intervention (medication) to be performed. Once 

again, the ‘state of necessity’ should apply to the therapy administration only, and interruption 

of mechanical restraint should occur right after, but this has been hardly ever observed. 

Psychiatrist Michela (Excerpt 5.34) provides a possible explanation, namely avoidance of 

several acts of restraint during the day (medication is generally administered three times a day), 

even though regular attempts to negotiate medication and achieve patient’s cooperation to 

remove restraints were not always observed, weakening Michela’s argumentation. 

Excerpt 5.33. Irene (psychiatrist, Pine Ward): [Mechanical restraint can be] 

therapeutic as far as, I never happened to use it without a pharmacological 

administration, they usually go together, so in this sense it has a, a therapeutic value. 

Excerpt 5.34. Michela (chief psychiatrist, Pine Ward): I think that the best 

[mechanical restraint] from an ethical point of view are those performed to 

administer therapy and they [patients] wouldn’t accept it, because yes, you can jump 

on them [for forced medication], but if you, maybe you have to administer therapy 

three times [a day] for four days, and if every time you have to tie him, untie him, 

tie him again, untie him again, it definitely becomes something very distressing. 

Excerpt 5.35. Livia (nurse, Pine Ward): Well, therapeutic, I don’t know, it can be a 

coadjuvant, I mean, it’s a whole, not always, but there are cases when it is part of 

the… therapy? I don’t know if it can be called therapy, but in a case like him [Aldo] 

if you didn’t stop him, if you only sedated him, it would have not been enough, if 

you didn’t stop him it would have become risky, he would have fallen. I think it is a 

package, which sometimes requires this piece [mechanical restraint] too. Let’s call 

it therapy, I don’t know, maybe it is more of a treatment, yes, I like ‘treatment’ 

better. 

 

As a conclusive observation, we notice how restraint can be inscribed in a therapeutic, 

medical registry also through terminology: nurse Livia (Excerpt 5.35) chooses terms such as 

‘coadjuvant’ and ‘treatment’, but mechanical restraint has also been described as the result of a 

‘prescription’ (see Excerpt 5.25) similarly to a drug, and its qualification as a ‘medical act’ was 

recurrent in nurses’ interviews in the Pine Ward80. Whether a medical act or a measure 

 
80 This definition also responds to the issue of moral and legal responsibility, which formally rests on 

psychiatrists: they are those who sign initiation, termination and renovation (every 12 hours) of restraint, 

while nurses are asked to monitor vital parameters and care for the restrained person. In practice, 
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pertaining to nursing assistance, though, mechanical restraint is also linguistically retained in a 

registry of healthcare provision, therapeutic per-se or in association with other measures. 

The therapeutic dimension of mechanical restraint in the Pine Ward has been explicitly 

denied, in the interviews I conducted, by two psychiatrists only:  Michela («I wouldn’t say that 

[that mechanical restraint is therapeutic] because it’s risky, because if you start thinking that 

it’s therapeutic you would tie them all [she laughs], there are days when you are tempted to say: 

/“I tie them all”/ [laughing]», Excerpt 5.36), and Sandra («I don’t think it is a therapeutic issue. 

I think it is more therapeutic that a healthcare worker stays with a patient in difficulty, who’s 

afraid to do something bad», Excerpt 5.37). Though rejecting the therapeutic dimension of 

mechanical restraint, they nevertheless explained and supported the reasons for its application 

(e.g. aggressiveness and self-harm, posing risks for themselves and others, both patients and 

the staff), in line with other strategies and with a context which normalises this measure as a 

routine practice. 

 

5.3.2 Proceduralisation of coercion 

A second strategy by which coercion can be performed as an act of good care is that of 

proceduralisation of the coercive intervention. This operation operates by sanitizing coercion 

not as much on an ethical than on a technical ground, providing a scientific and procedural basis 

for the performance of a good (i.e. procedurally correct and safe) coercive intervention. 

With respect to pharmacological interventions aimed at controlling disruptive behaviour – 

both in terms of chemical restraint through ordinary/daily therapy and extemporaneous rapid 

tranquillization (see Chapter 2.4.3) – the goodness and appropriateness of the administration is 

generally legitimised on the basis of scientific evidence supporting the use of a given 

medication to treat or control a specific symptom. The following example refers to the case of 

a seventeen-year-old girl, Giulia, admitted to the Iris Ward after a number of serious self-

harming attempts, which she tried to perform in the ward as well while expressing suicidal 

ideation. Such behaviour required constant shadowing and observation, and a considerable 

effort by the nursing staff, who suggested that activities and opportunities to temporary leave 

 
decision-making concerning mechanical restraint is more blurred: nurses participate in it, for they can 

suggest both initiation and termination of restraint (their patients’ knowledge is generally acknowledged 

by psychiatrists, who can benefit from it to inform their decisions); they can decide to temporarily 

interrupt restraint, and in situations of emergency, or night shifts, they can initiate it and inform the 

doctor at a later time, by phone call or in the morning (see also Excerpt 5.8). 
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the ward would have been more beneficial to Giulia than receiving sedative medication and 

spending her day within the hospital. The critique was partially directed to the non-hospital 

actors involved in her care – community psychiatrists – but nevertheless invested SPDC 

psychiatrists as well, who tried to respond to the girl’s challenging behaviour by 

pharmacological means. 

Excerpt 5.38. Paolo [psychiatrist] suggests introducing lithium or valproate (both 

are mood stabilizers). Luana [psychiatrist] said she would rather avoid valproate. 

Elettra and Marzia [nurses] seem sceptic, they ask the doctors if this therapy 

modification makes sense or if it is done because they do not know what else to do. 

Luana, annoyed by nurses’ argumentative attitude, replies that there is evidence in 

scientific literature that lithium positively affects suicidal thoughts. Paolo adds that 

“here [in SPDC] there is nothing else we can do” anyway. (Iris Ward, fieldnotes) 

 

Pharmacological choices aimed at chemically restraining the young girl’s behaviour are 

supported by explicitly referring to pertinent scientific literature. Administration of lithium is 

here discussed as a response to the disruptive behaviour of a young patient which needs to be 

managed, but the psychiatrist Luana indirectly approaches the behavioural issue by invoking 

medication’s scientifically proven efficacy on suicidal thoughts, which in turn induce self-

injurious behaviour. Medication is supposed to affect and contain negative thoughts, but the 

ultimate target which induce doctors to discuss this therapy modification is behaviour. We can 

also observe how, while nurses prioritise their contextual understanding of the individual 

patient and suggest that other, non-pharmacological solutions could be more beneficial to 

Giulia, the psychiatrist invokes current best evidence to inform her clinical decision. This points 

to the old tension between ‘phronesis’ (privileging clinical acumen and experience) and 

‘techne’ (privileging a scientific outlook), which has been defined as a inescapable dilemma in 

psychiatric practice (Falkum, 2008). 

Even when therapy administration is not formally ‘correct’ – it is the case of off-label 

medication, prescribed for unapproved purpose, population, or dosage – legitimation is claimed 

on a procedural basis, which allegedly guarantees patient’s safety. This is accomplished through 

the careful and regular monitoring of specific parameters (e.g. body temperature, blood 

pressure, oxygenation, blood levels), aimed at checking for drug accumulation81 and alterations 

 
81 This happens when a drug is administered at a fixed dose at regular intervals for a prolonged period 

of time, but the previous dose has not been completely eliminated yet, resulting in a progressively higher 

amount of drug in the body (Swartz, 1997). In the context of this study, this represented a problem 

especially in case of off-label (i.e. higher than the approved) dosage of a drug, which seemed to have no 
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which could indicate potentially dangerous side-effects. Commenting on the attention paid to 

such aspects, doctor Luana told me that: “QTc82 is psychiatrists’ real obsession”. Though it 

might be observed a defensive dimension in such zeal for control, a genuine interest in causing 

no harm or distress to the patient was detected as well: this was evident in doctors’ effort to 

administer the minimum quantity of drug (even when this corresponded to an objectively quite 

elevated dosage) necessary to reach a perceivable change in patient’s behaviour. An effective 

administration which, however, would leave the patient ‘too bended’ (‘troppo piegato’, also in 

terms of posture) by sedative drugs, was qualified by healthcare workers as ‘bad care’, and 

therefore attempted to be avoided. Good care, on the contrary, was performed as monitored, 

medically controlled administration, even when this was coercive (e.g. forced medication), 

targeted at controlling patient’s behaviour (chemical restraint), or off-label. 

With respect to mechanical restraint, proceduralisation of the coercive act is realized by 

representing the practice of restraining a patient as requiring a specialized knowledge, a know-

how which is typical of mental health workers, notably nurses. Such competence, or techne, is 

acknowledged both by some members of the SPDC’s personnel and by other hospital wards’ 

staff, sometimes asking the psychiatric ward for help to intervene on particularly difficult 

patients. 

Excerpt 5.39. Michela (chief psychiatrist, Pine Ward): Their (nurses’) colleagues [of 

other hospital wards] are not able to restrain, for example. If a restraint happens, 

once it happened in the Infectious Diseases ward with a girl with TB to whom they 

were not able to administer therapy […] they have those disposable strips which 

patients can tear, and they absolutely do not have any manual skill. 

Interviewer: You mean, materially? 

Michela: Yes, so they call them [SPDC’s nurses], because we have specific belts 

with screws83, it is not easy [to use them], you know? It is not that easy. 

 
immediate effect on the patient, but – according to mental healthcare providers – might have been 

‘accumulating’ and have serious consequences over the days. 
82 QTc (QT interval corrected for heart rate) prolongation is an electrocardiogram abnormality which 

individuals taking psychopharmacological drugs are exposed to. 
 
83 Restraining belts used in psychiatric wards we have observed are made of a robust fabric. They can 

be closed and opened through a magnetic mechanism (called ‘magnets’, ‘screws’, or – colloquially – 

‘coins’) that needs a particular key, possessed by nurses and usually kept with the ordinary (ward doors) 

keys. Because of the different contexts and situations they have to manage, non-psychiatric wards have 

simpler strips, described in detail by Cesare, a young nurse at the Cedar Centre previously working in 

an Internal Medicine Department: «A [non-psychiatric] ward has strips which are very easy to remove, 

they are used to avoid that a person rips everything [e.g. needles] off. […] They are different [than those 

employed in the psychiatric ward], in SPDC belts have a magnet, while other wards have strips that 

basically are tied to the bed rails, on the wrist they have a, like a watch band, they have a softer side on 
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Interviewer: I guess it’s not. 

Michela: And also you have to know a modality to, I mean a praxis, because you 

first have to restrain one arm and then, because otherwise you hurt yourself or the 

patient, because there are some, some competences which are typical of theirs 

[SPDC’s nurses]. […] Because in many other [non-psychiatric] wards, it is not that 

they do not use restraint! [She laughs] They restrain rough-and-ready, as it is. […] 

They restrain, and they restrain badly. 

 

In the quotation above, psychiatrist Michela acknowledges SPDC nurses’ expertise about 

mechanical restraint, while at the same time underlining that such practice is not performed in 

the psychiatric context alone, but also in other hospital wards: the difference – she suggests – 

is that in her unit mechanical restraint is practiced goodly, while elsewhere it is performed badly 

(i.e. without paying attention to the correct procedure to mechanically restrain the patient 

safely). 

Interestingly, a couple of Pine Ward nurses in their interviews downplayed the specificity of 

this competence that psychiatrists and colleagues from other units attribute to them, maintaining 

that no restraint-specific knowledge is required, or that restraint is something that every nurse 

is trained to perform84. Given the moral connotation of coercive interventions, markedly 

mechanical restraint, these nurses’ posture may be interpreted as a ‘face-saving practice’ 

(Goffman, 1955, 1959), an operation of impression management which is typical in front of the 

interviewer (Cardano, 2011). 

Excerpt 5.41. Livia (nurse, Pine Ward): To know how to restrain, I don’t think it’s 

such a big deal, I don’t think it takes a specific competence to understand that there 

are wrists and ankles, you cannot restrain a shoulder, or the neck. 

 
the inside, like a wristband. […] They are closed with a Velcro. If you do not have both hands restrained, 

it is easy to remove them. In [non-psychiatric] wards you usually restrain a single arm, the elderly man 

is not able to [remove the strips], because your goal is not to tie him, to immobilise him, but to avoid 

that he rips off the needle or the catheter or the feeding tube […]. Our psychiatric patients are absolutely 

able to tear those strips.» (Excerpt 5.40) 
 
84 This is peculiar to the Italian context, where nurses working in mental health contexts get the same 

training in mental health as every other nurse operating in other branches: there is no specialisation in 

mental health for graduate students. This also allows nurses to work in other medical departments and 

then ask to be transferred to the psychiatric ward (sometimes for reasons that have little to do with a 

genuine interest in psychiatry, e.g. related to the shared understanding that the SPDC is a ward where 

one can easily minimize their efforts and avoid relationships with patients beyond basic interaction and 

therapy administration). In the Pine Ward, the staff was equally divided between nurses who have been 

spending their entire professional career in mental health, and nurses coming from different hospital 

wards (some of whom actually committed to their job and genuinely motivated to learn to work with the 

psychiatric patient). 
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Interviewer: Have you seen this happen [in other wards]? 

Livia: [She nods] So, when you see something like this you say: “no, wait a minute… 

sorry, but you cannot restrain a patient’s knee”, I mean… You seriously risk causing 

them harm! 

 

Excerpt 5.42. Gaia (nurse, Pine Ward): We’ve been called often by other wards to 

restrain, or for an agitated patient, to care for him, to send one of our nurses to 

another ward. 

Interviewer: You mean keeping that patient in that ward, but asking you to go 

there and restrain him? 

Gaia: We had to do it even if we did not agree, because we said: “we have all been 

trained as nurses”, even if once we did not get a [university] degree but only a 

nursing school diploma, we all did [studied] Psychiatry, it is not that we [SPDC 

nurses] come, we lay our hands on the patient and he calms down, or to restrain! It 

is not that [it takes some special skill] to take a belt, close it, hold a patient… then if 

we talk about dialogue, about a specific approach, [that’s another story]… but 

sometimes they [other wards] take advantage of this thing, “because they work there, 

they are experts”, it is not true, if I have to place an Angioset [venous catether] do I 

call an Emergency Room’s nurse? No, it’s not… But this is what happens. 

 

Livia minimizes the knowledge required to correctly and safely restrain a person, somehow 

denying the know-how inherent to mechanical restraint; at the same time, though, she admits 

that nurses in other wards are not able to perform it properly. Her colleague, Gaia, 

acknowledges such competence but stresses that every nurse – regardless of the context where 

s/he works – has been taught with basic procedures (mechanical restraint, but also the 

application of a venous catheter) and psychiatric notions (e.g. de-escalation techniques), and 

that therefore mental health nurses have no peculiar expertise in such practice. Her further 

specification when she states that: «then if talk about dialogue, about a specific approach…» 

appears as a further attempt to safe her face, to convey an impression which is consistent with 

her self-image as an ordinary nurse (with specific relational skills, at best) rather than a nurse 

specialized in mechanical restraint. 

Despite these face-saving strategies, in other moments of their interviews the same nurses 

describe or refer to appropriate procedures to mechanically restrain a patient, denoting the 

knowledge that is actually involved (although tacitly) in the performance of such measure.   

Excerpt 5.43. Livia (nurse, Pine Ward): The restrained person has to be restrained 

correctly and safely, because if she hurts herself while restrained, she can seriously 

harm herself. Because if they [restraints] are too tight, one might say: “hey, they 

restrained her tight”, no, wait, this is not a game, we don’t do this because we enjoy 
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seeing-, but the restrained person can really hurt herself, if [restraints] are too loose 

she can get up, she can turn the bed, she can do whatever. 

Excerpt 5.44. Gaia (nurse, Pine Ward): We were restraining this patient in the 

correct position, namely four of us, one for every limb, I was holding my limb-, no, 

there were three of us holding [the patient] and I had to restrain, I was the one who 

had to close [the belts] (‘fascettare’). 

 

Attention paid to the tightness of restraints, to the number of staff members involved in the 

performance of the practice, and to the monitoring of the patient while s/he is restrained, 

conveys the image of mechanical restraint as a safe intervention, guided by procedural rules 

and performed carefully, even scientifically. Furthermore, the existence of protocols regulating 

the monitoring of patient’s vital parameters (notably blood pressure and oxygenation) while 

restrained, which should be performed and registered on a dedicated form in the clinical record 

every two hours85, is discursively used to relieve the distress and control bad feelings which 

could be associated with the adoption of a coercive measure, as the nurse Simona clearly 

explains in the following excerpt. 

Excerpt 5.45. Simona (nurse, Pine Ward): [Mechanical] restraint has to be done 

good, has to be, I mean, not too loose because the patient could try to throw himself 

off the bed, sprain a shoulder, twist a leg… […] I think it [mechanical restraint] has 

to be done in a scientific way, to be shorter [keeping patient’s limbs as close as 

possible to the bed], attention has to be paid that it is not too loose or too tight, 

because if it is too loose he might free himself (‘liberarsi’), if it is too tight on the 

following day he will have swollen hands and feet, and this is not good, so we are 

very careful about it. […] I remember that some years ago I went to a training course, 

there were some colleagues saying: “when I restrain someone I feel bad, mmh, I 

suffer”. Personally, I do not suffer, because it is not a forgetful restraint, it is a 

controlled restraint, we have a protocol. 

 

The training course that Simona refers to is one of those which are periodically offered to 

the personnel of the wards considered to be at a higher risk of aggression from patients: 

Psychiatry and the Emergency Department. Besides theoretical courses aimed at providing 

general notions about de-escalation techniques, open to healthcare workers from every 

discipline, meetings dedicated to psychiatric and ER staff are designed to constitute practical 

occasions to observe and learn self-defence and immobilization manoeuvres from martial arts 

 
85 This was not always the case, especially at night, when continuity of patient’s sleep was prioritised 

over frequent monitoring of parameters which would have woken the person up. On this occasions, 

patient’s conditions were monitored during the regular checks nurses perform at night in every bedroom, 

usually assisted by an electric torch. 
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experts. During my fieldwork, I had the opportunity to participate to one of such training, 

organized in two separate meetings. The first one provided participants with basic defensive 

techniques to be adopted in case of physical assault, teaching them how to fall to the ground 

minimizing harm (e.g. protecting the vertebral column) and how to avoid further attacks while 

being on the floor. The second meeting illustrated what trainers called ‘immobilization 

techniques’, aimed at actively intervening on the aggressive patient to stop and eventually 

restrain him/her. These techniques required the cooperation of the whole group, within which 

practical tasks have to be distributed. If the aggressive patient is standing and threatening to 

assault a nurse, for example, one colleague is supposed to stop him by using a sheet to lasso 

him86, while another one should grab the patient’s legs to knock him off balance, and then 

collectively hold him on the ground. The following excerpt from fieldnotes describes how, with 

the collaboration of a volunteer playing the part of the patient laid on a stretcher, the trainers – 

Nicola and Cinzia – showed the participants how to practically immobilise a person, both 

manually and with the aid of common objects (e.g. bed sheets). 

Excerpt 5.46. Cinzia explains that to immobilise someone, the body has to be 

imagined as divided in three parts to be singularly blocked: the head, the chest with 

the arms, and the legs. Ideally, there should be one healthcare worker for each part, 

“even four if one of them is [as thin as] me”, Cinzia specifies.  

Nicola shows us the first technique: the worker is standing beside the stretcher on 

which the patient is laying; he puts his arms on the patient, forcing him to turn his 

head in the opposite direction; he leans his upper body on the patient’s chest and 

grabs the stretcher’s structure, in order to use his own weight to prevent the patient 

from moving arms or head, or sitting up. One by one, participants try to reproduce 

the manoeuvre, but female workers have some difficulty. Cinzia goes behind the 

patient’s head and shows us how, while she holds his head with both hands, she uses 

fingers to stretch his ears and the skin besides his eyes, to scratch him: “this is not 

nice, but while I’m here and my [male] colleagues immobilise his legs and body, I 

do whatever I can to disturb him”. Nicola even suggests to put a mattress cover 

(‘traversa’) on the patient’s face to block his view and disorient him; Cinzia 

comments this is risky as it could smother the patient, but Nicola says it is not 

possible to smother someone with a mattress cover and insists with his advice. 

[…] Cristian [SPDC nurse] says that on a previous course from last year he found 

very useful the technique of immobilising a patient’s ankles using bed sheets, and 

asks the trainers to show it to us. There are two procedures to do so. The first one 

employs the sheet of the bed on which the patient is lying: with a skilful manoeuvre, 

the trainer grabs the sheet’s corners and uses them to wrap the patient’s ankles to 

block them and prevent him from moving his legs. The second procedure makes use 

 
86 ‘Prendere al lazo’: the expression refers to the procedure entailing the use of a looped rope, usually to 

catch animals. Comparison to animals – markedly wild animals – to underline acute patients behaviour’s 

unpredictability and sometimes irrationality, emerged as well in other fields within the Piedmontese 

context. 
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of a mattress cover, passed between the patient’s ankles in a particular way (forming 

an ‘8’): not only the patient can’t bend his legs (preventing him from kicking), but 

pain is inflicted every time the patient tries to move by tightening the grip 

(‘stringendo la presa’). Cristian observed that this technique proved very effective 

and has been employed in the SPDC on several occasions, to the point that he always 

put some mattress covers on a bed nearby and suggests his colleagues to do the same. 

Cristian asks if there are some tools to prevent a patient from raising his shoulders 

on the bed. He specifies that the problem is that if you tie his shoulders with a 

mattress cover, this might move as the patient is moving, reaching his neck and 

risking smothering him. He adds that it would be possible to block each shoulder 

independently, passing the sheet under the patient’s armpit and therefore letting the 

neck free, but “mattress covers are too short, and even if you apply them, then you 

cannot knot the extremities together” (this makes me think they have been doing 

some experiments!). Cinzia replies that a new harness (‘imbragatura’), padded but 

robust, has been requested by the Intensive Care Unit, and that the new tool might 

be extended to other wards in the future. (Pine Ward, fieldnotes) 

 

This extensive citation reveals a number of interesting aspects of the restraining practice. In 

the first place, its performance seems related to a way of seeing the agitated person as an 

objectified body, an assemblage of (three) body parts, around which the resources available to 

the group have to be allocated. Distribution is made according to each healthcare worker’s 

physical characteristics, such as build and strength, which are usually related to a gendered 

dimension. The thinnest bodies are not presented as useless, but can be employed to ‘disturb’ 

or distract the patient, making the immobilization work of the strongest colleagues easier. To 

frame a(n emergency) situation in such terms, and quickly act as a group accordingly, requires 

a vision that is specific to this community of practitioners, a professional vision which is a 

‘socially organized way of seeing and understanding’ (Goodwin, 1994: 606). What this training 

course aims to provide is an ‘ethnography of seeing’ (ibidem), which directs participants’ 

attention to locally relevant entities (e.g. the patient’s body parts, or the available objects which 

might be useful to the purpose of restraining, such as bed sheets), framing them through a 

specific coding scheme as objects of knowledge.  

Besides the techniques conveyed to perform a skilful and effective restraint, a dimension of 

improvisation emerges. Cristian’s observation, reported in the last paragraph of the citation, 

denotes how, when faced with concrete situations of emergency, he and his colleagues have 

been trying – or experimenting with – non-conventional (and sometimes non-safe) ways to hold 

a patient. At the end of the meeting, he approaches me and observes that in the SPDC, in 

situations when they have to restrain a patient, they usually ‘improvise’: «I call them rodeos». 

Reference to rodeos conveys a perception of unpredictability, because nurses never know 
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exactly what to expect from the patient: as I have been told multiple times through informal 

conversations on the field, every admission, every performance of restraint is a case in its own 

right, and even the behaviour of patients known for thirty years is never fully predictable. 

Nevertheless, improvisation has not to be intended as a completely unprepared course of action 

performed in absolute freedom: while improvising, actors never start from scratch, but always 

rely on tradition, pre-assumptions and experience (Sparti, 2005). Improvisation is a practice in 

itself, entailing an operative, embodied knowledge «associated with that which is done without 

reflecting on how—and sometimes without reflecting on why—one does it (let us call it 

“background knowledge”)» (Sparti, 2016: 182). What sociologist Davide Sparti observes about 

improvisation in jazz music and other fields of human activity (ibidem) can be fruitfully 

employed to reflect on the practice of restraint, and to what healthcare workers do when they 

have to perform it. When nurses utilize mattress covers of bed sheets to hold a violent patient, 

making a deviant, exceptional use of those objects, they are improvising: muddling through an 

emergent situation as it unfolds, they rely on competences they have absorbed along their 

experience in their community of practices, and at the same time they try and experiment 

alternative, creative solutions (e.g. a different knot under the patient’s armpit) with contingent 

available resources. Techniques shown by the trainers – derived from a different field, that of 

martial arts – are useful to ward’s nurses to the extent they can be situated in their working 

context, be adapted to their needs, and provide their action with new possibilities by turning 

ordinary ‘things’ into affordances (Gibson, 1977). 

This mixture of competence and (skilful) improvisation emerged also in discourses of nurses 

from the no-restraint context. During a rich conversation we had over the night shift, Franco 

described how, before the abolition of mechanical restraint, in the Iris Ward they used to 

perform it with common but unspecific objects – again, bed sheets – which nevertheless entailed 

some skills (developed by using them) to prove effective. 

Excerpt 5.47. Mechanical restraint was usually practiced without procedures or 

specific and safe tools, but through improvisation. Franco [nurse] recounts how, to 

tie someone to the bed, they used a bed sheet. Miriam [OSS] asks him if with a 

simple sheet patients were not able to free themselves. Franco laughs, then replies 

that if you know how to do it, they absolutely cannot untie themselves. (Iris Ward, 

fieldnotes) 

 

Also recent, currently in use practices, such as manual restraint, are guided by specific 

techniques, which prioritize patient’s safety, and therefore allow us to inscribe them in the 
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registry of proceduralisation. These techniques are objects of training for mental healthcare 

workers as well, which frame good restraint as that which contains but does not hurt the 

restrained person. Gianluca, a nurse at the Violet Centre, explains how to accomplish this to 

Santiago, involuntarily treated during an important psychotic crisis, which led him to believe 

to have superpowers (specifically, the power to heal people) and that they could be stolen from 

him by people standing behind him. 

Excerpt 5.48. Santiago says: “you must not stand behind me, or you steal my power”. 

He told me the same thing some days ago, while we were having a walk in the park. 

Now, he is addressing Gianluca, who holds him from behind when he has to stop 

[physically restrain] him. Gianluca replies: “I stand behind you because when I 

began working in Psychiatry they taught to do so: I have to stop you without hurting 

you, and if I grab you from front you risk falling backwards and hitting your head”. 

(Violet Centre, fieldnotes) 

 

To conclude on the ‘proceduralisation of coercion’ strategy, we have seen how the 

performance of coercive practices – chemical, mechanical or manual restraint – is accompanied 

with discourses upon techniques, skills, competences and standard protocols, which convey an 

image of these interventions as scientific, correct and safe procedures. Knowledge required to 

perform ‘good’ restraint is both acquired and produced through formal training courses, 

exposure and participation to the community’s practices, and experimentation (with alternative 

restraining tools or off-label drugs, for example). To define the coercive acts as technically 

good and appropriate – also by counterposing badly performed practices from other contexts – 

allows practitioners to relieve bad feelings associated with the use of coercion, and to present 

themselves as caring, attentive and skilled healthcare providers who (even while restraining 

them) care for their patients. 

 

5.3.3 Relationalisation of coercion 

The third strategy allowing to perform coercion as good care is the inscription of the coercive 

intervention in a registry of relation, and its contamination with elements of negotiation, trust, 

compassion, and empathy. Here, personhood and patienthood, which we have seen to be 

disconnected in the first strategy of therapeuticisation of coercion, are attempted to be cared for 

simultaneously. Of central concern to this strategy is not whether coercion is exercised and to 

what extent, but how it is performed, namely how it is initiated, maintained, and subsequently 

processed.  



186 
 

With respect to the initiation of a coercive measure, it is useful to cite the words of Ernesto, 

nurse at the Pine Ward for nineteen years, to introduce the issue of relationalisation of 

mechanical restraint. 

Excerpt 5.49. Ernesto [nurse] tells us that according to him it is not important if and 

how frequently mechanical restraint is used, but how you restrain a patient. He says 

that “women [female nurses] are smart” and that they can perform restraint using 

some tricks, such as telling the patient he has to do an ECG and then, while he is 

lying on the bed, applying the belts. “The patient remembers [how you restrained 

him]”, he says. He defines this mode of restraining a “sweet” one – I recall he used 

the term “loving” too – which according to him is preferable than a mode based on 

the use of force. (Pine Ward, fieldnotes) 

 

The operation Ernesto described as a ‘sweet’ mode of restraining could be read otherwise as 

a form of deceit: the patient is asked to lie on the bed with an excuse – to do an 

electrocardiogram – and then restrained by taking advantage of his/her cooperation and 

unawareness of the nurse’s real purpose87. Despite what may be seen as an ethically problematic 

conduct involving a form of deceit, it is crucial to understand what actors are privileging here: 

this mode of restraining is considered preferable than a violent one involving the use of physical 

force, because what is prioritised is the subjective experience of being restrained, that the 

patient will remember for a long time. By considering violent, ‘hard’ intervention as a 

potentially more traumatizing experience, this nurse is framing this ‘soft’ initiation of restraint 

as an act of care, described as ‘sweet’ or even ‘loving’. Restraint and care are discursively and 

practically held together. 

Attention to the modes of performing coercion, which inevitably prioritize one ‘good’ over 

another (in the abovementioned example, the subjective experience of being restrained was 

made relevant over, for example, transparency between patient and the nurse88), represents an 

element of what I have chosen to call compassion. Compassion – which is an acknowledged 

key element of care and healthcare relationships – is not intended here as a mental disposition 

or an individual feeling, but, with Lauren Berlant, as an ‘emotion in operation’: «compassion 

 
87 Patient’s cooperation denotes that no immediate danger or ‘state of necessity’ was present, but restraint 

might have been performed on a preventive basis (observed in other occasions) for an already known 

patient having a reputation of being at risk of falling, wandering, or tending to become agitated or 

aggressive. 
88 Alternative choices might have been performed, for example by opting for a transparent discussion 

and explanation for the coercive act. This has been observed by the research team elsewhere on the field 

in the Piedmontese context, accompanied also by justification and almost apology, and is well 

exemplified by the strategy of explanation of the coercive act that I discuss further in this section. 
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is a term denoting privilege: the sufferer is over there. You, the compassionate one, have a 

resource that would alleviate someone else’s suffering» (Berlant, 2004: 4). Berlant’s definition 

points to the opportunity a privileged actor (e.g. the healthcare professional) has to relieve the 

distress of another (the patient), acting as an ‘ameliorative actor’ (ibidem: 1). Intended as such, 

compassion becomes a profoundly practical matter by which the (at least) unpleasant 

experience of the patient – whether restrained, involuntarily hospitalised, struggling with 

symptoms or side-effects of medication – is acknowledged and concretely ameliorated by 

means that are specific to the institutional context. Acts of practical compassion (Brown et al., 

2014) – such as a soft initiation of mechanical restraint – can then take shape also, and maybe 

most notably, in contexts of coercion and power unbalance, such as acute mental healthcare 

ones. 

To care about how a coercive intervention is performed concerns involuntary treatment as 

well. In his interview, the community psychiatrist Giorgio described how the intervention is 

generally pre-arranged (except for rare emergency situations) and organised in order to avoid 

exposing the person to the judgement of neighbours and fellow citizens and to the resulting 

stigma: again, the subjective experience of the patient is prioritised, and attempts to minimise 

the potentially traumatizing consequences of the coercive measure are made. This is achieved, 

for example, by executing the intervention in the Mental Health Centre or in other protected, 

non-public environments (such as the police barracks, in the case mentioned below89) where 

the person is willing to go. 

Excerpt 5.50. Giorgio (psychiatrist, Cedar Centre): What we can do in the 

community, contrary to the SPDC, is to choose the way that is as painless as 

possible, not to expose the person, usually we try to do it in a controlled 

environment, if possible here [in the MHC] […] [With Ada] we avoided doing, 

intercepting the person in a public place, to avoid exposing her we organized it, 

asking her to come to the police barracks. 

 

It is important to underline that the arrangement for an involuntary treatment – consisting of 

preparing the papers for the procedure, alerting the police and the SPDC, and mobilizing 

community staff, after a period of patient’s non-cooperation and worsening of clinical 

conditions – does not necessarily result in its execution. Attempts to negotiate with the person 

and obtain her collaboration for voluntary admission are always pursued, both in the restraint 

 
89 This is an example of attunement of MHC practices to the specificity of the woman, Ada, unwilling 

to go to the services, and living in a building and neighbourhood which were already problematic (see 

Chapter 4). The police barracks appeared as a neutral and protected space, where she eventually accepted 

to go. 
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and the no-restraint context, mobilizing resources such as the different personalities composing 

the équipe and the relationships developed over time with specific doctors or nurses, which 

might convince the person to accept treatment on the basis of personal trust. When persuasion 

does not work, or relationships are not present or weak because, for example, the person is a 

service user from few time, other strategies – such as show of force and implicit threat – may 

be performed, resulting in the admission of what have been called ‘coerced voluntaries’ 

(O’Donoghue et al., 2014; see Chapter 2.2.1), which nevertheless manages to avoid violent 

interventions and formally involuntary admissions. The case of Ada represents an example of 

this mode of performing non-violent (though implicitly coercive) intervention, which is 

considered successful by the psychiatrist precisely because of the pre-arranged, unforced, and 

environmentally protected mode in which it has been practiced.  

Excerpt 5.51. Giorgio (psychiatrist, Cedar Centre): At the end we did not need to do 

anything, usually this combined show of force [of mental health services and the 

police] is sufficient, and also in this case [of Ada] it was diriment, there was a formal 

opposition which disappeared when the marshal intervened with me, so the person 

could not, she understood that there were motivations, or that there was an 

overwhelming force, so she probably decided defensively for a collaborative 

admission. This requires great organization, but these are the results. 

 

Similarly to the ‘soft’ initiation of restraint, this mode of approaching (and avoiding, if 

possible) involuntary treatment acknowledges personhood and the patient’s subjective 

experience, attempting to prevent unnecessary elements of public humiliation, stigma, and use 

of force, which would be traumatizing and remembered for a long time90. 

Several other examples of practical compassion in case of coerced patients have been 

observed on the field or described by our interviewees. The following excerpt concerns the case 

of a boy, admitted during a violent onset, whose aggressiveness was not adequately manageable 

in the psychiatric ward (not even through mechanical restraint), and required relevant dosage 

of sedative medication which led to his transfer to the Intensive Care Unit (ICU) for proper 

monitoring. As it usually happens, the boy was mechanically (other than pharmacologically) 

 
90 Memories of a violent intervention can re-emerge in the doctor-patient relationship, as the description 

of the following episode shows. In a medical encounter at the Tulip Centre, while the psychiatrist Chiara 

was trying to negotiate with a patient of hers – Filippo – the administration of a therapy, she asked the 

man if he remembered being given depot medication in the past. Filippo recalled the occasion on which 

he received the depot injection, during an involuntary treatment, when – he says – he had been «taken 

away like a dog» by the police. Chiara seemed embarrassed by his assertion and replied saying she felt 

sorry for that experience. 
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restrained there too. Maria, an OSS with a personal background on alternative (e.g. music, 

dance, art) therapies, narrates how she managed to start building a relationship with this patient 

while he was restrained, by visiting him at the ICU, massaging him and playing some music for 

him, showing a compassionate attitude. 

Excerpt 5.52. Maria (OSS, Pine Ward): We had admitted a boy… it was his first 

admission… he was very much uncompensated, he was out [of his mind], aggressive 

and everything, he had been [mechanically] restrained for… a long time, every time 

we tried to unrestrain him- […] Then he has been moved to the Intensive Care [Unit], 

because they have tried to sedate him… and I went there every day to treat him. I 

used to [temporary] unrestrain one leg, massaged it, and play some music with 

sounds of nature, relaxing music, I did it for a pretty long time, then little by little he 

has been unrestrained and went back here [in the SPDC] […] [Later, his mother] 

thanked me, this approach has succeeded, and it was the only thing I could-, it was 

also a way to relate to him. Because he was always, it was difficult for him to access 

to-, he was always on the alert, he reacted by being aggressive, than little by little he 

managed to, physical contact helped him a lot, to massage his head, feet, hands, legs, 

because poor son, he was tied to that bed, and it was also a particular situation 

because, you know, to do it here [in the SPDC] is one thing, but I had to go up there 

[to the ICU]. 

 

Acts of practical compassion performed by Maria qualify her as the ameliorative actor 

(Berlant, 2004) of the boy’s condition, but also show us how a coercive intervention can 

represent the opportunity (or even constitute the only possibility) to work on building a 

relationship with the acute patient. This argument was used in the studied contexts for both 

mechanical and pharmacological restraint, sometimes described as means through which 

communication (and therefore relation) with patients could be established in moments of crisis. 

As an extreme position on this opinion, a psychiatrist at the Cedar Centre, Davide, suggested 

that mechanical restraint is a tool among other, a communicative tool for «[unwell] people who 

do not understand other languages but that of the body», and for this reason its complete and 

indiscriminate abolition was not something he considered desirable91. 

The following excerpts from fieldnotes show how relation was not built, but rather 

maintained, with Aldo – a service user known for thirty years – through acts of practical 

compassion while he was mechanically restrained, and how past episodes of fun, play and 

 
91 Original excerpt from fieldnotes: «[Davide] mi dice poi che se da una parte la contenzione può 

rappresentare un abuso, l’estremo opposto della contenzione zero non è egualmente auspicabile, poiché 

secondo lui la contenzione è uno strumento fra altri, addirittura uno strumento comunicativo per certe 

persone che non capiscono altri linguaggi se non quello corporeo, fisico (quelli che per esempio si 

pongono con: “o così o ti spacco la faccia”, mi dice)». 
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shared moments during restraint were recalled as part of the history of the nurse-patient 

relationship. 

Excerpt 5.53. After a few, Aldo comes in and asks me if I want to play cards with 

him. I accept and follow him to the living room. After some minutes, Ernesto [nurse] 

arrives (he was probably having his lunch break in the kitchen) and starts playing 

with us. We chat, then Ernesto smiles and asks Aldo: “do you remember in the old 

ward when you were restrained by one arm and we played cards with the other 

[arm]?”, and then: “I used to smoke my Cuban [cigar], we both smoked while we 

were playing, there was fog in that room!”. Aldo nods. (Pine Ward, fieldnotes) 

Excerpt 5.54. [It is around 23]. Giorgio hears Aldo screaming, goes to his room and 

asks me to follow him. Aldo is sat on his bed; the mattress is lifted, and [restraining] 

belts are rather loose. Giorgio brings two cups of hot camomile tea, one for himself 

and one for Aldo, recommending him to wait until it cools down and not to drink it 

all at once. Aldo does not listen to him, takes a sip right away and starts coughing 

[because it is too hot]. Then, he repeatedly tries to drink again while Giorgio, who 

stands beside him, moves the cup away from his mouth every time, laughing and 

telling him how stubborn he is. They chat for a while about last football matches, 

then Giorgio sits on a chair near Aldo’s bed and asks him what was wrong with the 

residential facility he was sent to. Aldo says there were cocaine and pot there. 

Giorgio asks if he has been using them, Aldo denies, Giorgio looks at him raising 

his eyebrows like he did not believe him92, Aldo laughs. Giorgio then proposes to 

unrestrain him, but Aldo shakes his head and says that it is better if he stays there 

[restrained]. (Pine Ward, fieldnotes) 

 

Excerpt 5.53 tells us something about time nurses can spend with restrained patients, 

ameliorating a condition which is acknowledged as delicate: «Precisely because he is restrained, 

he is in a moment of defencelessness» (Simona, nurse, Pine Ward). Excerpt 5.54, on the other 

hand, describes how medical encounters with psychiatrists (in this case a community 

psychiatrist during a night shift in the ward) can take place in a relaxed, even playful atmosphere 

despite the situation of (normalized) coercion, and represent an occasion to discuss other aspects 

of the person’s therapeutic path (in this case his returning to the ward after a short period spent 

in a residential facility). Also, it is interesting to observe patient’s compliance with mechanical 

restraint. The psychiatrist will try again later to propose Aldo to unrestrain him, but the man 

will keep refusing, saying: “if you untie me, I’ll do something stupid” (‘se mi slegate poi faccio 

le cagate’). This shows that patients socialised to this kind of practice rely on restraint to avoid 

having a ‘bad behaviour’ (e.g. hitting some other patient again) and somehow acknowledge its 

function having internalised contextual logics of control. 

 
92 Aldo has been smoking pot for years. 
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The last phrase of Excerpt 5.54, concerning termination of restraint, introduces another 

element of relationalisation of coercion: that of negotiation. Negotiation is not only crucial to 

termination of restraint (which in this case is refused by Aldo) but also to temporary moments 

of interruption or attenuation of the restraining measure. This has been observed about 

pharmacological restraint (e.g. the request of a patient to have his/her sedative medication 

reduced because s/he felt too confused) but also about mechanical restraint, in the form of a 

partial or temporary removal of the restraining belts. The latter case is exemplified in the 

following episode: interruption of mechanical restraint is described by the nurse who performed 

it, Gino, as the result of an arrangement between the professional and the patient, based on 

reciprocal knowledge and trust, sometimes even sealed with a handshake. Emphasis in the text 

(«yes, he is tied, but he is considered, I mean, like a person and everything») indicates the 

acknowledgement and attention paid to the dimension of personhood and personal needs, which 

are typical of the discursive strategy of relationalisation of coercion. 

Excerpt 5.55. Gino (nurse, Pine Ward): [Before temporary unrestraining a patient] I 

try to make an arrangement.  

Interviewer: How? 

Gino: I mean, I go there and say: “look, it’s lunchtime now”, I say: “I was thinking 

of untying a hand of yours, sit you up, put on a bib, bring you the table with the tray, 

so you can manage to eat. But you know that afterwards… I have to put the belt 

back, because this is not the time to take it off [permanently] yet.” And I shake his 

hand, like: “we shake hands, because a contract is a contract”. And then, normally it 

works, unless the patient is hallucinated and you see he throws and beats-, but then 

you don’t even take it [the belt] off, right? You feed him. But to make him more 

autonomous, to let him getting up, it is better, also to make him understand that yes, 

he is tied, but he is considered, I mean, like a person and everything, he is not 

abandoned there, and this is true for everything, personal hygiene… 

Interviewer: Yes, I see someone using a urinal, someone else… 

Gino: Sure. It was Saturday night, Saturday or Sunday, one of these last nights, 

Giuseppe was restrained, and he could not urinate, he said: “look, I can’t…”, I 

visited him, he had a slightly enlarged bladder [‘globo vescicale’], not so much but 

staying in bed in that position is annoying, so I gave him the urinal and an ice bag 

but it didn’t work, he said: “I can’t urinate if I don’t put my feet on the ground”, so 

I unrestrained him, I took off the belts from his ankles and from one arm, and left 

him alone, but always staying there, you know. 

Interviewer: Sure. 

Gino: And he says: “look, I can’t because you are here and everything”, so I said: 

“look, Giuseppe, but then we put them [the belts] back”, I said: “I take all four of 

them off, let you go to the bathroom, we wait outside”, it was me and the colleagues, 

I said: “we wait outside, you pee, when you’re done you come back, and then I have 
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to put them [the belts] back”. We shook hands, it took no more than five minutes, 

he got up, went to pee, then went back to bed, put the belts back…  

Interviewer: He kept his word. 

Gino: Yes, and he fell asleep. Otherwise I could have said: “I don’t want to do this, 

I put a catheter” […] It depends on the patient, on the nurse, on the relationship you 

have with the patient, on how the patient is in that moment, on whether you know 

him or not, I mean, if it was someone else, if it was not Giuseppe but a patient in the 

same condition of him but on his first admission, I would have not unrestrained him. 

[…] It is based on trust, purely on trust. 

 

Gino’s account of the agreement, or contract, illustrates how trust, previous knowledge and 

the specific nurse-patient relationship are the essential elements which make temporary 

interruption of restraint possible. Moreover, these episodes have been usually described as a 

sort of “test” to evaluate both clinical conditions (whether the person is calm or agitated, 

hallucinated or confused, hostile or agreeable with both the staff and the other inpatients) and 

patient’s trustworthiness (to verify if, like in the case of Giuseppe, the person keeps his/her 

word and behaves properly, i.e. accepting the temporariness of belts removal). This narration 

adds to the relational dimension intersecting coercion an element of temporality: definitive 

interruption of restraint is presented as something which is approached gradually, over a period 

of time during which an evolution in patient’s behaviour is expected to unfold, both for clinical 

reasons («[crisis] must take its course […] time has to pass, and it is subjective», explained 

nurse Livia in her interview) and for the degree of collaboration showed by the person. Through 

attentive observation, dialogue, and tentative episodes of partial or provisional removal of the 

belts, the staff places the patient on this trajectory of restraint, evaluating whether it is “too 

soon” to try to remove the belts, or conversely if «the patient is converging towards 

unrestraining» (Simona, nurse, Pine Ward). By considering a wider time frame, necessity of 

mechanical restraint is again disassociated from immediate state of necessity, and tied to a 

diachronic dimension instead. From this point of view, permanent removal of restraints appears 

as something the patient can also earn by proving to be trustworthy when s/he is temporary 

unrestrained.  

Excerpt 5.56. [On Tuesday afternoon] Ernesto [nurse] tells Carlo they will unrestrain 

him for a snack break, but he will go back [to be restrained] by 6 p.m. “If everything 

runs smoothly, we unrestrain you again for dinner, ok?”. Carlo nods and takes his 

medication, then says he needs to stretch his legs because they hurt. Ernesto adds 

that if he will be good, tomorrow he might be unrestrained for a longer period of 

time. […] [On the next Thursday] we go visiting Carlo, which is on four-points 

restraint, sat on the bed, he wears a t-shirt and his underwear. When doctor Vincenzo 
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asks him how he is doing, he replies he has been tied to the bed for five days. Gaia 

[nurse] points out: “you’ve been unrestrained on Tuesday afternoon”. Vincenzo 

leans against bedrails and says to him: “let’s make a deal, you and me”. He offers to 

unrestrain him, then he informs him that later he will do a CAT scan, and, if he will 

be good, he will be left unrestrained. (Pine Ward, fieldnotes) 

Excerpt 5.57. Maia has been temporarily unrestrained during the morning to go to 

the bathroom twice. At lunchtime she asks to eat in the dining room with the other 

[inpatients], she’s tranquil. Doctor Irene agrees to permanently unrestrain her. 

Alessio [nurse]: “so I go unrestrain her with a compromise”. Edoardo [nurse]: “yes: 

at the first kick she’s back there [restrained] again”.93 (Pine Ward, fieldnotes) 

 

Excerpt 5.56 shows how temporary removal of restraint, first experimented on Tuesday 

afternoon and then offered again two days after, is the precondition for permanent unrestraining, 

especially for unknown patients94. Improper behaviour (e.g. aggressiveness or, in the case of 

Maia, self-harm) while temporarily unrestrained is here defined as a violation of the agreement 

and faith showed by the staff, and therefore it is inscribed again in a relational registry, which 

justifies coercion as a consequence of disloyalty95.  

To conclude on the agreement interpretation, it is interesting to observe that it is considered 

equally crucial for the staff to prove reliable and keep their word too. If, for example, a nurse 

promises a patient s/he will be temporarily unrestrained again, for a longer period of time, if 

s/he behaves properly the first time, it is relevant for the relationship and mutual trust that the 

nurse keeps the promise s/he made. Excerpt 5.59 exemplifies the bidirectionality of the 

negotiation process between patient and nurse, in which «it’s all about convincing each other». 

Excerpt 5.59. Livia (nurse, Pine Ward): There are cases when the person is there, 

and I negotiate, [I mobilize our] relationship, the times gone by, I put everything [on 

 
93 The girl had been restrained in the first place because she repeatedly kicked the door or the walls, 

hurting herself, despite staff’s presence and attempts to dissuade her. 

 
94 Despite nothing bad happened when Carlo was first unrestrained on Tuesday, no further attempts were 

made on Wednesday. Temporary unrestraining depends not only on the clinical condition of the patient, 

the number and conditions of the other inpatients, and the available resources in terms of nurses, but 

also on the initiative of the staff, who might decide to start negotiation and try to make a deal with a 

patient or not. This in turn depends on each professional’s experience and self-confidence, and on the 

relationship s/he has with the specific patient: Carlo was in his first admission, he was unknown to the 

ward, and this may explain the cautious, sometimes reluctant approach of most nurses towards his 

temporary unrestraining. 
 
95 This narration somehow confers restraint a punitive dimension, despite it has been repeatedly denied 

and labelled as a bad practice by the staff when explicitly thematised. Excerpt 5.58: «Mario [Cardano] 

says that in other [psychiatric] wards, restraint is used as a threat (“if you do this again, we will tie you”). 

Doctor Sandra says that they absolutely do not intend this practice as such. Tania [nurse] comments: 

“that is a bad phrase”.» (Pine Ward, fieldnotes, day of joint observation with Mario Cardano) 
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the plate], there I trust him, [I say:] “don’t mess up or I will pay for you [for having 

unrestrained you]”, [the patient says] “I know, you don’t have to worry”, ok, you 

play your cards. Then I said: “you know that if you collaborate, I will report [to the 

doctors] that you behaved in a certain- [way]”, it’s all about convincing each other, 

so if he goes back to bed, the following day I keep my word, because the thing is 

that when you say something to a patient than you have to honour it. 

 

Interestingly, in the discourses of our interviewees, negotiation does not necessarily result 

in temporary removal of restraints. To consider and try to fulfil patients’ requests – when they 

are compliant with mechanical restraint – can mean to maintain them restrained even if the staff 

does not detect a ‘state of necessity’ (anymore). This was the case of Aldo described in Excerpt 

5.54, but also of Maia: nurse Livia describes how, while being provisionally unrestrained to go 

to the bathroom, she seemed calmer than before, so she asked her if she would like to remain 

unrestrained, but the girl refused and was restrained again as she wished.  

Excerpt 5.60. Livia (nurse, Pine Ward): Half an hour [after restraint] she had to go 

to the bathroom, let’s say after an hour. Then I told her: “listen… if we unrestrain 

you to go to the bathroom, do you feel like remaining untied?”, I mean, “no, no, now 

I want to stay in bed”. […] I asked her: “are you sure?”, “yes, yes, yes, I want to 

remain in bed, with my, I drink some more-”, alright, I told her: “because you seem 

more calm”, “yes but I, I want to remain in bed [restrained]”. 

 

The coercive measure, presented here as something which is demanded by the patient 

herself, is represented as a response to the girl’s needs or preferences, and therefore qualified 

as a good act, as an act of care and consideration for the person’s desires. Shortly after this 

episode, around lunchtime, the girl felt like being unrestrained to go to eat in the communal 

dining room, and restraints were definitively removed (see Excerpt 5.57). 

An alternative way in which coercive interventions can be practically incorporated in the 

relationship between the patient and the healthcare worker, and discursively inscribed in a 

relational registry, is through the explanation of the intervention itself, during or after its 

performance. By explaining the reasons behind the coercive act, the person subjected to it is 

once again acknowledged as such, in his/her personhood. Moreover, dialogue and exchange of 

respective motives become possible, fostering mutual understanding. The following example, 

concerning manual restraint in the context of the Violet Mental Health Centre, illustrates this 

reciprocal explanation of the reasons behind each actor’s behaviour: the restraining intervention 

and the patient’s aggressiveness. This was possible in a rare moment of communication with 

Santiago – the already mentioned Bolivian young man, involuntarily treated at the MHC for a 
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profound psychotic crisis – during a car trip with two nurses, a rehabilitation specialist, and me. 

The car trip was organized to reduce the tension and “relationally contain him” (the boy seemed 

to enjoy escorted walks in the surrounding park and moments outside of the Centre, which were 

planned as frequently as possible to make his TSO more bearable). Driving around without a 

destination in mind, Santiago gradually relaxed, opened up and verbalized some of his distress: 

the distance from his home-country, the recent death of a beloved grandmother, the dependence 

on cannabis as a self-medication tool. As he was talking, explaining himself, and shortly after 

crying with his head on a nurse’s shoulder, we were holding our breath, surprised by such 

unexpected breach into his feelings. Openness breeds openness, and few minutes later Santiago 

expressed his annoyance with being always surrounded by staff members, while they explained 

their reasons for – and most notably, their discomfort with – intense surveillance and coercive 

interventions (e.g. physical restraint) they sometimes had to perform to respond to his 

behaviour. Excerpt 5.61 from fieldnotes concerns the conversation about respective 

explanations which took place in that car. 

Excerpt 5.61. Dalila [nurse]: “Do you remember kicking me yesterday? It is not nice 

to kick a woman, don’t you think?”. Her tone is not of scolding, but more of an 

invitation to reflect, to be self-critical, discussing about Santiago’s aggressive 

behaviour in this moment of contact and communication. Santiago replies: “you 

were fifty, I had to defend myself!”96. Gianluca [nurse] intervenes, saying that if he 

runs away they are forced to intervene for his own good, to stop him, even if they 

don’t like having to do so. Santiago says: “you must not stand behind me, or you 

steal my power”. He told me the same thing some days ago, while we were having 

a walk in the park. Now, he is addressing Gianluca, who ‘hugs’ him from behind 

when he has to stop [physically restrain] him. Gianluca replies: “I stand behind you 

because when I began working in Psychiatry they taught to do so: I have to stop you 

without hurting you, and if I grab you from front you risk falling backwards and 

hitting your head”. This discussion addressing the respective reasons seems surreal, 

especially considering the extremely difficult communication of these days (Violet 

Centre, fieldnotes). 

 

The need for explanation emerged also with respect to other coercive measures, such as 

pharmacological restraint. Sometimes explanation itself allowed to avoid violent interventions 

– in this case forced administration of medication – as the following episode observed at the 

Tulip Centre illustrates. Similarly to the non-violent admission achieved with Ada (see Excerpt 

 
96 This refers to the fact that Santiago was always escorted around the Violet Centre and its surroundings 

by one or more mental healthcare workers (‘affiancamento’), who used to gather around him in moments 

of particular tension. Though not explicitly indicated as such, these moments can be seen as an example 

of show of force (Bowers et al., 2012: 31) similar to the one employed (and acknowledged as such) in 

the Cedar Centre (see Excerpt 5.51). 
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5.51), here the patient unwillingly accepts medication, persuaded by her father’s and nurses’ 

arguments (but maybe also by the implicit possibility they have to forcefully administer therapy 

if she refused). Explanation for the pharmacological restraint that was about to be (voluntarily 

or involuntarily) administered was also employed to seek for Alina’s cooperation and avoid 

tougher interventions on her.  

Excerpt 5.62. Mimmo [nurse] tells Elia [psychiatrist]: “we need to talk to Alina, she 

kicked Jessica out there on the footpath before. She has on-demand therapy 

prescribed, but first we have to justify it to her, we need to talk to her while her father 

is here, and even if she is delirious we have to make her understand that she might 

hurt someone and be reported”. […] Alina is a bit hostile, but with the help of her 

father she listens to healthcare workers’ recommendations and accepts to take 

medication after some insistence. (Tulip Centre, fieldnotes) 

 

Explanation is needed also with respect to a psychiatrist’s decision to involuntarily 

hospitalise one of his/her patient. This was perceived, both in the restraint and the no-restraint 

context, as a crucial element to process a certainly delicate moment for the person treated 

against her will. Both psychiatrists and nurses, more intensively in contact with patients during 

their stay, take part in this process of discussion and explanation, especially after the first, most 

difficult phase of the crisis had passed. 

Excerpt 5.63. Nadia (nurses’ coordinator, Iris Ward): In involuntary treatments, we 

try with involuntary treatments not to say: “ok, you’re unwell, you have to be cured, 

that’s it and there’s nothing to discuss”. “You are unwell, you have to be cured, but 

we do discuss”. Even if this is a contradiction in terms, we try during involuntary 

treatment, both after and during the stay, to make patients understand – because 

[pharmacological] therapy helps, it’s undeniable – and when people start to see the 

light at the end of the tunnel [they understand] that maybe we were not completely 

wrong [in thinking they had to be treated]. 

 

Exceptions to the – both practical and discursive, simultaneous or subsequent – incorporation 

of coercive treatment in the relationship have been observed as residual and usually criticized 

occurrences. In the no-restraint context, this was observed with respect to a community 

psychiatrist who arrived to the Iris Ward together with a community nurse to discuss with 

SPDC’s colleagues about a patient of him, Pietro, involuntarily admitted the day before. After 

having talked to their colleagues, the nurse goes to Pietro’s room to see him and possibly talk 

a bit about his situation, but the psychiatrist remains in the medical office deciding not to make 

himself visible to his patient. He justifies his choice by saying that it was better «not to instigate 

him [Pietro]» (the man had been aggressive with his general practitioner two days before and 
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might be resentful with his psychiatrist too). After he left, ward’s nursing staff maintained this 

was just an excuse (the psychiatrist was afraid to meet his aggressive patient) and judged his 

decision as an act of bad care: a way to avoid the encounter with his patient in the tense moment 

due to the coercive measure adopted (i.e. involuntary treatment), and therefore a missed 

opportunity to explain the reasons behind it and frame it in the therapeutic relationship97. 

 In the restraint context, the most representative exception to the relationalisation of coercion 

was that of a psychiatrist, Carmela, who decided to involuntary admit a patient of hers – 

Giuseppe – without signing the papers herself (so that the measure could seem decided by 

another doctor) and without escorting him or being present in the SPDC at his arrival. Later, 

during her interview, she explains this was done to preserve patient’s faith in his doctor. 

Excerpt 5.64. Carmela (psychiatrist, Pine Ward): The patient and his doctor, the risk 

is that, the problem, the concern is that he might lose faith in his doctor, while if it 

[TSO] is done by other members of the medical équipe, I mean, it is a narrow squeak 

(‘ci si salva in calcio d’angolo’). In fact I did not wanted to be present when he was 

admitted, even if it was me who decided, I had talked to the police marshal, to 

execute it [TSO] on that morning. 

 

I considered this episode so relevant I decided to include it, though removing any reference 

to both the psychiatrist’s and the patient’s identity, in the interviews with community 

psychiatrists of the restraint context I met two months after, in order to understand if this tactic 

– not to appear as the decision-maker behind an involuntary treatment, and not to meet the 

patient when coercively admitted – was a shared local practice or rather an individual strategy 

to deal with the performance of a coercive intervention. Before narrating the episode, I asked 

my interviewees about how, if at all, the execution of a TSO affected the therapeutic 

relationship with their patients. The following excerpts synthetise their answers, which indicate 

that their colleague’s strategy is not shared at all: instead, relationship and openness are once 

again acknowledged as crucial elements, despite the inherent difficulties, not only to remain 

 
97 We do not know if this was done in a second phase, maybe after Pietro’s discharge, and I do not have 

the competence to say if the psychiatrist’s decision had a clinical or personal (being scared is an 

admissible condition) rationale. What I wish to underline here is the shared understanding that 

relationship – even in tense moments related to coercion – should always come first, and it is a 

professional’s duty to “stay in the relationship” (‘stare nella relazione’ was a sort of mantra in this 

context, something that is considered essential for a mental healthcare worker to be able to do, see also 

Chapter 6) and clarify the reasons behind a coercive intervention, despite the inherent difficulties. 

Significantly, this is consistent with the opinions expressed by two psychiatrists of the Cedar Centre 

(see Excerpts 5.65 and 5.66), in the restraint context. 
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credible in their patients’ eyes, but also to help them making sense of the dramatic phase of 

crisis and coercive treatment. 

Excerpt 5.65. Davide (psychiatrist, Cedar Centre): I think that a psychiatrist has to 

work very hard to admit people when they need to be admitted, and it’s not easy to 

get to that, so when the person is unwell, when she is unwell and you get her admitted 

she understand it was inevitable. […] “Now I have to admit you”; [imitating an 

hypothetical patient:] “but I-, you are-”, swearwords; “no, I’m sorry, you are unwell, 

I have to admit you”; “I am not unwell, you are an asshole, you are with them” – 

because that’s what they say to you – “you are with them, who sent you?”; “you are 

unwell”. They understand it, right? So the problem with TSO, of course it is a 

delicate aspect, the, the imposition [‘sopruso’] over the person, but it is something 

that if carefully considered and well safeguarded it’s not, in my experience it is not 

something which spoils the relationship of trust. […] I think you lose authority 

[‘autorevolezza’] by doing like this [like Carmela]. […] It’s ridiculous to make 

someone else doing it [TSO]. He [the patient] comes to you precisely for that, so 

that you can help him recovering, right? 

Excerpt 5.66. Giorgio (psychiatrist, Cedar Centre): Personally, if I have to do a TSO 

to a patient, I prefer to tell him and do it myself. Because they are people like us and, 

I mean, [otherwise] we are burying our head in the sand (‘ci nascondiamo dietro a 

un dito’). We should declare the state of illness we observe, the difficult situation, 

which is also useful to process a compulsory admission, because otherwise it has 

little justification in the perspective of the person subjected to it. And [we should] 

be available to, to everything, to his requests for explanation, as far as possible, and 

yes, we have to be decisive and firm, [and try to pursue] solutions different than 

TSO, that’s what has to be done, but precisely because you are his doctor and you 

have a certain kind of relationship with him, you have to try, you have the power to 

explain it to him. […] Then you also accept criticisms, right? Which will come, but 

later they will be a point of departure, you know? This is it. “I had you admitted 

because in that moment you were unwell. I know you, you are not like that, you were 

unwell, I can tell you because I know you, you were like this, you did this and that”, 

right? Somehow, to represent a history of the crisis is useful to understand, to help 

getting through a tough moment such as compulsory hospitalization, I mean, even 

when formally it is not a TSO and admission is accepted… it is always, it is always 

a coercive moment, because… it is a moment of suffering. 

 

Giorgio’s quotation helps us concluding on the relationalisation of coercion strategy by 

highlighting come of its fundamental elements: the need to remain open and honest with the 

person on whom the coercive intervention has to be performed, “staying in the relationship” 

even when this exposes the psychiatrist to criticism and resentment; to explain the reasons 

behind the measure, while or after it has been applied; to acknowledge personhood and the 

person’s need to understand, so that she can attach a meaning to the coercion experienced; to 

retrospectively reconstruct the history of the crisis with the patient, so that coercion can possibly 
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make sense in his/her trajectory98. Relevant to our approach to coercive practices is Giorgio’s 

observation that admission can be difficult to process and understand also when formally it is 

voluntarily accepted: the focus is once again placed on the subjective experience, in this case 

on perceived coercion (Szmukler, 2017) of ‘coerced voluntaries’ (O’Donoghue et al., 2014). 

Besides explanation, we have seen other strategies to relationalise coercion, such as that of 

negotiation (of initiation, continuation, termination, or temporary interruption or attenuation of 

coercive measures) and acts of practical compassion (Brown et al., 2014). These strategies 

allow to incorporate coercion and make it compatible with provision of good (health)care. 

 

5.3.4 Multiplication of the ‘objects of care’ 

The fourth and last strategy employed to frame coercion as good care is the multiplication 

of the ‘objects of care’. If the first three strategies focused on the individual patient and his/her 

relationship with the staff, this one invests other (individual and collective, human and 

nonhuman) actors and considers them as legitimate recipients of care. Crucial to this vision is 

the acknowledgement that the aspects or ‘objects of care’ are always multiple, and that they are 

overlapping, and simultaneously being cared for, resulting in tensions which are experimentally 

and locally handled as they unfold (Law, 2010). 

First of all, mental health workers care for each individual patient. We have seen how this 

happens and is made compatible with the application of coercive measures in the previous three 

paragraphs concerning therapeuticisation, proceduralisation and relationalisation of coercion. 

But mental healthcare workers simultaneously care for each other (for the staff) and for the 

other inpatients admitted to the SPDC or assisted in the Mental Health Centre. This does not 

only mean, as one could more easily imagine, that they have to be protected from possible 

aggression or annoying behaviour (e.g. screaming or wandering at night). This also means that 

– in our participants’ notion of good care – every patient should be provided with the assistance 

s/he needs. In an organizational context characterised by lack of human resources, lack of time, 

and, in the case of the Pine Ward and many other Piedmontese ones, shortage of beds (resulting 

in the overcrowding of the units), equitable provision of care is not always achieved. 

Overcrowded spaces and the heterogeneous population inhabiting them are represented by our 

 
98 What Giorgio describes seems to recall the ‘narrative reconstruction’ theorized by Gareth Williams 

(1984) with respect to chronic illness, which constituted a disruption in the patient’s biography. To make 

sense of the coercive event is presented as crucial to incorporate it in one’s self-narration and overcome 

that experience. 
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participants as inherently deleterious for ‘disadvantaged’ categories of patients, those who tend 

to withdraw from communal areas and protect themselves through isolation, such as people 

going through a depressive episode. Patients who are particularly unwell, or who are diagnosed 

with disorders usually associated with having a demanding attitude (e.g. borderline and 

antisocial personality disorders, or manic phases of bipolar disorder), are conversely described 

as annoying and difficult to tolerate by those who share the same ward with them. Nurse Gaia 

addresses these issues in her interview, illustrating how she (but also other colleagues of hers) 

tries to ‘lighten’ the atmosphere in the ward by temporarily ‘removing’ difficult patients (e.g. 

by escorting them out to the hospital café for a while, or inviting them to spend some time in 

the nursing room when there are no activities to be performed there). 

Excerpt 5.67. Gaia (nurse, Pine Ward): Sometimes you do [invite a patient to stay 

in the nursing room for a while] because if he’s a bad patient the others can take a 

breath. If you keep him there with you the other patients can take a breath, because 

sometimes some patients are very annoying and the others can’t stand them 

anymore, here we have also depressed [people], we have other pathologies, and to 

have an antisocial, or a borderline who starts dancing the can-can [making a mess], 

or a manic, it’s difficult, and you see that the depressed are increasingly closed in 

their rooms, they cannot- 

Interviewer: Is it a way to protect themselves? 

Gaia: Yes, exactly, exactly. 

 

A situation of uneven provision of care among inpatients can also occur when a particularly 

difficult patient requires attentions and time from the staff which are inevitably subtracted from 

other patients. This was the case of Santiago, the man involuntarily treated at the Violet Centre 

whom I frequently mentioned in this chapter. The need to have one or more nurses to stay with 

him all day long, and his repeated attempts to leave the Centre or to hit the staff, forced 

professionals to focus most of their attentions on him, postponing non-urgent home visits and 

inevitably having less time and energy to dedicate to the other service users. In fact, in the case 

of a 24-hour Mental Health Centre, the staff has to care for both hosted patients and ordinary 

users, either at home, on a day hospital program, or visiting the service for therapy 

administration, medical interviews, lunch and other activities. When, in particularly critical 

situations such as the one I had the opportunity to observe, priorities and routines of the MHC 

have to be modified and adapted to the needs of one or few acute patients, issues concerning 

good care arise and are explicitly discussed. The following excerpt refers to a staff meeting held 

in the Violet Centre on those intense days. 
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Excerpt 5.68. Matilde [OSS] maintains that to do like they had to do on Sunday – 

when all of the four nurses had to go after Santiago as he was leaving, and therefore 

abandoned the Centre – is a sign of poor quality of the service. Doctor Claudio 

intervenes, saying that the fact that they managed to stop Santiago from leaving 

(which was the priority) is synonym with effective and high-quality intervention, 

and that it has not to be taken for granted (other times they did not manage to stop a 

patient who was leaving, and had to let him go [alerting the police if he was under 

TSO]). […] Greta [nurse] is sceptical about how long they will be able to deal with 

such a difficult situation (which has already lasted for more than one week without 

any substantial improvement). Other patients’ dissatisfaction is discussed too: Igor 

explicitly complained about Santiago, Corrado spoke badly of the ‘little man’ 

[Santiago, who’s not very tall], Camillo seems particularly sullen, and, more 

generally, service users seem to feel neglected because attentions are all centred on 

Santiago. Azzurra [psychiatrist]: “to take him [Santiago] out is one of the few things 

that seem to work”. (Violet Centre, fieldnotes) 

 

In the first part of the excerpt, Matilde and Claudio are discussing precisely about what kind 

of care the Centre was able to provide in that situation, and whether it had to be considered 

good or bad care. While the woman underlines the fact that, in order to care for Santiago, the 

staff had to leave the Centre and its users alone (even though for few minutes), Claudio affirms 

that the priority of the situation justified their choice, and highlights the efficacy of the 

intervention in preventing an involuntarily treated patient to leave. In a context of multiple 

‘objects of care’ (Law, 2010), the inherent tensions and incompatibilities are attempted to be 

handled by ordering and prioritising these objects, adopting a version of good care that consists 

in (successfully) caring for those who need it the most. This solution is not free from 

ambivalence and did not satisfied care providers. In the second part of the excerpt, nurses raise 

the issue of other users’ dissatisfaction with the unequal distribution of care within the service. 

According to doctors, there seemed to be few alternatives: the boy was is in an acute phase of 

illness, and besides relationally supporting him and continuously trying to adjust his 

pharmacological therapy, which had not achieved the expected results yet, they could not do 

anything else than wait while trying to do their best. Ambivalence is inherent to the provision 

good care in such complex situations, where different goods have to be dealt with together, and 

‘good’ and ‘bad’ are intertwined (Mol et al., 2010). Rather than discussing about a general 

notion of good care, namely about an overall good, psychiatrist Azzurra suggests keeping 

experimenting and trying to handle the emerging tensions practically. A tentative solution, 

similar to the practice described by Gaia in the Pine Ward (see Excerpt 5.67), was that to 

accompany Santiago for walks in the park, or car trips, both to care for his needs (as he suffered 

from having to stay inside all day long) and to provide some relief to the users in the Centre 

while he was not there. 
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The issue of resources allocation for a provision of care adequate to each person’s needs 

seemed to be relevant also in the relationship between ward and community services. In the no-

restraint context, community mental healthcare workers are more frequently involved in the 

care of people admitted to the SPDC, especially when the ward hosts particularly critical 

situations and is near (or has reached) its legal capacity. As observed in Chapter 4, not all of 

the Mental Health Centres seem to equally contribute to alleviate the ward’s workload. In the 

case describes below, the MHC (not the Tulip nor the Violet one) had been asked to send a 

nurse to escort Marcello (a user of that service) to undergo a bronchoscopy in another hospital 

unit, because at 8.30 in the morning the SPDC could not allocate two out of its four nurses for 

an activity outside of the ward. The Centre did not cooperate nor justified its refusal to help, 

and Marcello was eventually escorted by a SPDC nurse and the nurses’ coordinator, because 

he was feeling sick and the medical examination could not be postponed. The following excerpt 

from fieldnotes describes a meeting between ward’s and MHC’s staff that took place right after 

this episode.  

Excerpt 5.69. [MHC worker:] If I deprive the MHC of a nurse to send him here for 

Marcello, I subtract resources to territorial activities, and other patients risk ending 

up here [in the SPDC]”. It is the too-short-blanket problem. Marzia reacts saying: 

“but Marcello is a difficult patient, he’s part of the MHC family, and the blanket for 

him has to be stretched. Here in the SPDC we cannot subtract resources from the 

equivalent of your home visits, we have admissions, urgency, consultation in the 

ER, and so on”. (Iris Ward, fieldnotes) 

 

We can see how the difficulties in establishing what is ‘better’ in this specific situation result 

in a friction between the ward and the community care teams. Two different modality of 

ordering the objects of care, two different hierarchies, seem to emerge: while the Mental Health 

Centre professionals prioritise ordinary care of non-acute patients, and frame their practice as a 

mode of indirectly caring for the ward too («if I subtract resources to territorial activities, other 

patients risk ending up here», namely to be hospitalized and increase ward’s workload), SPDC 

workers observe that their service has very little chance to defer its activities (most of which – 

emergencies, ER consultations – cannot be postponed). Moreover, by mentioning Marcello’s 

belonging to the “MHC family”, nurse Marzia refers to an historical conflict concerning this 

patient and the community service. Affected by psychosis and described as one of the most 

serious and aggressive cases of the whole area, Marcello is hardly ever hosted in the 24-hour 

Mental Health Centre, but instead admitted to the ward, usually for prolonged periods of time, 
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every time he goes through a crisis99. His situation raises questions concerning general notions 

of good care, which the ward’s staff maintains to provide100, while the Mental Health Centre is 

accused of being rejecting (‘espulsivo’) and providing no therapeutic continuity to its patient. 

Multiplication of the ‘objects of care’ is particularly relevant for our purposes when it is 

related with coercive practices, which are framed as compatible with good healthcare precisely 

because of the multiplicity of the recipients of care. This has been observed, like the strategies 

illustrated in the previous paragraphs, for several restraining practices and in both contexts 

under scrutiny.  

The first coercive practice I consider is environmental restraint, namely the locking of 

SPDC’s or MHC’s doors to prevent patients from leaving. This is a possibility that both the Iris 

Ward and the Mental Health Centres have, at night (when doors are regularly closed) or during 

the day, for limited periods of time, when particularly tense situations occur. The open-door 

policy applied in these contexts rests on the idea, supported by some empirical evidence (see 

Chapter 2.4.4.1 on advantages and disadvantages of these policies), that locking doors results 

in a restrictive therapeutic atmosphere and increased patient aggression. This implies that when 

the measure has to be applied, for reasons related to a temporary difficulty or to a situation 

peculiar of a singular patient, it is considered deleterious for the other users. The two episodes 

I present in the following quotations exemplify the case of adopting a restraining measure to 

respond to an individual moment of crisis, which nevertheless affects the whole population of 

the service (the ward in the first excerpt, the MHC in the second one). 

Excerpt 5.72. To escort and follow him [Pietro] continuously around and outside of 

the ward is very demanding for the staff, who cannot carry on with ordinary 

 
99 Over a period of nine years, Marcello has been admitted to the Iris Ward 21 times, 6 of which 

involuntarily (TSO), for a maximum of three months of stay. Source of information: ward’s registry of 

past admissions and patient’s personal record, consulted on the field. 
 
100 Marcello has been aggressive toward the SPDC staff several times, causing also some serious injuries: 

he almost strangled a nurse who does not work in the ward anymore, and tried to do the same with 

Marzia, who nevertheless tells me: “here we’ve been all beaten up too [like in the MHC], but along time 

you build a relationship again. After he grabbed my neck I left the ward with a face that was blue, but 

nevertheless when he is here I do my job and don’t back out” (Excerpt 5.70). Supported by her 

colleagues, she highlights that ward’s staff keeps providing ‘affective’ and ‘professional’ care despite 

the assaults and consequent fear, while the MHC is equally scared but reacts by refusing to care for him. 

Consequently, Marcello seemed to rely primarily on the ward’s staff, as these excerpt from fieldnotes 

related to the moment of his discharge show: “Marcello says goodbye to Marzia and Franco [nurses], 

hugs them, and asks if he can call the ward on the phone if he needs to. They reassure him: he can. He 

says goodbye to a couple of patients and leaves. Despite he is considered a difficult and violent patient, 

this moment of greeting after two months of stay is emotionally charged, both for me and the workers 

involved” (Excerpt 5.71). 
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activities, such as therapy administration to the other inpatients, some of whom are 

waiting in the hall, outside the door of the nursing room. Elettra [nurse] asks her 

colleagues to temporarily lock the [ward’s] door to allow her to administer therapies. 

They agree without consulting the doctors – this is considered a nursing decision – 

and the door is locked. […] After therapy administration the doors are opened again. 

(Iris Ward, fieldnotes) 

Excerpt 5.73. Taking into consideration Santiago’s attempt to leave and his 

persistent hostility, the three doors of the MHC are locked. This decision implies 

some problems for other service users, who usually enter and exit the Centre freely. 

The staff invites them to be patient and reassures them that this is only a temporary 

thing. (Violet Centre, fieldnotes) 

 

Excerpt 5.72. is about Pietro, an involuntarily admitted patient who had already managed to 

leave the ward the day before, and then had been escorted back to the ward by the police after 

few hours101. Despite his previous escape, in the morning the staff successfully managed to 

leave the ward’s doors open by carefully observing Pietro’s movements around the ward, 

following him at a distance when he approached the stairs and elevators right outside the unit, 

and gathering in the hall to discourage him from leaving. After the staff meeting in the early 

afternoon, therapy administration is scheduled. This activity requires a dedicated nurse, who 

needs not to be distracted from a delicate task, and a colleague (nurse or OSS) who asks patients 

in the hall or their rooms to come to the nursing room one at a time. Attention and number of 

resources necessary to look after Pietro did not allow therapy administration to be performed, 

also because the risk of absconding was high: I had seen him push the button to call the elevator 

the second he thought not to be observed. Nurses agreed to temporarily close the doors to 

administer therapies to the patients already waiting in the hall (who received an apology for the 

delay), and re-opened them after about an hour and a half. Excerpt 5.73 describes a similar 

episode: after Santiago’s several more or less serious attempts to leave the Centre, the staff 

decided to temporarily lock the doors of the MHC for the staff meeting (which is held in a room 

near the entrance). The measure affected the other service users, both hosted on the 24 hours 

and passing through the Centre for other activities, who could not enter nor leave the building 

without the staff cooperation. The ‘unfair’ restriction of their usual freedom of movement was 

acknowledged and repaired by the nurses, who explained them the reasons for the temporary 

measure and asked for their understanding and patience. In both of these episodes, the patient’s, 

 
101 During the staff meeting, when most of the staff was gathered in the dining room, Pietro managed to 

distract a nurse in the hall asking her for a painkiller (he arrived to the ER with a hand almost broken) 

and run through the door. An OSS who was standing in the hall at some distance and the rest of the staff 

immediately run after him, but the man was an athlete and easily managed to leave them behind and 

disappear. 
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the staff’s and the other users’ needs are attempted to be cared for simultaneously, by applying 

the environmentally restraining measure of doors locking for the shortest period of time 

possible, explaining motives to people subjected to it, and apologising for unintended 

consequences of the tense situation (i.e. delays on the usual routine). 

The second coercive practice I consider is mechanical restraint. The following excerpts from 

fieldnotes, inevitably related to the Pine Ward only, describe two different episodes where the 

multiplicity of the ‘objects of care’ proved to be relevant for the application (or its discussion) 

of the restraining measure. 

Excerpt 5.74. Livia (nurse, Pine Ward): On Saturday the doctor came and he wanted 

to unrestrain Aldo and I took the liberty to say: “it’s not that I don’t want to 

[unrestrain him], but on Saturday there are [only] three of us”102, I mean, it’s the less 

advisable day to try, because we had tried few days before and it went really bad.103 

[…] And we had 21 patients [the ward was overcrowded], ok? […] I said: “I think 

Saturday is the less advisable day”, I mean, then if we want to try now there we are 

all [psychiatrist included] here together we can do it, but I can’t say if the ward will 

be [calm] like this all day long, we are in a limited number, and with a patient like 

her [Iris] who required a lot of time, a dedicated nurse, we went out [of the ward 

with her], I stayed out [with her], I mean, it is a lot of work, so if one of us is with 

her… another one is with him [Aldo, if we unrestrain him]… the third [nurse] alone 

with the rest of the ward can’t do it. 

Excerpt 5.75. Gaia [nurse] says that according to her Carlo is too delirious to be 

unrestrained, especially because there is Diego in the ward. Livia [nurse]: “what 

about stopping [restraining] Diego?”. Diego is agitated, yesterday he was cross with 

a patient, today he picked on another, and he had been hostile with Gaia. […] Maria 

[OSS] adds: “Diego is very bad [‘brutto’], you know that I don’t like restraints but 

with all due respect, he’s very bad. Maybe he should be tied and be given appropriate 

therapy”; “Diego is a time bomb”; “Yesterday he asked me if I wanted to eat dead 

fish [death threat], I locked myself in here, the other patients are terrified”. Doctor 

Vincenzo comments that if Diego broke something, they would have a justification 

to take him and tie him. (Pine Ward, fieldnotes) 

 

In the first excerpt, nurse Livia describes the multiplicity of factors implied in the decision 

of interrupting restraint: the number of nurses and OSS on duty; the result of preceding 

unrestraining attempts; the number and profile of people admitted to the ward; and the overall 

situation on the unit. In the specific case, all of these factors seemed to discourage the staff from 

trying: on a Saturday there were fewer workers than usual, many inpatients (5 more than the 

ward’s legal capacity), a demanding one (Iris) who required the almost constant presence of a 

 
102 On weekdays, during the morning and the afternoon shifts, there are four between nurses and OSS. 

 
103 The patient had hit a nurse few after termination of restraint, and therefore had been restrained again. 



206 
 

nurse with her (in or outside the ward), and a previous unrestraining attempt resulted in an 

assault of a colleague. To protect the staff from possible aggression, as well as other patients 

who would have been left with a single nurse to care for their requests and needs, the doctor’s 

proposition is refused and termination of restraint postponed after the weekend104. The second 

excerpt from fieldnotes is about two critical patients deemed not compatible: the first one, 

Carlo, is restrained, and termination of the measure is not supported by nurse Gaia, both because 

of his persistent hallucinations and the hostile presence of Diego. The latter has been 

contentious with both inpatients and the staff: Maria describes them as terrified and reports 

about an episode when he threatened and scared her. Nevertheless, the doctor decides not to 

intervene with restraint because no aggressive behaviour had been actualised to justify a 

coercive intervention yet. To avoid increasing conflicts and chances of accidents in the ward, 

though, Carlo is left restrained. 

The last coercive measure, pharmacological restraint, is once again discussed by our 

participants in the Iris Ward with respect to Pietro, the involuntarily admitted patient who 

absconded from the ward the day before the exchange quoted in Excerpt 5.76.  

Excerpt 5.76. At the staff meeting, pharmacological therapy of Pietro is discussed. 

Yesterday Acuphase105 was administered, and they thought about repeating it 

tomorrow, but after his escape they are considering repeating administration today. 

Paolo [psychiatrist] and the staff are critical toward Pietro’s community psychiatrist, 

who never wants to use depot medication, or uses ‘light’ drugs on tough patients 

[like Pietro] (Abilify106). SPDC’s chief psychiatrist has decided to initiate Clopixol 

depot medication [a ‘heavier’ drug] despite the opinion of Pietro’s community 

psychiatrist, and Paolo expresses his support for this decision. Marzia [nurse] agrees 

too, then she adds: “besides curing the patient we have not to get beaten up, we have 

to protect ourselves and the other patients”. The latter, she explains, have spent the 

whole morning holed up in their bedrooms, scared by Pietro who kept walking up 

and down the ward “like an animal in a cage”, glaring at everyone. (Iris Ward, 

fieldnotes) 

 

Administration of supplementary dosage of sedative medication is here discussed not only 

in relation to Pietro’s clinical condition and elevated risk of absconding, but also considering 

 
104 Because of fewer nurses on duty and a singular doctor on-call, the weekends have been described by 

participants as a moment when attempts to reducing coercive measures are rarely performed. Exceptions 

may be due to the particularly low number of inpatients, to experienced and motivated workers and/or 

well-known and trusted patients. 
 
105 Acuphase is the commercial name for zuclopenthixol acetate (first generation antipsychotic), while 

Clopixol depot is a long-acting medication with the same active ingredient (zuclopenthixol). 
106 Aripiprazole, a second generation (or atypical) antipsychotic. 
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staff’s exposure to possible assaults (the patient had been aggressive with his GP right before 

involuntary hospitalization) and other inpatients’ fear of Pietro, which discouraged them from 

leaving their rooms. Contrary to environmental restraint through doors locking, which 

indifferently penalises every inhabitant of the ward (whether patient or professional), the 

restraining measure of pharmacological therapy allows to minimise conflicts between the 

different goods at stake, and to simultaneously care for inpatients and the staff while 

(coercively) treating the person in crisis. 

To conclude on the strategy of multiplication of the ‘objects of care’, I wish to underline 

how, besides justifying the application of coercive measures, it can also be mobilised to choose 

between different forms of restraint, motivating a preference. In what follows, the psychiatrist 

Giorgio (Cedar Centre) explains how the choice between mechanical and pharmacological 

restraint of a patient in the Pine Ward depends on several factors. 

Excerpt 5.77. Giorgio (psychiatrist, Cedar Centre): In the SPDC there are pressures, 

there are circumstances that require to look at the ward as a whole, there is a mixture 

of different kind of acuteness… [There are] situations in which you have to deal 

with the nursing staff’s expectations, expectations related to the difficulty in 

managing the ward, there is also this aspect, so you also pay the consequences of 

overcrowding, of the difficulty in looking after all of the patients, so [he sighs] there 

are circumstances when you cannot administer some drugs because there is a 

prolonged QTc, an ECG which does not allow-, so with an agitated patient you have 

to use mechanical instead of pharmacological restraint. 

 

Objects of care are, once again, multiple (Law, 2010). The psychiatrist, while dealing with 

an agitated patient, is expected to care for: the other inpatients’ needs and the heterogeneity 

between their conditions; the difficulties of the nursing staff in managing the ward, especially 

when it is overcrowded and resources do not suffice; the health status of the agitated patient, 

who might show altered parameters or organic diseases which make pharmacological 

administration risky. To «look at the ward as a whole» ultimately means to tinker with a 

multiplicity of expectations, conflicting needs and tensions, which may motivate the use of 

restraining measures (or of a specific kind of restraining measure), and frame them as legitimate 

ways to provide, if not good, at least ‘good enough’ or the better possible care. 

 

5.4 Conclusions 
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Acute mental healthcare is characterized by the aim to provide therapeutic environment and 

support to people going through a crisis, which can require coercive interventions (e.g. 

involuntary treatment, forced medication, mechanical and other forms of restraint) overcoming 

patient’s will. The chapter has shown how the inherent ambivalence in pursuing such aim is 

dealt with, framing everyday psychiatric practice as good care. Two repertoires have been 

identified: that of outsourcing coercion (attributing its exercise to non-healthcare actors) and 

that of embedding it in the healthcare context (performing it as good care). The latter repertoire 

has been further articulated into four discursive and practical strategies: i) therapeuticisation of 

coercion; ii) proceduralisation of coercion; iii) relationsalisation of coercion; iv) multiplication 

of the ‘objects of care’.  

Table 5.1 syntethises repertoires, strategies, as well as residual elements which emerged 

from the analysis of the empirical data, denoting the complexities and ambivalence to hold 

together a coercive dimension and the provision of good mental healthcare. 

 

Repertoires 
Practical and  

discursive strategies 
Key points Residuals 

    

Outsourcing 

coercion 

Segregation of care and 

coercive functions;  

Attribution to different 

actors 

Social control excluded 

from healthcare providers’ 

tasks 

Disagreement with 

other agencies 

(e.g. police forces) 

    

Embedding 

coercion 

Therapeuticisation of 

coercion 

Beneficial effects of  

coercive intervention 

Detrimental 

effects (‘least bad’ 

intervention) 

Proceduralisation of 

coercion 

Scientific, technically 

competent,  

safe coercion 

Improvisation 

Relationalisation of 

coercion 

Acknowledging personhood 

and the subjective 

experience of the coerced 

person through negotiation, 

explanation, and acts of 

practical compassion 

Withdrawing from 

relationship in 

case of coercion 

Multiplication of the 

‘objects of care’ 
Others’ best interest 

Unequal provision 

of care 

 

Table 5.1. Combining care and coercion: Repertoires and strategies. 
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Chapter 6 

 

Care in the time of crisis 

Conclusions and situated suggestions 

 
 

Previous chapters have considered a number of interventions involving a coercive 

dimension: mechanical, pharmacological and manual restraint, but also enforced medication, 

and involuntary admission and treatment. Chapter 5 has observed how such coercive measures 

can be performed within mental healthcare contexts by adopting repertoires which exclude or 

embed coercion in the provision of care, independently of the specific intervention and the 

(restraint or no-restraint) context considered. This last chapter wishes to address how 

preferability between such interventions was shaped and argued for by our participants, moving 

from the questions suggested by Paul Brodwin to inform ethnographic research concerning 

ethical topics in health care: «Why do people ferret out one particular issue, but not another 

one, as raising ethical stakes? Why do they puzzle over the rightness of wrongness of this 

particular clinical manoeuvre, but regard that manoeuvre as unproblematic?» (Brodwin, 2014: 

546). Moving from these questions, the issues of mechanical restraint and open-door policy – 

which most notably mark the difference between the restraint and the no-restraint contexts 

considered in this study – will be the focus of the following considerations. At the end of the 

chapter, limitations of the present study, suggestions for future research and for further 

discussion of today acute mental health care provision will be advanced. 

 

6.1 Preferability between restraining practices 

 

A transversal element from which I would like to begin is that of limit or, once again, 

boundary: in both the restraint and the no-restraint contexts, acute mental healthcare practice 

has been presented as having a limit-setting function, especially when dealing with acute phases 

of illness. This is evident in everyday clinical practice, when specific episodes (e.g. aggressive 

or self-harming behaviour) or temporal extension of a given behaviour (e.g. prolonged non-

compliance with depot administration schedules or medical appointments with community 

services) are deemed to have “crossed a line” and may lead practitioners to decide to intervene 
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coercively. We have seen how specific actions performed by patients can be tolerated to some 

point (which is not fixed, but depends on a number of factors: overall situation of the 

ward/MHC, individual approaches of nurses or doctors on duty, availability of human and 

material resources), beyond which intervention is considered legitimate. In other words, what 

constitutes disruptive behaviour requiring coercive intervention is not pre-given nor necessarily 

shared among practitioners of the same community, but it is the result of a social process of 

construction (Cardano & Gariglio, 2021, in press). Mechanical restraint in the Pine Ward, for 

example, could result from a specific episode or action which justified the coercive intervention 

in a ‘state a necessity’, such as an imminent danger to be prevented. The situatedness of the 

decision-making process was very evident though: psychiatrists or nurses working in the same 

ward may decide not to wait for disruptive behaviour to be actualised, but to intervene 

preventively by mechanically restraining a quiet and cooperative patient, either unknown (and 

therefore unpredictable) or deemed potentially aggressive on the basis of his/her reputation in 

previous admissions. 

Excerpt 6.1. Gino (nurse, Pine Ward): If they call us from the ER and say: “there is 

Rossi Mario agitated”, and we know Rossi Mario, we are less preoccupied than if 

they say: “there is Bianchi Tommaso agitated” and we never saw him, right? You 

have seen it the other day when Giuseppe arrived: we know him, so we took some 

precautions [mechanical restraint], because we know the patient. 

 

The constructed nature of disruptive behaviour (ibidem) is visible also in the fact that the 

need to enact a limit-setting intervention may be evaluated differently from the different actors 

involved in the performance of coercive measures: healthcare providers can consider the status 

of an involuntarily admitted patient sufficient condition to ask for police intervention, but police 

officers deem their presence appropriate only «if the patient smashes something or hurts 

somebody» (Iris Ward, fieldnotes; see also Chapter 5.2 on outsourcing coercion).   

The following excerpts from fieldnotes show how the coercive intervention – in this case 

mechanical restraint – can be explicitly performed (or mobilised in the form of threat) to set the 

limit and sanction its overstepping after a specific behaviour has been enacted. 

Excerpt 6.2. Maria [OSS]: “Diego is very bad [‘brutto’], you know that I don’t like 

restraints, but with all due respect, he’s very bad. Maybe he should be tied and be 

given appropriate therapy”; “Diego is a time bomb”; “Yesterday he asked me if I 

wanted to eat dead fish [death threat], I locked myself in here, the other patients are 

terrified”. Doctor Vincenzo comments that if Diego broke something, they would 

have a justification to take him and tie him. (Pine Ward, fieldnotes) 



211 
 

Excerpt 6.3. Hassan expresses the wish to hurt Aldo should he come near him. 

Cosimo [nurse] threatens him: “If you hurt someone you force me to restrain you, 

do you understand? If you hurt him, I must put the [restraining] belts”. He opens his 

arms mimicking the position of a restrained person. (Pine Ward, fieldnotes) 

 

Limit-demarcation can also be performed by marking the difference between the pre-

intervention and the post-intervention setting: in the following example (Excerpt 6.4) we can 

see how – even if the restrained person is assisted and her condition relieved from suffering 

whereby acts of practical compassion (see Chapter 5.) – such status of restraint must not become 

too ‘enjoyable’ or too similar to the state of being non-restrained, not to blur the line between 

the two situations which would also undermine the limit-setting efficacy of performing (or 

threatening to perform) mechanical restraint. 

Excerpt 6.4. Aldo [who is mechanically restrained] asks to play cards there, on the 

bed. Ernesto [nurse] says no: “it is not therapeutic, because then you enjoy being 

here restrained. You have to be stimulated to go out [leave the room] instead”. (Pine 

Ward, fieldnotes) 

 

The limit-setting function of the measure can also be maintained on a symbolic level. Either 

by calling the police, coercively admitting a patient or forcibly administering medication, 

effectiveness of the intervention is maintained on the basis of its ability to give the person ‘a 

sense of the limit’ – to mark a ‘before’ and an ‘after’ – rather than on the actual 

(pharmacological or physical) restraining function (which sometimes can be avoided because 

the symbolic efficacy suffices).  

Excerpt 6.5. Chiara (psychiatrist, Tulip Centre): In that case it was necessary to stop 

her and [coercively] administer sedative therapy. The point is not its immediate effect 

but the fact that it marks a ‘before’ and an ‘after’. There, the person stops because, 

it’s like a sensation of having crossed a line, because it is the most violent part of the 

question. […] I cannot believe that the effect [of medication] is so immediate, it’s 

that the person in that moment [of forced medication] feels that the other prevailed, 

so there is a moment of-, then clearly  therapies are done and they are strong in those 

cases, but for the purpose of switching off that kind of agitation. 

Excerpt 6.6. Cesare (nurse, Cedar Centre): If we see that the situation keeps 

escalating, we call the police and usually the uniform, most of the times to see the 

police, to see the uniform is effective. 

Excerpt 6.7. Chiara (psychiatrist, Red Centre): I am thinking about this girl from 

Burundi. She knows that there is a ‘before’ and there is an ‘after’ with respect to her 

crisis and her involuntary admission in the MHC, but back then she did not have 

insight of what happened. Now, after two years, she is starting to see it differently, 
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but [TSO was performed] to explain our role, to give her a sense of the limit, you 

know? 

 

Such limit-setting function has been theorised as a form of sovereign power (Foucault, 2004) 

aimed at modifying disruptive behaviours: it is the case of seclusion (or other coercive 

interventions) used as a disciplinary and punitive technology (Jacob et al., 2009). Punitive 

purposes aimed at ‘teaching a lesson’ to the patient have occasionally emerged during 

fieldwork, in terms of threat or blackmail : “if you keep doing this we’ll end up restraining 

you”, or “be careful, if you do this again you’ll end up restrained” (excerpted from the interview 

with Cristian, nurse at the Pine Ward, on punitive uses of mechanical restraint). In both restraint 

and no-restraint contexts, though, interventions – even when coercive – were rather used and 

portrayed as having other functions (e.g. therapeutic, or protecting the patient or the other 

patients, or allowing pharmacological therapy to be administered; see Chapter 5..). This is also 

due to the fact that punishment was deemed ineffective and meaningless to teach something or 

to ‘correct’ behaviours attributed to the acute phase of illness and not to the person’s will, as 

Livia, nurse at the Pine Ward, explains in the following. 

Excerpt 6.8. Livia (nurse, Pine Ward): The patient is unwell, he has that kind of 

behaviour, even if he’s a border [having borderline personality disorder] who 

manipulates and provokes, it is not something he does on purpose. To some extent 

he does, maybe someone can be a bit of a jerk, but he has that behaviour when he is 

not well. When he is well the patient, even border[line], does not behave like that. 

When they come here they are totally uncompensated, so they are extreme, and it is 

not that I educate them, or that by doing that [restraining him] he understands. Until 

crisis is over he does not understand anything, it is not that through restraint he 

understands. It is that in that moment you are not able anymore, the truth is that you 

are not able anymore to manage, to manage him, there is no way in, there is nothing. 

 

Besides the practical employment of coercive intervention as a limit-setting tool, restraining 

measures are tied to the restoration of boundaries also on a conceptual level: the notion of 

boundary is embedded in that of ‘containment’, defined as ‘the act of controlling or limiting 

something or someone harmful’107. We have seen how, in acute psychiatric practice, this 

concept can translate into acts of physical restraint to restore body limits in those who lack 

containment (e.g. a violent patient), but also to contain distress at a psychological level, 

 
107 Cambridge Dictionary definition: https://dictionary.cambridge.org/it/dizionario/inglese/containment. 

https://dictionary.cambridge.org/it/dizionario/inglese/containment
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allowing to frame them as legitimate clinical practices: ultimately, as acts of care (Gansel & 

Lézé, 2015). 

Professionals describe the process of decision-making preceding interventions which imply 

a degree of coercion as complex, ethically charged and sometimes hurtful for the healthcare 

providers themselves. They are expected to evaluate the situation and understand when a 

decision for a coercive intervention has to be made (see Excerpt 6.9 about involuntary 

admission), but also to help the coerced person understand the necessity of the intervention, by 

explaining the modalities and the reasons behind it in an open, frank discussion (see also 

Chapter 5.3.3 on relationalisation of coercion).  

Excerpt 6.9. Davide (psychiatrist, Cedar Centre): It is like cutting [amputating] an 

arm, it is the same thing. Because I can-, it is difficult to cut an arm, but if I do it at 

the right time you will never reproach me. It is difficult for the doctor, this is 

precisely the burden of medical work, unfortunately this is inevitable, the burden of 

medical work is to understand and bear all of the tensions you have to face when 

you decide, I mean, when you become aware of when you have to make a decision. 

And this is something that, you are alone in this, the doctor is alone.  

Excerpt 6.10. Nadia (nurses coordinator, Iris Ward): You have to set a limit, 

absolutely. In case of aggressiveness we do not always react through 

pharmacological means. Not always. There can be a pharmacological response, 

there can be nothing, or a simple medical consult, there can be a call to the police 

without therapy administration, there are many things. Also we have had situations 

when we had to administer therapy against a person’s will, to… in that moment, to 

force them to treat themselves, because it was strictly necessary and… this thing 

hurt many of us [healthcare providers] but also led the person to understand that 

yes, we were enacting a form of power, but actually she would have felt worse if she 

did not accept therapies. 

 

As observed by Nadia (Excerpt 6.10), interventions which may be implemented to set the 

limit are heterogeneous: enforced medication, call for police intervention, but also physical 

restraint, mechanical restraint, or involuntary treatment. Despite the transversally 

acknowledged need to restore a limit in situations of crisis – also through coercive interventions, 

and especially when the person lacks insight (Seale et al., 2006) – divergences emerge when it 

comes to decide whether a practice is legitimate or not. On the field, preferability of a form or 

restraint over another has been maintained on the basis of clinical assessments (e.g. clinical 

conditions which make, for example, mechanical restraint safer than sedation), personal 

preferences (e.g. by treating others as you would wish to be treated: “If I were him, I would 
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rather be restrained/sedated…”108), or considerations pertaining to the perceived degree of force 

or violence involved in a given measure, which may not align with healthcare providers’ 

preferred self-image and identity (“we do not do these things”, see also next excerpt). In the Iris 

Ward, for example, the practice of forcing a patient to the floor to prevent him/her from leaving 

(‘atterramento’), which was employed in the Violet Centre, was not accepted. In an interview 

with an SPDC experienced nurse, Franco, the practice was equated with mechanical restraint 

and deemed inconsistent with a no-restraint orientation, while community colleagues who 

performed it were charged with being contradictory and having an ideological attitude. 

Excerpt 6.11. I ask Franco [nurse] about the Santiago case, which revealed 

disagreement about patients’ management between SPDC and the Violet MHC. 

Franco tells me that Santiago repeatedly left the ward, and that it is not true that they 

did nothing to stop him: they went after him (Franco remembers leaving the hospital 

with Paolo, wearing his nurse uniform, worried that something could happen to 

Santiago on the road, and uncomfortable about what passers-by could think and see), 

they obstructed his way, they tried to convinced him to go back, they alerted the 

police and the MHC. Claudio [community psychiatrist] wanted them to force him to 

the ground, and he called the ward instating to tell the doctors what to do, “scolding” 

Paolo [SPDC psychiatrist] for having let the boy go. Franco: “this is the 

contradiction of these ideologized luminaries, who refuse mechanical restraint but 

practice these things”, and: “this is the psychiatry of great ideologists”. (Iris Ward, 

fieldnotes) 

 

What makes ‘these things’ – the practice of forcing a patient to the floor, but also mechanical 

restraint – inadmissible to the staff of the Iris Ward is the visibly violent dimension of such 

practice, sometimes referred to as ‘exercising a power’ (see also Excerpt 6.10 above, about 

enforced medication). The notion of power intended by the Iris Ward staff is that of a violent 

power, frequently compared to the imaginaries inherited from former psychiatric hospitals (‘a 

remnant of the asylum’), which resonates with the punishment-oriented, sovereign power 

theorized by Foucault (2004). More generally, the staff frames ‘exercising a power’ as the 

imposition of a decision or intervention on a patient without acknowledging his/her personhood 

 
108 This observation has been reported to me in opposite versions. In the restraint context, I have been 

told the following: “If I were him, I would rather be [mechanically] restrained than sedated, because it 

ends with the removal of the belts” (suggesting that sedative medication, on the contrary, may have 

undesired long-term effects). In the no-restraint context, the opposite was true: “If I were him, I would 

rather be sedated, so I would not remember being unwell”: the focus here is on the subjective experience 

of the person, who is unwell and who might be further traumatized by being conscious and mechanically 

restrained. Different values are brought into being: preservation of (or minimization of damage to) 

physical integrity in the former case, attenuation of psychological harm in the latter. 
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– wishes, preferences, subjectivity – and therefore undermining the development of a 

(therapeutic) relationship fostering understanding and cooperation. 

Excerpt 6.12. Nadia (nurses coordinator, Iris Ward): We understood that a power 

relationship is wrong. It is counter-productive and… dangerous. We always 

underline that power relationship is not ok, I also say this at meetings: “the program 

has not to be decided on the patient but with the patient”, otherwise it is a power 

relationship. […] Clearly, the patient can find himself in a condition where, in that 

moment, he is not able to understand what is best for him, so you guide him. But 

you have to consider [his] desires, wishes, right? You have to involve him, otherwise 

it would not work. It is a relationship of care, it’s therapeutic. It’s like with other 

pathologies, they used to say: “you have cancer but I won’t tell you”. He has to do 

chemo, how can you not tell him, for God’s sake? It is the same!109 […] Clearly our 

pathologies are a bit different, they invest the emotional sphere, the sphere of 

thought, organization, I mean, it’s complicated, but you have to address, on the basis 

of [patient’s] hidden abilities he has, or you have to develop them because he never 

had them, it depends. But… 

Interviewer: You mean with patient’s cooperation. 

Nadia: Yes, absolutely, absolutely, otherwise you won’t go anywhere. 

 

As we can read from Nadia’s words, the opposite of power relationship is maintained to be 

therapeutic relationship, or relationship of care. With this expression, the nurse refers to those 

elements of cooperation, empathy and transparency – enacted in the strategies of 

relationalisation of coercion, such as explanation of the coercive interventions and acts of 

practical compassion (see Chapter 5.3.3) – which are the goods, or values, prioritized by the 

no-restraint approach. These values are brought into being in everyday care practices, which 

embed specific notions of what is good to do, but become particularly visible in those situations 

when normative considerations are made explicit because decisions have to be made and argued 

for. The case of Liliana, a woman in her fifties admitted to the Iris Ward with a diagnosis of 

 
109 It is interesting to notice how medical discourse – which in this case equates mental illness and cancer 

or ‘other pathologies’ – is very present in the no-restraint context as well (especially in the hospital 

setting), and it is usually mobilised to shape good care as a realm separated from past custodialistic roles 

(“we are healthcare workers, not prison guards”) and de-stigmatise mental illness itself (“SPDC was 

once represented as a punitive place, now we want people to understand that they come here when they 

are unwell, to be cured”). To frame psychiatry as a medical specialty (even if sui generis: see Chapter 

4.3 on the construction of ‘otherness-from-hospital’) opens to the positive effects of medicalisation (see 

also Cardano & Cioffi, 2016): to relieve the patient from moral responsibility and to remove blame and 

stigma which were (are?) posed on the person admitted to the psychiatric ward (and consequently on 

the professionals working there). Moreover, it allows to incorporate in mental healthcare valuable 

elements which have come to characterise other branches of medicine (e.g. oncology) in terms of 

patient’s involvement and awareness, departing from the strong paternalistic approach associated – 

again – with old psychiatric practice. An example of prioritizing and putting into practice the value of 

‘patient’s awareness’ can be found in Excerpt 6.13 on hidden medication and its discussion. 
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psychosis, alcohol and drug abuse, provides an example of the ‘goods’ that the no-restraint 

context strives for. One evening, as I arrived to the ward for my first night shift, Liliana was 

feeling bad because of a difficulty in breathing and low blood saturation. She was wearing an 

oxygen mask, and few minutes later a doctor and a nurse from the Emergency Department 

called for a specialistic consultation arrived. They visited her and decided, in agreement with 

the psychiatrist, that it would have been better for Liliana to spend the night in the Medicine 

unit where she could be properly monitored and receive prompt intervention in case of 

emergency. The woman, though, was very hostile toward the staff and unwilling to move to 

another ward despite the prolonged negotiation, reassurance, and persuasion attempts. The 

doctor from the Emergency Department ruled out the possibility to intervene with a short-term 

sedation (i.e. enforced injection of Midazolam) because of her breathing difficulties, and 

suggested to resort to hidden administration of oral medication instead. The following excerpt 

from fieldnotes describes the discussion around this topic between the doctor (whom I will call 

Ivan) and the Iris Ward staff. 

Excerpt 6.13. Ivan [Emergency Department doctor] asks whether there is something 

they can administer her orally to avoid [enforced] injection. Franco [nurse] is 

doubtful: Liliana is usually very hostile and will hardly accept new, unusual 

medication. Both Ivan and the nurse with him suggest, with great naturalness, to 

bypass the problem by hiding medication in water or fruit juice, so that she doesn’t 

notice nor protest. Franco grimaces, looks at me and gives me a hint of a smile (like: 

“here we go again”), then tells Ivan that those are practices from old psychiatry. Ivan 

and the nurse seem not to see the problem. The doctor says that just like in a state of 

necessity you can force an injection against the patient’s will, so you can administer 

medication orally without her consent. Franco disagrees with his argument, saying 

that this is not simply lack of consent but lack of awareness (which, by contrast, is 

very present if the patient undergoes enforced medication). 

 

Given the patient’s initial refusal of oral therapy110 and the clinical risk associated with 

enforced parenteral medication, the ED doctor suggests resorting to hidden medication and 

ethically equates it to non-consensual administration through injection. In response, Franco 

underlines the fundamental difference between the two (both non-consensual) practices: the 

patient is (painfully) informed of the administration in the case of enforced medication, while 

s/he is completely unaware of it in the case of hidden medication. By arguing for the 

 
110 The woman will eventually accept medication (her usual evening therapy slightly increased in its 

sedative component, Talofen) and also the transfer to the ED unit for the night, after a very prolonged 

negotiation with the nurse Franco way beyond the formal end of his afternoon shift. 
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preferability of forced medication over hidden administration of drugs, the nurse is prioritizing 

the value of ‘patient’s awareness’ and framing it as something they are not willing to sacrifice. 

While in specific situations patient’s consent can be overlooked and coercion exercised (though 

related to a discourse of care whereby the repertoires discussed in Chapter 5), transparency in 

the relationship with the patient is portrayed as something that cannot be waived. The ‘bad’ that 

is attempted to be avoided here is a mode of intervention associated with ‘old’ psychiatric 

practice – which did not acknowledge patients’ personhood and subjectivity – and which by 

contrast is unproblematized (and more importantly expected from mental healthcare workers) 

by the doctor operating in a different medical specialty. The same aversion for hidden 

medication has been observed with respect to placebo (perceived as well as a form of deceit), 

both in the hospital and in the community services of the no-restraint context, maintaining that 

“hiding is not relationship” (‘nascondere non è relazione’)111. 

The goods that the no-restraint context pursues through their care practices can be ultimately 

synthetized by the expression, which we may call an imperative, that is ‘to stay in the 

relationship’ (‘stare nella relazione’). Such goal is embedded, for example, in the logic of 24-

hours Mental Health Centre and in the opportunity they have to host patients alternatively to 

hospitalisation. In our interviewees’ perspective, the advantage that such opportunity offers is 

that of ‘going through crisis together’. To host a patient in her/his most difficult time with acute 

phase of illness within the MHC, avoiding transfer to a third place (the hospital ward) associated 

with a sense of exclusion from the community, is understood as a way to stay present – as 

mental healthcare workers – in the person’s everyday life through difficulty, getting a first-hand 

perspective on the way s/he experiences crisis. Also, it is implicitly related to the knowledge 

MHC has of the specific person and to the competence the Centre has in dealing with (the 

specific) crisis, which is prioritized over the competence and specificity SPDC might have in 

 
111 To be clear, a singular episode of hidden medication has been observed also in the Violet Centre, 

with the grinding of a pill in a glass of water later administered to Santiago (involuntarily admitted 

patient), presented to me as an exception due to the extreme difficulty in dealing with this patient, and 

acknowledged as something in contrast with a therapeutic relationship. Hidden medication (sometimes 

referred to as “encrypted therapy”, ‘terapia criptata’) is also a practice employed, to some extent, by 

patients’ caregivers at home, particularly with tasteless drugs (e.g. Serenase). In the Pine Ward (restraint 

context) hidden medication seemed more frequent, poorly problematized within the équipe, and 

performed in my presence from the very first day on the field (e.g. syrup in the soup, drops in a glass of 

water, drugs administered while hiding their actual name and purpose and pretended to have other 

purposes, e.g. En presented as a ‘preparation for a CT scan’). This procedure allowed healthcare workers 

not to engage in discussion with patients about medication they might not accept, sometimes 

representing a solution preferable to confrontation, or simply a convenient option. Its appropriateness 

was formally questioned in conversations with me by saying that “it is not ok”, but nevertheless 

employed and even handed over to the colleagues of the following shift during meetings (‘passaggi di 

consegne’) with other legitimate procedures. 
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treating acute patients. This contributes to the drawing of the institutional map (Strauss et al., 

1981) which denies the uniqueness of the ward in treating crisis, which by contrast is 

acknowledged in the ‘restraint’ context (see Chapter 2). 

Excerpt 6.14. Chiara (psychiatrist, Tulip Centre): [Involuntary admission in the 

MHC] represents the dealing with the issue of, the authenticity of the relationship, I 

mean: “we will be next to you also when things will be real bad”. There is no: “after 

that point, you go somewhere else”, or: “someone else will take care of you”, mmh… 

Actually you enhance the therapeutic relationship. 

 

To stay in the relationship also means that, when coercive interventions have to be 

performed, measures involving the body of mental healthcare providers themselves (e.g. 

manual restraint) are preferred to measures which delegate this containment function to non-

human actors (e.g. restraining belts or locked doors). This is maintained by framing the act of 

manual restraint – or holding – as a moment of intimate physical interaction between staff 

members and patients, which shapes the event as a shared experience, recalling the expression 

of ‘going through crisis together’. Intimacy, closeness, and presence entailed in manual restraint 

are deemed as vehicles to provide ‘care through restraint’ (Hejtmanek, 2010), as well as 

indicators of the degree of involvement and concern expressed by healthcare workers for the 

restrained person. This has become evident in another episode observed in the Iris Ward, when 

the intervention performed by nurse Elettra to prevent a young patient from leaving was 

discussed in a meeting. A seventeen-year-old girl, Giulia, admitted for probable borderline 

personality disorder and known for repeated suicidal attempts and self-harming behaviour, had 

temporarily left the ward to go taking some snacks from the vending machines on the ground 

floor, together with a nurse (Elettra) and a worker of a social cooperative involved in Giulia’s 

therapeutic plan. Once she finished to eat, she refused going back to the ward and expressed 

the will to leave the hospital wing. A few meters away, right in front of the entrance, a parapet 

separates the area from the Emergency Room and ambulance entrance located several meters 

below. Afraid that the girl could manage to run and exit the hospital, attempting to throw herself 

off that balustrade, Elettra physically restrains the girl against the wall while waiting for her 

colleagues to come and help convincing her to go back to the SPDC. 

Excerpt 6.15. On Saturday afternoon Giulia attempted to leave: she was downstairs 

by the vending machines accompanied by Elettra [nurse] and a social worker, when 

she refused to go back to the ward and insisted to leave the hospital wing (to go 

toward the balustrade). Elettra asked the social worker to go upstairs to call her 

colleagues, but once she found herself alone and afraid that the girl could run away 

and throw herself off the balustrade in front of her eyes, she panicked and attempted 
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to deal with the situation by raising her voice and pushing Giulia against the wall in 

a corner to prevent her from leaving. […] Elettra will then confide to Nadia [nurses 

coordinator] she had felt really scared, to the point of losing control and becoming 

aggressive. […] Nadia defends the nurse, saying that what happened [manual 

restraint] allows Giulia to understand that healthcare workers are people too, that 

they are concerned about her to the point of panicking, and that they really care for 

her. (Iris Ward, fieldnotes) 

 

Nadia’s account of how a physical reaction of manual restraint can be framed as an act of 

care, which conveys to the patient a sense of presence and commitment from the staff, can be 

read through the lenses of the repertoire of embedding coercion in the therapeutic relationship 

(see Chapter 5.3). Also, it is consistent with the no-restraint philosophy, maintaining that “it is 

important to make them [patients] understand and feel that (physical) and affective containment 

is a form of care for them” (Toresini, 2007)112. Here, it is presented to discuss the primary value 

pursued in the no-restraint context, that of ‘staying in the relationship’, and contrast it with the 

(allegedly bad) mode of care they attempt to avoid by rejecting mechanical restraint, considered 

as an act of delegation of functions to non-human actors (even though, as we will see, this is 

not necessarily the case). The next paragraph will delve into this issue. 

  

6.1.1. What’s wrong with mechanical restraint? ‘Delegating’ versus ‘staying in the 

relationship’ 

Mechanical restraint is not contemplated in the no-restraint context, even though other forms 

of coercive intervention (e.g. manual restraint, enforced medication) are performed. In what 

follows, I attempt to account for this position employing the notion of ‘lieutenants’ or 

‘nonhuman delegates’, introduced by Bruno Latour (1988). The author observes that «every 

time you want to know what a nonhuman does, simply imagine what other humans or other 

nonhumans would have to do were this character not present» (ibidem: 299). In the context of 

our research, to understand what restraining belts or permanently locked doors do we could 

look at the no-restraint context where they are not employed, but we can also look at the 

conditions for removing belts in the restraint ward: the trade-off between human/nonhuman 

actors emerged plastically each time the continuation or termination of restraint was discussed, 

by considering human resources, time and effort to be dedicated to the unrestrained person. 

 
112 Original excerpt: “[È importante] far capire, sentire e percepire che il contenimento (fisico) e affettivo 

è una forma di interesse per loro” (Toresini, 2007). 
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What do humans (healthcare providers) have to do when restraining belts are not present? What 

do they have to do when the ward doors are open? The no-restraint identity seems to lie 

precisely in the relational work (we might say extra-relational work, if compared to the 

‘restraint’ context where relation is not excluded even though mechanical restraint is employed) 

entailed in avoiding the use of belts and locked doors. It seems to lie in the non-delegating 

approach discussed in the previous paragraph, which prescribes them to ‘stay in the 

relationship’, no matter what113. This entails that relationship has to be preserved, at least at an 

ideal level, also by avoiding to ‘delegate’ the management of crisis to other places and 

professional équipes: that is the case of 24-hours Mental Health Centres and their underlying 

logic of ‘going through crisis’ with patients and not to entrust other services with their care.  

Moreover, the ’no-restraint’ context frames this act of delegation and withdrawal from 

relationship as something which healthcare workers might be tempted to resort to in specific 

situations, should they have the opportunity to do so. This resonates with what Latour, after 

Madeleine Akrich (1987), has called ‘prescription’: «the behaviour imposed back onto the 

human by non-human delegates» (Latour, 1988: 301). In the no-restraint participants’ 

perspective, resorting to mechanical restraint, or keeping the ward’s doors permanently locked, 

would open to the possibility for mental healthcare workers to withdraw from relationship, 

which would still be advisable but no more necessary (see Excerpts 6.16 and 6.17). Belts and 

locked doors would prescribe such withdrawal, just like the very possession of the belts (which 

the Iris Ward does not own anymore) would open for the possibility to use them (Excerpt 6.18) 

and therefore to abandon more demanding practices entailing human presence, such as manual 

restraint or enhanced observation (‘affiancamento’). Prescription then becomes the «moral and 

ethical dimension of mechanisms» (Latour, 1988: 301), hence a fundamental element within 

no-restraint normative discourse. 

Excerpt 6.16. Paolo (psychiatrist, Iris Ward): I think that if you use mechanical 

restraint… then you don’t need to stay with the person anymore, because there is a 

device preventing the need to establish a relationship. 

Excerpt 6.17. Paolo (psychiatrist, Iris Ward): I am convinced that if the door was 

locked, they [nurses] wouldn’t have this sense of responsibility for what happens [in 

the ward], and they would be much more retired to the [nursing] room. 

 
113 The “no matter what” specification was frequently contested when enhanced observation or coercive 

interventions (manual restraint, forcing the patient to the floor) entailed risks for staff safety. Indeed, to 

restrain or stop a patient with their own bodies could lead to injuries, minimised through the coordinated 

intervention of several healthcare workers. Nurses’ orientations to such risks were differentiated, and 

decision upon the degree of physical engagement one wanted to guarantee generally left to the individual 

worker. 
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Excerpt 6.18. Nadia (nurses coordinator, Iris Ward): I started from the assumption 

that to have them [restraining belts] means that you begin with two and then you use 

two hundred. So, when I arrived here I played the extremist and said: “alright, these 

[the belts] are going”. […] To say: “I never use them, but I keep them here, just in 

case” is a teasing, because you accept the possibility of using them.  

 

Juxtaposition of these two narratives – that of ‘staying in the relationship’ and that of 

‘delegating to non-human actors’ – allows us to understand which arguments are mobilized in 

the no-restraint context to shape mechanical restraint and permanently locked doors as ‘bad’. 

Instead, no-restraint professionals advocate for practices entailing human presence and 

engagement with the person going through a crisis, whether coercive (holding, enforced 

medication) or not (dialogue, negotiation, enhanced observation or ‘affiancamento’). What I 

wish to underline before concluding on this issue, though, is that – on the basis of what we have 

observed during fieldwork – these two narratives do not correspond nor portray the modes of 

dealing with crisis belonging exclusively to the restraint or the no-restraint model. Instead, they 

are intertwined in everyday psychiatric practice of both contexts through a complex balancing 

of presence and delegation, influenced by values, routines, and organizational constraints. 

Indeed, examples of delegation have been inevitably observed in no-restraint context as well. 

It is the case of administering sedative medication to acute patients when dialogue and human 

presence do not suffice to contain their crisis; of temporarily closing the ward’s doors when 

people other than the at-risk-of-absconding-patient need to be cared for (see Chapter 5.3.4 on 

the multiplicity of ‘objects of care’); of resorting to hidden medication when psychotic crisis is 

so deep it rules communication out (see footnote number 5 in this Chapter). Also, it is the case 

of anesthesiologic restraint, namely the transfer of a patient to the ICU for properly monitored 

sedation114. While I was on the field, such practice has been nearly implemented in the case of 

Santiago (which we can consider a near-miss, see Excerpt 6.22) and actually observed in the 

Iris Ward on one occasion, on my last day of fieldwork. It concerned the very particular case of 

a patient transferred from the jail who could not be immediately hosted in a regional REMS115 

for lack of available beds. Its temporary stay in the SPDC, decided by the judge, was arranged 

 
114 The practice concerns psychiatric patients and the management of acute phases of illness, and has to 

be distinguished from admission to the ICU of patients arrived to the ER after alcohol or drug abuse 

requiring life-saving intensive care.  

 
115 REMS (‘Residenze per l’esecuzione delle Misure di Sicurezza’) are healthcare facilities hosting 

people who have been found not criminally responsible for a crime or unfit to stand trial due to a mental 

disorder. They have replaced former OPG (‘Ospedali Psichiatrici Giudiziari’, namely forensic 

psychiatric hospitals) in 2015. 
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to involve the constant presence of two prison officers with him. Once he arrived to the 

Emergency Room for a first medical assessment, though, he appeared extremely disturbed, 

hostile, verbally and physically aggressive, to the point that prison officers escorting him had 

to prevent him from assaulting Paolo (Iris Ward psychiatrist) as he tried to communicate with 

him several times. After prolonged, unsuccessful attempts to achieve his cooperation – the man 

would not accept medication, medical examination (e.g. ECG), not even dialogue – the 

psychiatrist and the ER colleagues decided to call the intensive care specialists, and together 

they chose to perform rapid tranquillization on the man, while prison officers116 performed the 

most violent dimension of the intervention by forcing him to the ground and immobilizing him. 

Once locally sedated through injections of benzodiazepines and ketamine, the man was then 

moved to the ICU, to be kept in an induced coma with intravenous anesthetics (Propofol, which 

requires mechanical ventilation) for some days, while psychiatric medication such as 

haloperidol was administered to perform its curative purpose and ‘get the patient through crisis’. 

Such extreme form of pharmacological restraint appears not to be frequent for pure psychiatric 

patients, and its implementation is not regulated by protocols but requires contextual 

agreements with the ICU for the specific case. For our purposes, we can consider it an 

exceptional form of temporary delegation (to another unit, to anesthetics, sometimes to 

restraining belts too, applied in the ICU to the sedated patient) as well as a complete subjugation 

of the person’s body, kept temporarily unconscious whereby pharmacological means. Once 

again, the ethical implications associated with its application have to be weighed against 

alternative measures – if present – which might have been performed to manage such a critical 

situation117. 

 
116 This is consistent with the repertoire of outsourcing coercion discussed in Chapter 5, which can be 

framed as well as a form of delegation of the coercive intervention to other, non-medical figures.  
 
117 Anaesthesiologic restraint is used in extreme, rare cases in the restraint context as well (I have been 

told about two recent cases). On a hypothetical level, preferability of sedation in ICU to mechanical 

restraint was sometimes sustained on this field for empathic motives (avoidance of the subjective, 

traumatizing experience of being mechanically restrained) or clinical reasons (SPDC’s poor possibility 

to monitor vital parameters of sedated patients). This excerpt from Giorgio’s interview synthetises this 

position: «I happened to convert mechanical restraint in anaesthesiologic restraint because it was not 

tolerable, this person [suffering from a cognitive impairment] did not have the instruments to understand 

the state of being mechanically restrained, and this condition exasperated her to the point that I, I spent 

the night running out of pharmacological options, so in the morning I transferred her to the ICU. […] 

[Mechanical restraint] entails an important psychological trauma, and many times it is not sufficient to 

manage agitation, so maybe an organization entailing sedation in a proper environment where functions 

are monitored would be safer. I guess it would. Mechanical restraint is also… a form which has a psychic 

value for the person… of great relevance, so it is something very strong. The optimum would be a 

pharmacological restraint in an environment allowing you to perform it safely, because usually 

mechanical restraint supports pharmacological restraint, which can never be like that performed in the 



223 
 

On the other hand, deliberate and explicit attempts to ‘stay in the relationship’ have been 

observed in the restraint context too. A clear example was provided by community psychiatrists 

– both Giorgio and Davide (see Excerpt 5.65 and 5.66) – when discussing about involuntary 

treatment and the importance of being honest with their patients, without delegating the 

proposal of TSO or its execution to other colleagues, ‘staying in the relationship’ even when 

this exposes the psychiatrist to criticism and resentment. Within the Pine Ward, opportunities 

for building relationship with inpatients was not prevented by the sole presence of restraining 

belts and a closed door. Even though these devices can be seen as delegates or lieutenants – 

from the French ‘lieu’ and ‘tenant’: holding the place of, for, someone else (Latour, 1988: 308), 

in this case the place of nurses – actors do not necessarily subscribe (acquiesce) to the behaviour 

prescribed by restraining belts or locked doors, namely withdrawal from the therapeutic 

relationship. Instead, they can negotiate their behaviour, adjust it to the specific situation, and 

they can choose deliberate de-inscription from the vision of the world that is inscribed in those 

objects (Akrich, 1992; Akrich & Latour, 1992). We have seen so many examples of such de-

inscription. First, we encountered acts of practical compassion (see Chapter 5.3.3) through 

which personhood of the coerced patient was acknowledged and relationship maintained or 

built, also in situations where delegation was extreme (e.g. physical contact, music-therapy and 

human presence to care for a patient sedated in the ICU, see Excerpt 5.52118). We have described 

how relationship with restrained people was performed by mobilizing trust, reputation and 

negotiation within situated agreements concerning temporary removal of restraints, even when 

delegates – catheters, diapers – would have been available (see Excerpt 5.55). And we have 

observed multiple times that – even though a permanently locked door allows (prescribes) 

nurses’ withdrawal from ward’s communal spaces because no entrance surveillance is required 

– healthcare workers chose to spend time with patients, either by playing cards with them, 

reading magazines and horoscopes, or simply sitting in the hall chatting with them. In fact, 

within the hospital organization, the ‘reputation’ of the psychiatric ward has much to do with 

this degree of freedom nurses have to define the extent of their involvement with patients 

besides the routine clinical activities (e.g. therapy administration) entailed in their practice. This 

 
ICU. We [SPDC] are not equipped for that» (Excerpt 6.19). To become routine, such arrangement would 

require protocols between the wards or at least the availability of the ICU to cooperate, which is not 

always the case in the ‘restraint’ nor in the ‘no-restraint’ contexts considered.   
 
118 Similarly, in a third 24-hours Mental Health Centre I have visited in the no-restraint context, I have 

been told about how, on the occasions when patients with organic or respiratory issues have to be treated 

in the hospital ICU, community nurses do spend time with them, for therapeutic purposes and to prevent 

them getting mechanically restrained, even though human presence is not necessary nor prescribed by 

the intensive care setting.  
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led some nurses and OSS to ask to be transferred to the SPDC to decrease their workload and 

reduce the technical activities they had to perform compared to other, more demanding hospital 

wards. It is crucial, though, not to overlook motivation, competence and passion many 

participants put in their everyday work despite the delegating pressure exerted by locked doors, 

restraining belts and poorly involved colleagues. 

To conclude, we can say that open-door policy and absence of restraining belts prescribe 

human presence, which nevertheless does not necessarily entail engagement and building of a 

relationship: healthcare workers in the Iris Ward could occasionally sit in the hall to observe 

the ward without actually relating with patients119, or enhanced observation of a patient 

(‘affiancamento’) may turn into mere surveillance devoid of verbal interaction and other 

activities120. Analogously, permanently locked doors and the possibility to resort to mechanical 

means of restraint do introduce the opportunity to reduce relational work and engagement with 

patients, but do not automatically translate into delegation tout court. 

 

6.2 An empirical ethics approach to acute psychiatric care: advancing ‘situated 

suggestions’ 

 

Given the different values embedded and prioritised in care and coercive practices of the two 

– ‘restraint’ and ‘no-restraint’ – contexts studied, this final paragraph wishes to discuss the 

contribution that a research like this could give to the (debated) practices I have explored, 

according to what has been observed on the field (both mine and that of the other ethnographers 

of the team) and the extensive discussion conducted with sociologists, psychiatrists, nurses and 

jurists that I had the opportunity to work with. In order to do so, I wish to adopt the approach 

of empirical ethics (Pols, 2014), which does not aim to prescribe general solutions or abstract 

recommendations, but rather ‘situated suggestions’121 which take into consideration the 

 
119 Excerpt 6.20. Paolo (psychiatrist, Iris Ward): How many times does it happen that workers stay there 

[in the hall] without doing shit? […] There are moments when you realise that they sit there in the hall 

and don’t do, they do nothing, there are no patients. Those could be moments dedicated to staying with 

people, have them tell you some things, and try to build with people a stronger alliance. 

 
120 Excerpt 6.21. Franco [nurse]: “Why don’t we try to use the worker of the social cooperative who 

assists [‘affianca’] her [Giulia] to do something besides the guardian?” (Iris Ward, fieldnotes). 
121 See also Jeannette Pols intervention on Somatosphere: Science, Medicine and Anthropology about 

empirical ethics (2018): http://somatosphere.net/2018/a-readers-guide-to-the-anthropology-of-ethics-

and-morality-part-iii.html/  

 

http://somatosphere.net/2018/a-readers-guide-to-the-anthropology-of-ethics-and-morality-part-iii.html/
http://somatosphere.net/2018/a-readers-guide-to-the-anthropology-of-ethics-and-morality-part-iii.html/
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specificity of the empirical context. In this perspective, practices and values that I have 

previously described can be compared, and their intra-normativity and intra-goodness reasoned 

about. 

In the ‘no-restraint’ context, the value of ‘staying in the relationship’ with acute patients can 

lead to problematic results when physical integrity and emotional state of healthcare workers 

(particularly nurses) are exposed to danger deemed unnecessary or excessive. This was 

observed with respect to the case of Santiago, involuntarily treated at the Violet Mental Health 

Centre after a period of hospitalization. Even though his permanence in the MHC was framed 

as an opportunity his care providers had to go through crisis with him, his aggressiveness and 

frequent attempts to leave the Centre required staff’s engagement through their own bodies. No 

serious accidents or injuries happened, but nurses complained about minor harms they suffered 

from (e.g. kicks, punches, back and shoulder pain reported after forcing and holding Santiago 

to the floor to prevent him from leaving), and most notably about the perceived elevated 

dangerousness of the situation, both in terms of potential aggressions (especially at night, when 

there are only two nurses in the Centre, and the doctor is available on-call) and possible negative 

outcomes of a substantial pharmacological therapy. The latter was administered at dosages and 

combinations that both psychiatrists and nurses considered very relevant, continuously 

increased and modified by inserting or excluding drugs because no effects seemed to be 

achieved. Eloquently, in an informal conversion a nurse operating in the Violet Centre 

observed: “it’s impressive to read his therapy and know that he breaths autonomously” (i.e. that 

he is not mechanically ventilated in an ICU)122. Preoccupation with adverse effects of massive 

medication was expressed by nurses and their coordinator during équipe meetings as well, but 

the ultimate decision clearly rested on psychiatrists, who collectively decided on Santiago’s 

therapy and its adjustments. An example of combined therapy administered for some days 

consisted of quetiapine, olanzapine, promazine, biperiden, valproate and delorazepam. As a 

sociologist, I do not have the knowledge necessary to evaluate pharmacological therapy, but I 

collected information from psychiatrists operating in other services, informing me that 

combined antipsychotics (polypharmacy) are risky, require strict monitoring, and that 

international guidelines suggest to avoid their use. I found evidence of this in available 

guidelines, such as the most recent Maudsley Prescribing Guidelines in Psychiatry (2018), 

 
122 Original excerpt from fieldnotes: “Fa impressione leggere ciò che prende e sapere che si tratta di una 

persona che respira in autonomia” (Violet Centre). Interestingly, such possibility was once considered 

by the SPDC psychiatrists when Santiago was hosted in the hospital ward prior to his transfer in the 

Mental Health Centre. 
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stating that “there  is  very  little  evidence  supporting  the  efficacy  of  combined,  non‐

clozapine,  antipsychotic medications; there  is  substantial  evidence  supporting  the  potential  

for  harm  and  so  the  use  of  combined antipsychotics should generally be avoided; combined 

antipsychotics are commonly prescribed and this practice seems to be relatively resistant to 

change; as a minimum requirement, all patients who are prescribed combined antipsychotics 

should be systematically monitored for adverse effects (including an ECG) and any beneficial 

effect on symptoms should be carefully documented” (Taylor et al., 2018: 22). In the Mental 

Health Centre, as previously mentioned (see Chapter 5), possibilities for medical assessment 

and monitoring are limited, particularly for electrocardiograms (ECGs) which cannot be 

performed. This opens up for discussion about how safely these combined and high-dose 

treatments can be administered in poorly monitored community settings, and to which extent 

this option is preferable (and to whom) than hospitalization and/or utilization of restraining 

means different than pharmacological ones (e.g. mechanical restraint), at least in terms of 

patient’s safety. 

This question leads us to the ‘restraint’ context, where – during interviews or informal 

conversations – the staff frequently expressed their preference for mechanical restraint over 

elevated doses of sedative medication, deemed clinically dangerous. In the Pine Ward a patient 

going through a deep psychotic crisis, showing aggressiveness and frequently attempting to 

leave, such as Santiago, would have been very probably mechanically restrained123, also 

because administration of three antipsychotics is considered too risky for the patient and, also, 

for the psychiatrist who prescribes them, should there be serious adverse effects s/he could be 

 
123 This hypothesis was confirmed also by Gianluca, a nurse working in the Violet Centre, but previously 

operating in a restraint psychiatric ward, who told me that, where he worked in the past, someone like 

Santiago would have been definitely mechanically restrained: “with three colleagues you take him, you 

tie him and you solve the problem”. In the Violet Centre, he then added, efforts are put on relationship 

and shadowing (‘affiancamento’), which is much more demanding for healthcare workers. Gianluca 

does not support mechanical restraint nor he was suggesting that Santiago should have been contained 

that way. What he meant is that a contextual problem, such as frequent attempts to leave or aggressive 

behaviour, is quickly “solved” when the person gets mechanically restrained, while using relational and 

manual means entails continuative and sometimes exhausting effort which does not necessarily work 

(e.g. the patient could manage to leave anyway). Nevertheless, Gianluca was curious about the 

advantages of this approach: he asked to be transferred in the no-restraint context for this reason, but 

has been working there for few time and did not felt ready to take a definitive position or express a 

comprehensive opinion. His position as a ‘novice’ locates him in an intermediate position between 

‘outsider’ and ‘insider’, allowing him to critically observe and deconstruct the representations of the 

community he has just joined, and to guide the researcher’s attention to specific aspects he is in the 

position to see. The degree of insight potentially related to these marginal figures, and the opportunity 

and resource they constitute for the researcher to ‘see otherwise’, has been described in Cardano (2011) 

and in turn inspired by Robert Park’s reflections on the ‘marginal man’ (1928). 
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held accountable for. A stronger defensive attitude was observed in the restraint context with 

respect to medication but also to patients’ permission to temporary leave the ward, also due to 

previous ‘adverse events’ (e.g. the suicide of a patient who had been allowed to go home for 

the weekend while admitted to the Pine Ward) which I have been told to account for the staff’s 

‘rigidities’: we know that within communities stories concerning errors and past accidents 

contribute to produce and circulate practical knowledge (in this case about safety), and to orient 

individual action as well as practice (Gherardi, 2005). The ‘no-restraint’ context, on the 

contrary, appeared less risk-aversive – both in hospital and in the community settings – as risky 

therapy administration (acknowledged as such by the doctors themselves) and other episodes 

(e.g. walks or car trips with involuntarily admitted patients) seem to suggest. Usually, in the 

words of my participants, this flexibility was motivated by mental illness itself and the necessity 

they felt to adjust to the individual patient’s needs, history and subjective condition. A similar 

need for flexibility was supported also by nurses deemed ‘more permissive’ in the ‘restraint’ 

context, maintaining that risk was part of their job to the extent that human behaviour is never 

completely predictable, and that to work with human beings inevitably entailes taking some 

risks. Not every professional operating in the services we observed, though, agreed to expose 

him/herself to the same degree of risk, opening for collective debate within the équipes and for 

differentiated levels of engagement of individual members of the staff, who retained some 

autonomy in deciding whether or not they felt like taking part in each intervention (e.g. the car 

trip, or accompanying a patient for a walk)124. 

An apparently more relaxed though competent use of sedative drugs and combined 

antipsychotics and other drugs for patients treated in the ‘no-restraint’ rather than the ‘restraint’ 

context was observed also in the hospital setting. With respect to sedative therapy administered 

regularly with curative medication, I had a dedicated discussion with a nurse working in the Iris 

Ward but previously employed in a restraint psychiatric unit in a different region, Dario. When 

asked to compare the two work experiences, he told me that “here [in the Iris Ward] you work 

better, it is completely different, there is less tension, and to have the door open does not lead 

to the perception of increased workload” (Iris Ward, fieldnotes). Dario also told me that: 

“relational containment is not enough and that patients are more sedated than in restraint 

wards”. Such observations are consistent with the staff’s general opinion concerning a more 

 
124 The issue of risk, particularly with respect to interventions that reduce the restraining dimension (e.g. 

permissions to leave the ward, open doors, avoidance of mechanical restraint), has a long tradition in 

psychiatric practice, debated openly since from The Negated Institution (Basaglia, 1968) and related 

also to the legal consequences psychiatrists and healthcare workers can encounter in case of incidents. 

A defensive approach is one of the possible answers to such issues. 
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relaxed atmosphere related to the open-door policy, and about the importance of 

pharmacological tools besides relational ones; nevertheless, workers operating in the Iris Ward 

for a long time or their entire professional life appeared less aware of this dimension of sedation 

and could not make comparisons such as those expressed by this Dario (again, a ‘marginal 

man’: see footnote 17). With respect to PRN medication for crisis management, in the Iris Ward 

patients showing aggressiveness, agitation, or willing to leave when under TSO are regularly 

treated with ‘the usual triplet’ (expression used by Nadia, nurses’ coordinator at the Iris Ward) 

– namely haloperidol, promazine and delorazepam – and, on their arrival or after aggressive 

episodes, with zuclopenthixol acetate125. Administration is performed in a hospital setting, 

which can be considered safer and more medically equipped than a community one. 

Nevertheless, the psychiatric ward has been regularly described – both in the Pine and the Iris 

Ward – as a poorly controlled environment, where no continuous monitoring of vital signs is 

possible since no monitoring devices are available. This problem became very evident with 

respect to Santiago, involuntarily admitted to the SPDC for some days before being transferred 

to the Violet Centre, because he was administered with increasingly high-dose and combined 

medications without achieving any significant effect. During my interview with Paolo, 

psychiatrist at the Iris Ward, I asked him about the opportunity to resort to anaesthesiologic 

restraint – namely treatment with anaesthetics in the Intensive Care Unit – which is not a routine 

option for psychiatric patients in this context. As Excerpt 6.22 shows, he has considered this 

solution with a colleague of his, precisely because of the clinical risks associated with 

uncontrolled therapy administration and the possible legal consequences for the prescribers (the 

patient was then moved to the community Centre and the solution not implemented). 

Excerpt 6.22. Paolo (psychiatrist, Iris Ward): We have thought about that in a 

discussion with Luana [psychiatrist]: “what the fuck are we doing here? If this 

continues like this, we are risking, we are using all the drugs at inhumane doses. If 

something happens to him, it’s on us”.  

 
125 Guidelines indicate that zuclopenthixol acetate (Acuphase) should never be administered for rapid 

tranquillisation and at the same time as other parenteral antipsychotics or benzodiazepines, which may 

lead to over‐sedation difficult to reverse (Taylor et al., 2018: 59). This was regularly done in the Iris 

Ward, indicating at least a risk-taking procedure. In the restraint context I included in this study, 

Acuphase is considered an obsolete drug (it is a typical, first generation antipsychotic) and it is not used 

anymore (even though other typical antipsychotics are). This indicates also different pharmacological 

orientations or cultures between the two contexts compared: specific imaginaries and attributes appeared 

to be related with specific drugs (e.g. Leponex was considered the ‘last resort’ indicating the seriousness 

of a patient’s condition, Abilify was sometimes compared to ‘fresh water’), and the choice between 

different treatment options seemed imbued with ethical other than clinical considerations, which could 

be interesting to investigate ethnographically, together with clinicians and other experts. 
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While in the ‘restraint’ context (monitored) mechanical restraint is employed and deemed 

preferable to elevated and hence risky pharmacological administration, the ‘no-restraint’ ward 

refuses mechanical restraint on an ethical rather than clinical ground: no interviewee or other 

participant ever claimed than high-dose or combined drugs administration was clinically safer 

than the application of mechanical means of restraint. Instead, the issue of ‘staying in the 

relationship’ was mobilized, indicating an understanding of mechanical restraint which 

involves complete withdrawal from relationship/delegation to restraining belts, abandonment, 

brutality and abuse. Fieldwork in the Pine Ward and other Piedmontese SPDCs, though, 

indicates that this measure does not necessarily have to be performed to include such features. 

More importantly, its application does not necessarily exclude relationship: healthcare 

providers can attempt to maintain and mobilize it through negotiation, explanation, human 

presence, and compassionate acts aimed at acknowledging and ameliorating the subjective 

condition of the restrained person (see Chapter 5). Potentially, the measure can be applied for 

a very short time, and members of the staff or other external caregivers can be allowed to remain 

with the coerced person, avoiding isolation and withdrawal from relationship when crisis 

occurs. Such options are sometimes hindered by organizational and contextual factors – 

including ward’s overcrowding and heterogeneity of psychiatric and non-psychiatric patients – 

as well as cultural features which occasionally led to the normalization of mechanical restraint 

in a climate of moral innocence and lack of reflexivity (Cardano & Gariglio, 2021, in press) 

and to a general propensity for the defensively preferable option. 

A crucial aspect that emerged from fieldwork and that I consider relevant to stress is the 

influence that actors external to the mental health services have in ‘creating’ the psychiatric 

patient. Psychiatry appears increasingly exposed to heterogeneous requests concerning a 

number of issues (e.g. substance abuse, homelessness, poverty, domestic violence, migration) 

and populations (e.g. minor and adolescents, migrants), as well as requests to exert social 

control over behavioural issues of very different origin. The very boundaries of the discipline 

are drawn and defended within daily negotiations with several agencies and other medical 

specialties, both in the community and within the hospital. The outcomes of such negotiations 

rest also on power dynamics between the different services and units, as well as on routines 

which are never deterministic nor conclusive when it comes to decide, for example, about the 

admission of a patient accessing the Emergency Room. Choices made in the ER by 

professionals who operate in it influence life in the SPDC not only in terms of inpatient profile 
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and composition, but also with respect to the measures adopted to manage crisis, which can be 

syntonic with the ward sensibility (mechanical restraint in the Pine Ward was generally 

‘inherited’ by the ER from which the patient was transferred), or not (in the ‘no-restraint’ 

context, psychiatrists frequently had to remove restraints from patients in the ER when going 

there for consultation).  

What seems reasonable to suggest in consideration of these factors – local sensibilities and 

moral imperatives, organizational routines, multiplicity of actors and places involved in dealing 

with crisis – is a coordinated and multi-specialistic approach to acute (psychiatric or otherwise 

unspecified behavioural) conditions, which assures the highest possible standards in terms of 

clinical safety, allowing regular access to the Intensive Care Unit for going through the first 

moments of acute crisis in an accurately monitored environment. Such option is consistent with 

preservation of patients’ safety, which seemed relevant in both the studied contexts, while at 

the same time compatible with the ethical imperative of limiting the most traumatizing and 

coercive aspects of treating crisis, such as the experience of mechanical restraint126, repeated 

enforced medication and physical engagement with the staff. Treatment in the ICU does not 

necessarily exclude relationship and assistance by mental health professionals, responding also 

to the ethical preference for human presence expressed in the ‘no-restraint’ context (and, to 

some extent, in the ‘restraint’ one: see for example Excerpt 5.52 concerning the therapeutic 

activities Maria performed with a patient admitted to the ICU). This option is proved viable by 

a third Mental Health Centre that I had the chance to visit in Friuli Venezia Giulia, which does 

not have any SPDC nearby, and treats acute patients in the 24-hours MHC or, when needed, in 

the local ICU though having a staff member permanently present next to the admitted person 

(also to avoid mechanical restraint which would be used there if no caregiver was present). 

Since treatment in the ICU does not necessarily imply complete unconsciousness (i.e. coma 

induced by anaesthetics) but can involve different degrees of sedation, the opportunity for 

SPDC or MHC professionals to assist the person and maintain relationship seems valuable for 

those contexts pursuing presence and wishing to ‘go through crisis together’. Moreover, this 

would have direct effects on the numerousness and most notably profile of the population 

hosted in the SPDC, where people could be admitted after the first most critical moments of 

 
126 In the SPDC the mechanically restrained person is not kept permanently unconscious whereby 

anaesthesiologic means, because of the already mentioned lack of vital signs monitoring devices and 

ventilators. Though, when there are no organic conditions advising against pharmacological 

intervention, s/he can be treated with sedative medication (both IM and IV) to reduce agitation, also as 

a compassionate intent to ameliorate his/her condition of being restrained: we have observed this both 

in the Pine Ward and, as a team, in other contexts in Piedmont. 
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acuteness and benefit from a less tense environment. This in turn could influence ward’s 

atmosphere, for both inpatients and the staff, allowing for a decrease in restrictions (e.g. 

permanently locked doors, usually attributed to the most ‘critical’ patients but affecting all of 

them) and possibly a reduction of both mechanical and pharmacological restraints. This 

combination of clinical monitorability and opportunity to maintain relationship – together with 

the positive consequences it might have on the overall situation in psychiatric wards – qualifies 

the Intensive Care Unit as a possible solution, whose utilization could be evaluated and 

reasoned about by psychiatrists, anaesthesiologists and other specialists, in consideration of 

each person’s subjective condition. 

The last dimension which I think could (and probably should) be taken into account pertains 

to the person’s preferences about his/her own treatment. These could be elaborated and 

formalized within documents which have been variously called ‘psychiatric advance 

directives’, ‘anticipatory care planning’ or ‘joint crisis plans’ (Henderson et al., 2008). Such 

instruments allow service users to state their preferences for future mental health care, 

especially in times of crisis, consistently with a model of shared decision making and the 

implementation of the United Nations Convention on the Rights of Persons with Disabilities 

(Szmukler, 2019). In fact, we have observed on the field that professionals’ attempts to provide 

good care through everyday practices do not necessarily result in outcomes that service users 

consider good for themselves. This has become evident when care-receivers had the chance to 

speak for themselves and express their preferences on a given treatment, or judgement on the 

healthcare workers’ behaviour. Excerpt 6.23 expresses Giuseppe’s disappointment with 

psychiatrist Carmela’s decision not to sign his TSO proposal and not to be present at the time 

of his involuntary admission to the ward and preventive mechanical restraint. While her choice 

was intended as a way to preserve the therapeutic relationship with the patient, avoiding being 

explicitly associated with coercive aspects of treatment, the man probably sees it as a lack of 

interest in his condition and re-reads her past visits as opportunistic. 

Excerpt 6.23. Giuseppe [involuntarily admitted] says he’s very bothered by the fact 

that his psychiatrist [Carmela] did not even show up. He’s bothered but not angry. 

He sarcastically adds: “when I brought her cheese [that he produces], she came to 

take it!”. (fieldnotes by Mario Cardano, day of joint observation in the Pine Ward) 

 

Also with respect to measures adopted to deal with crisis, patients’ preferences might emerge 

though they were not always given space in the context of acute mental health care. The 

following episode, observed in the Pine Ward, consists of a short conversation between an 
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inpatient, Diego, and a nurse, Carmine. Few minutes before, Carmine saw and heard Diego 

hitting a glass door in the ward hall and told him to stop, which he immediately did. Having 

observed other patients getting mechanically restrained because of aggressiveness or other 

behaviours, he then comes to the nursing room to say that he would rather be pharmacologically 

sedated than ‘tied to the bed’ should he broke something. This informal ‘advance directive’ is 

not only ignored but delegitimated by the nurse, according to a paternalistic and authoritative 

approach which sees the psychiatrist as the only decision-making figure on the scene. 

Excerpt 6.24. Diego arrives to the nursing room. He says: “If I broke a glass, I’d 

want the injection [sedative medication], not being tied to the bed [mechanically 

restrained]”. Carmine [nurse] replies that if he broke a glass, the decision about the 

consequences would be up to the doctor, not him. (Pine Ward, fieldnotes) 

 

These last considerations remind us that the ‘modes of doing good’ (Pols, 2003) investigated 

in this research – which to some extent differentiate or intersect in the ‘restraint’ and the ‘no-

restraint’ contexts – are defined, practiced and argued for by the group of professionals 

operating in each setting. Care practices, though, see the encounter of multiple actors, who 

contribute to the shaping of problems and solutions, as well as to the notion(s) of ‘good care’. 

The main limit of this study, I think, is the missing voice of one of these actors – service users 

– whose perspectives on what constitutes ‘good’ and ‘bad’ care is fundamental in understanding 

our object of analysis deeper and in articulating suggestions for future changes127. Their lived 

experiences and the way they are acknowledged or rather marginalized and delegitimized in 

health care contexts as a mere expression of pathology constitute an interesting epistemological 

challenge to the researcher. This issue has been recently tackled by convict criminology, which 

relies on first-hand experience of prisoners to produce scientific knowledge about the 

penitentiary (Sterchele, 2020). The fundamental question it poses – «can the “psychiatric 

 
127 Agreements with the local ethical committees did not allow us to interview patients during the time 

they spent in the hospital, due to the vulnerable (clinical and psychological) condition they were 

experiencing. The research team working on psychiatric interventions in Piedmont did conduct some 

interviews with service users after discharge. With respect to my study, I had many informal 

conversations and with some people I met on the field I still keep in contact. After discharge, I attempted 

to involve Giuseppe, involuntarily admitted to the Pine Ward during our period of fieldwork, in an 

interview about his experience, attempt which repeatedly failed despite his apparent willingness to take 

part in the research. We kept in contact and still talk to each other through periodic phone calls, in which 

he tells me about his life, and also his frequent (involuntary) admissions and experience as a service 

user. Frequent hospitalization and periods he spends in different healthcare facilities – together with the 

outbreak of Covid-19 pandemic – made our encounter difficult to arrange so far. Future interviews with 

him and other service users will hopefully be arranged, in order to collect their perspectives and lived 

experience of care and coercion. 
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prisoner” speak?» (ibidem) – points to the ‘hierarchies of credibility’ theorized by Howard 

Becker: «in any system of ranked groups, participants take it as given that members of the 

highest group have the right to define the way things really are [...] Thus, credibility and the 

right to be heard are differentially distributed through the ranks of the system» (1967: 241). By 

listening to the discourses of the convict (or, in my case, of the inpatient) population, the 

ethnographer can challenge these hierarchies and s/he can distance him/herself from the 

dominant, clinical and at times disqualifying account provided by high-ranked groups (i.e. 

prison officers, psychiatrists and other mental healthcare workers). Moreover, to ‘make weak 

voices heard’ becomes particularly relevant in the field of care and empirical ethics, aimed at 

articulating carers and patients as relational beings (Pols, 2014; Schicktanz et al., 2012). If we 

consider care practices as shaped by both groups, then insights, interests and meanings carried 

by the patients offer us a unique perspective on our object of study. I believe this is of peculiar 

importance in health care contexts characterized by great power imbalances, asymmetries and 

dependance, such as the psychiatric one. 

Also, further research should be conducted to explore the perspectives of the units and 

agencies involved in the construction and management of psychiatric crisis, and in caring for 

subjects who are frequently treated in psychiatric wards: the professionals operating in the 

Emergency Room, the Intensive Care Unit and other hospital wards, other community (social, 

addictions) services, as well as the police officers in charge for executing involuntary 

admissions and frequently assisting healthcare workers in the performance of coercive 

treatments. A comprehensive, multivocal understanding of situated routines, needs, strivings, 

as well as organizational constraints and infrastructures, will hopefully be useful to formulate 

and translate from different contexts localized suggestions, and help researchers contribute to 

the ‘improvement work’ (Pols, 2014) that acute mental health care could benefit from. 
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Appendix A 

 

List of abbreviations and acronyms 
 

 

ASL – Azienda Sanitaria Locale (local health department) 

ASO – Accertamento Sanitario Obbligatorio (mandatory medical assessment) 

CSM – Centro di Salute Mentale (mental health centre) 

DSM – Dipartimento di Salute Mentale (mental health department) 

ER – Emergency Room (part of the ‘Emergency Department’, together with the unit called 

‘Medicina d’Urgenza’ and its sections of observation and semi-intensive care). 

ICU – Intensive Care Unit 

MHC – Mental Health Centre 

MHD – Mental Health Department 

OSS – Operatore Socio-Sanitario (healthcare assistant) 

PRN medication – pro-re-nata or “as-needed” medication (as opposed to scheduled 

medication) 

SerD – Servizio per le Dipendenze patologiche (alcohol and drug addiction support services) 

SPDC – Servizio Psichiatrico di Diagnosi e Cura (hospital psychiatric ward) 

TSO – Trattamento Sanitario Obbligatorio (mandatory admission and treatment) 
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Appendix B 

 

Original Excerpts from fieldnotes and interview transcripts 
 

 

Chapter 4 

 

Excerpt 4.1. Giorgio: Ho iniziato [a lavorare] in SPDC [in un’altra città] e ho sempre pensato 

di lavorare in SPDC, infatti il concorso che feci era per l’SPDC […] fui chiamato per un posto, 

il primo che si è liberato era in CSM, così ho detto: “provo anche l'altra parte”. Ero uno di quelli 

che in SPDC pensava sempre ai revolver, cioè a quelli che entrano ed escono, come a un 

fallimento dellaaa gestione territoriale… E invece poi il contrappasso mi ha colpito [ride] e 

quindi sono arrivato qua [in CSM]. 

 

Intervistatrice: E ad oggi avrestiii... cioè, sei contento o...? 

 

Giorgio: Mah, non lo so, oggi io credo che... polarizzare così le esperienze professionali solo 

da una parte forseee abbia qualche limite, però sono quasi due mestieri diversi, ecco. Non lo so, 

mmh... penso ci siano momenti, cioè è opportuno che tutti facciano tutte e due le cose 

quantomeno, ecco. 

 

Excerpt 4.2. Michela: A me è piaciuto l’SPDC, mmh, mi è piaciuto aver fatto prima territorio 

e non aver perso comunque la parte ambulatoriale [privata]. Certe volte solo il territorio mi 

sembra una visione un po’ parziale, ecco, della situazione, perché alla fine quando il paziente 

sta male fai l’invio e non lo vedi poi. I colleghi [del CSM] lo vedono perché fanno turni, fanno 

cose, però in qualche modo non c’è una presa in carico, non c’è una decisione sulla terapia, 

insomma, quindi secondo me sì, a me pia-, è piaciuto, sì sì, lo rifarei [il passaggio dal CSM 

all’SPDC]. 

 

Excerpt 4.3. Carmela: Essere chiusa sempre in ospedale a volte per me è claustrofobico, cioè 

nel senso che, tra l’altro tu pensi sempre, ma proprio perché vedi solo il dentro, non vedi il 

fuori, che ‘sti malati di mente, poverini, no, proprio di mente tra virgolette, tanto non guariranno 

mai, tanto non staranno mai meglio, perché li vedi solo star male, e quindi invece la possibilità 

proprio di vedere anche l’altro volto della malattia mentale che è anche un, fatta di gente che 

lavora, che ha una famiglia, che ha dei figli, che si diverte fuori, e che a volte – capita – viene 

anche dentro, ecco. […] Il fatto che non siamo separati ASO-ASL è già un concetto sbagliato 

della psichiatria, perché laaa psichiatria è continuità, è continuità del curante perché, è la 

fiducia, l’empatia che si ha tra il paziente ed il curante, io ti vedo fuori e poi ti vedo anche 

dentro. […] L’SPDC dovrebbe rappresentare un luogo di cura proprio nei casi estremi di acuzie, 

in cui io non riesco a gestirti fuori, allora magari ti chiudo, usando questa terminologia che è 

brutta ma poi corrisponde alla realtà, io ti chiudo dentro per un po’ affinché tu riprenda di nuovo 

unaaa, un maggior controllo di te stesso, e quindi ti posso poi di nuovo mandare fuori, no? E il 

personale dovrebbe essere un po’ questo, un po’ fuori e un po’ dentro, no? Una stessa équipe 

che gira. 
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Excerpt 4.4. Nadia: A suo tempo abbiamo fatto anche delle prove così di scambio di personale 

solo infermieristico, per cui siamo andati nei CSM e i CSM sono venuti qua, e devo dire che ha 

un po’ funzionato così rispetto a certe tensioni o a certe idee che tutti i servizi hanno dell’altro, 

no? Perché tutti noi cerchiamo sempre di, insomma, di essere un po’ autoreferenziali e dire non 

che io lavoro meglio di te peròòò comunque… 

Intervistatrice: Si conosce meglio laaa... 

Nadia: Sì, esatto. Ehmm, però insomma questa adesso non è una cosa fattibile, dovrebbero farla 

tutti, qualcunque tipo diii figura... 

Intervistatrice: E l'idea di un’équipe comune o che comunque giri ti sembra unaaa, ti 

sembrerebbe una buona idea o...? 

Nadia: No, potrebbe essere una buona idea però ci vogliono risorse, ci voglionooo tempi, ci 

vogliono, insomma ci vogliono tante cose, ci... Insomma, ci vorrebbe un pensiero assolutamente 

diverso su comeee sono organizzati i servizi, invece anche quando vado alle riunioni vedo che 

ognuno sta fermo nel suo, arroccato sulle sue posizioni, anch’io eh? Sì, non è che io dico degli 

altri, cioè tendi a portare avanti quello che, quello che fai, quello in cui credi e a essere 

assolutamente fermo, no? E qualche volta giustamente ci viene ricordatooo che siamo parte di 

un Dipartimento, io mi sento in realtà parte di un Dipartimento. Peròòò è una cosa, sì, difficile 

ecco nella testa di molti è difficile da mettere in pratica. 

Excerpt 4.5. Michela: È sicuramente un vantaggio il fatto che ti sembra di essere più a contatto, 

adesso essendo in un ospedale generale, con altre, cioè fai parte quindi di, di altreee specialità, 

quindi hai rapporti con altri colleghi, ti sembra di avere un aspetto un pochino più medico, e 

forse ti arrivano anche prima determinate novità, soprattutto dal punto di vista farmacologico, 

ecco. 

 

Excerpt 4.6. Nadia: Noi siamo parte del Dipartimento di Salute Mentale, che è territorio, no? E 

invece no, per l’Azienda Sanitaria Ospedaliera e il direttore sanitario noi siamo ospedale, punto. 

Tant’è che se voi andate sul sito […] ci chiama SOPDC, ‘Servizio Ospedaliero Psichiatrico di 

Diagnosi e Cura’, questa ‘O’ l’hanno inserita da qualche anno, non c’era prima, è una 

sottigliezza ma in psichiatria si lavora di sottigliezze. […] Ci hanno sempre considerati una 

frangia dell’ospedale pur non essendola. 

Excerpt 4.7. Nadia: Il nostro paziente sta in piedi, e sta coi vestiti normali, non è un paziente in 

pigiama, non è un paziente che sta a letto- 

Marzia: Non è un paziente che sta in camera, è un paziente che gira libero. 

Nadia: È un paziente libero, è un paziente che a pranzo pranza con tutti gli altri, non pranza in 

camera da solo col vassoietto triste, ma stanno tutti in sala da pranzo, cioè ci sono delle 

condizioni veramente diverse. […] Noi in tutto questo ci abbiamo guadagnato che siamo riusciti 

a mettere sulla carta, rispettando dei criteri, quello che volevamo noi […] perché fa parte di un 

nostro modo di lavorare che è funzionale a questa tipologia di persone che ospitiamo. 

Excerpt 4.8. Nadia: C’è un documento che finalmente dichiara in ospedale chi siamo, cosa 

facciamo, che siamo parte di un Dipartimento, che siamo no-restraint. 

Excerpt 4.9. Marzia: Il lavoro di lotta che è quotidiano c’è stato anche lì, proprio anche nella 

carta, nella burocrazia, per dire: “io faccio così”. 
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Excerpt 4.10. Marzia: Siamo diventati visibili all’interno dell’azienda ospedaliera, anche 

perché non sapevano bene chi eravamo e quindi questo ci ha sicuramente distinto nel nostro 

modo di lavorare, e comunque siamo riusciti a, a crearci delle procedure specifiche per noi e 

che sono diverse da quelle ospedaliere, nonostante che volessero a tutti i costi inglobarci in 

quelle ospedaliere. 

Excerpt 4.11. Torno in studio medici, dove Franco è al computer a compilare un modulo di 

evento avverso. Mi spiega che questa mattina ha fatto un errore durante la somministrazione 

delle terapie, dando a un paziente la quetiapina 100 che sarebbe stata di un’altra [paziente]. 

L’uomo, che dopo l’assunzione è andato come di consueto al Tulip Centre, torna prima del 

previsto in sedia a rotelle, sedato, con le gambe che non gli reggono. Accortosi dell’errore, 

Franco compila il modulo di evento avverso (o incident reporting, che, mi fa vedere, consente 

anche di segnalare i near-miss e non solo gli eventi effettivamente accaduti) e mi spiega che 

errori di questo genere possono capitare, ma sono molto pericolosi, e le continue interruzioni 

durante la fase delicata della somministrazione favoriscono la confusione e l’errore. Non è 

affatto nel panico, né si vergogna o tenta di minimizzare il proprio errore, anzi, fa la 

segnalazione dicendomi che soprattutto in psichiatria non è cosa di tutti i giorni fare (per 

esempio per le aggressioni di lieve entità, quelle verbali o quelle sfiorate, che vengono date per 

scontate come parte della routine in psichiatria e quindi difficilmente segnalate). 

Excerpt 4.12. [Durante una riunione si discute del fatto che] il 6/12/2019 ci sarà un audit a 

seguito della segnalazione di evento avverso relativa alla somministrazione erronea di 

metadone a un paziente. A quanto pare la direttrice [del DSM] non è d’accordo con tali 

segnalazioni e gradirebbe che ne venissero effettuate il meno possibile. La procedura di incident 

reporting è anonima e volontaria e – come viene sottolineato da Nadia durante la riunione – il 

direttore del dipartimento o della struttura complessa non sarebbe nemmeno tenuto ad esserne 

messo al corrente. Nadia osserva: “noi abbiamo una cultura ospedaliera che il CSM e la 

direttrice non hanno, loro sono più sul naif/filosofico”, e: “noi siamo i soliti ibridi 

[ospedale/territorio] che veniamo accusati dal territorio di essere troppo rigidi. Io non vado più 

alle riunioni a fare da punching ball al DSM perché gli stiamo sulle palle”. […] Franco 

interviene dicendo che l’altro giorno quando ha sbagliato a dare terapia ha tranquillamente 

compilato la procedura, per correttezza (perché “non c’è niente da nascondere”) e perché può 

essere appunto un’occasione per segnalare qualcosa che non va più in generale. Aggiunge poi 

che in genere in tutte le discipline gli infermieri sono più disposti a fare questo tipo di 

segnalazioni, mentre “la classe medica è sempre più resistente all’incident reporting perché 

loro la vivono come una messa in discussione”. I medici presenti non si esprimono in merito. 

Excerpt 4.13. Elettra: Mi rendo conto che anche nella mentalità del mio Dipartimento a cui 

faccio capo l’SPDC è considerato territoriale, non è considerato ospedale, capito? 

Intervistatrice: Però questa viene vista come un, un vantaggio, no, da quello che mi è 

sembrato di capire, nel senso, “noi siamo fisicamente in ospedale ma non siamo ospedale, 

siamo territorio”. 

Elettra: Certo, è un vantaggio, mi viene da chiedere: è un vantaggio per chi? Per il paziente ooo 

per l’organizzazione, il considerare l’SPDC territoriale? Perché m’è venuto in mente uno spunto 

rispetto a questo, no? Perché per fa’ parte comunque di un ospedale ti devi attene’ a delle regole, 

eee iooo potrebbero essere tutte mie interpretazioni, sai? Peròòò ho notato in cinque anni sotto 

questo Dipartimento cheee le regole so’ vincoli, e i vincoli te impediscono di fa’ tante cose che 
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invece nella psichiatria, che è tutta così da scoprire, no? Mh, non servono certe regole che 

magari possono sembra’ solo d’ostacolo. Però invece se io penso ad una struttura che fa 

emergenza, urgenza psichiatrica, deve esse’ collocata all'interno di un ospedale, nella sua 

organizzazione, nella sua organizzazione deve stare sotto l'ospedale! Perché comunque ci 

stanno dei rischi a cui si sottopone il paziente che entra qua dentro che so’ pari a quelli 

dell'ospedale, per cui... 

Intervistatrice: E qui invece ci si sottrae a queste regole? Fammi, fammi degli esempi che 

poi son le cose che più miii, se te ne vengono, casi concreti. 

Elettra: Sììì, come no! Quanti ne vuoi, cioè per dire cheee noi abbiamo un grosso problema, che 

è quello della distribuzione dei farmaci quando vanno a casa i pazienti. […] Non è il reparto 

dell'ospedale che è addetto alla distribuzione dei farmaci per il paziente a uso domiciliare, ci 

sono diversi servizi, per noi, non ci facciamo molto sul CSM, però un nuovo accesso se tu lo 

dimetti con l’appuntamento per- 

Intervistatrice: E non è ancora in carico... 

Elettra: [Annuisce] “Noi non diamo i farmaci alla gente che non conosciamo”, quindi il CSM 

si tira indietro, il medico di base magari non c’è perché è venerdì, la guardia medica... 

Intervistatrice: È la guardia medica [ride]. 

Elettra: La guardia medica è la guardia medica, quindi alla fine di tutto questo i farmaci li dà il 

personale dell’SPDC, tagliando i blister, le terapie, mh. Tutto questo è stato detto che si può 

fare! Tutto questo si può fare, questo però secondo... 

Intervistatrice: Il DSM. 

Elettra: Esatto. Se noi, se esce fuori ‘sta cosa per dire con l’ospedaleee cioè... 

Intervistatrice: Non potreste. 

Elettra: No, perché noi stiamo sotto a delle procedure e delle, e dei protocolli pensati per la 

sicurezza del paziente. 

Intervistatrice: Sì, quindi siete un po' divisi in due... 

Elettra: Esatto, non siamo sicuri. 

Excerpt 4.14. Torno in corridoio, sto un po’ con Patrizia, infermiera di lunga data che ha 

trascorso tutta la sua carriera in psichiatria. Un paziente di passaggio dice che lì i medici essendo 

senza camice sono facilmente confondibili con parenti e altri estranei presenti in reparto, se uno 

non li conosce. Patrizia concorda, dice che qui siamo in ospedale e che per chiarezza anche i 

medici dovrebbero indossare il camice, così come gli infermieri indossano la divisa. Non accade 

per linea aziendale del DSM, con la quale lei non è d’accordo. 

Excerpt 4.15. Mentre stiamo parlando [con Carmela] arriva la caposala, Angela. Mi presento, 

presento lo studio, Carmela le dice che magari mi può far vedere il reparto e presentarmi al 

personale. […] Angela accetta e mi dice che allora mi prende un camice e fa per aprire 

l’armadio, io le dico che ho portato con me un cartellino e che se per loro va bene preferirei 

usare solo quello. Angela concorda e dice che altrimenti rischio che i pazienti mi fermino 

scambiandomi per un dottore. Io osservo che comunque non mi sembra corretto, e anche 

Carmela concorda. 
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Excerpt 4.16. Giorgio: Una volta c’era, c’era il famoso centro crisi […] ed era una sorta di pre-

, di pre-acuzie, quindi in un sistemaaa articolato territoriooo-SPDC quelle situazioni di acuzie 

ma non così graviii e ancora intercettabili, senza dover fare degli interventi coattivi, si usava il 

centro crisi, il centro crisiii non aveva una precisa mmh scadenza temporale, e quindi era un 

polmone anche per l’SPDC. A [nome della città] aveva dieci posti. 

Excerpt 4.17. Chiara: Il bacino di utenza èèè importante perché poi in realtà appunto le aree di, 

di marginalità ce le abbiamo praticamente tutte noi, ehmmm, e quindi questa è una cosa, il fatto 

che anche aree come la caserma [ex caserma utilizzata come centro di accoglienza per 

migranti], che io non credo che Basaglia intendesse così il principio di territorialità [sorride 

ironica]. E quindi questa è un’altra questione, il fatto di non avere un direttore in tutto questo, 

il fatto che comunque il numero di medici è equivalente a quello per esempio del [Violet 

Centre], eppure [ha meno pazienti]... E il fatto di avere una struttura che non ha un Centro 

Diurno, perché purtroppo a me piange il cuore a dire che quello è un Centro Diurno. […] Ci 

vogliono degli spazi belli, ci vogliono, degli spazi adeguati. 

 

Excerpt 4.18. Elia: Lì mmh scontiamo secondo me una differenza di, di punti di vista, no? 

Perché chi è in SPDC si vede, intanto si rischia di vedere solo un pezzo, no? Quello più critico 

[sospira] più critico per la persona ma anche più critico nel senso che poi all’SPDC, cioè meno 

i servizi territoriali funzionano, più tutto viene convogliato in ospedale. […] E quindi [in SPDC] 

c’è un po’ questo, mmh, quindi una visione un po’ diversa, no, più prospettica da qui, però col 

rischio, ecco questo faccio magari un po’ autocritica, di scaricare in SPDC tutte le, le 

contraddizioni, tutto quello cheee in realtà potrebbe anche essere gestito qui, idealmente. 

L’SPDC diventa un po’ il posto in cui portare le persone quando non si ha altre idee ma non, 

come dire, è giusto nel momento della crisi, ma anche non riuscire poi a svincolarle e, e fare i 

percorsi, no? 

 

Excerpt 4.19. Verso le 9.20 entra in reparto Michela e si fa il briefing con lei, Angela, Sara e 

Simona. Michela: “non c‘è molto da dire, sono quattro gatti” (13 su 16 è poco considerando 

che spesso sono 18-21). 

Excerpt 4.20. Dopo una mezz’oretta arriva anche Michela e si decide di fare un po’ di briefing. 

L’esigenza è quella di capire chi potrebbe essere dimesso, perché ci sono 18 pazienti, il signore 

in sedia a rotelle in corridoio che è una consulenza che potrebbe essere un ricovero, la minore 

da [altro SPDC] per cui potrebbe esser chiesto il trasferimento qui in qualsiasi momento, e il 

reparto è già pieno e in condizioni delicate. A parte un paziente che andrà via domani, sembra 

che nessuno possa essere dimissibile. Si ipotizza di mandare a casa un’altra paziente, ma 

telefonando al figlio si osserva che la famiglia non si sente ancora pronta a riprenderla perché 

è stata in visita ieri e l’hanno trovata ancora confusa. Michela commenta: “effettivamente 

ancora un po’ confusa lo è”, la richiesta non sarebbe stata fatta in condizioni normali, ma solo 

per provare a liberare un posto. Si ipotizza quindi di spostare uno dei pazienti tranquilli in un 

altro dei due SPDC del DSM. Dal momento che il primo ha già la minore, Michela prova a 

telefonare al secondo ma riceve comunque un no. Dopo qualche tentennamento, Carmela decide 

di provare comunque a chiamare il primo: dopo una conversazione amichevole con il collega, 

e la promessa di mandare “il paziente più mite del reparto”, si ottiene da parte sua un inaspettato 

sì. […] Quando Carmela riattacca trionfante, Maria commenta: “io l’adoro per questo!”, è infatti 

la dottoressa maggiormente capace di svuotare il reparto quando serve. 

Excerpt 4.21. Resto in studio medici con Marzia, che si lamenta dell’eccessivo affollamento 

del reparto: “stamattina non riesco a lavorare bene, non mi piace, non ho sott’occhio il reparto”. 



242 
 

Lorenzo concorda e aggiunge: “anche ieri è stato un pomeriggio, con quei brusii che non ti 

piacciono per niente”. Mi dice poi che a causa dei brusii i toni tendono ad alzarsi e la gente di 

conseguenza si innervosisce. Più ricoverati ci sono e meno gli infermieri sentono di avere il 

polso del reparto. […] Giunge la telefonata dal PS che informa che c’è una persona per un 

tentamen da andare a vedere. Il reparto è pieno, per cui se la persona necessitasse di ricovero 

andrebbero contattati gli altri SPDC regionali per prenderla come fuori sede. Si tratta di una 

eventualità che non si verifica praticamente mai, così come non sono usuali passeggi e 

trasferimenti di pazienti tra un SPDC e l’altro, forse grazie alla rete di CSM 24 ore (mentre ad 

esempio nel Pine Ward gli scambi erano frequenti con SPDC dello stesso DSM). 

Excerpt 4.22. Il reparto è nuovamente vicino alla saturazione (14 ricoverati + una paziente in 

MedUrg + TSO in arrivo nel pomeriggio). [Durante la riunione] Luana riferisce che Emma 

avrebbe dato come linea generale la possibilità nel weekend di accogliere dei bis (cioè dei 

pazienti in sovrannumero). Osserva che in reparto ci sono solo 15 letti e che quindi per 

accogliere dei bis bisognerebbe prima procurarsi letti supplementari. L’affermazione scatena la 

reazione di Marzia, che alza la voce e sbotta: “io letti supplementari non ne prendo perché non 

faccio il manicomio!”. Aggiunge poi con tono aggressivo che ogni volta che il reparto è stato 

pieno è successo qualcosa (per esempio un paziente che si è impiccato o altri eventi avversi), 

perché se ci sono troppi ricoverati gli infermieri non riescono a fare assistenza. Luana si difende 

dicendo che lei fa come può e che secondo lei un letto extra per le eventuali emergenze si 

potrebbe anche mettere. Marzia, sostenuta dai colleghi, si oppone: le emergenze non esistono, 

se la sedicesima persona arriva di notte la trascorre in PS. Inoltre il sabato mattina se i pazienti 

sono 14 o 15 bisogna fare come faceva Tania, dimettendo a tappeto le persone dimissibili in 

modo da liberare letti per affrontare il weekend. Marzia: “accetterò i bis quando tutti i presenti 

saranno in acuto!”. Si tratta di una frecciatina, la solita polemica che molti dei ricoverati 

secondo loro sono dimissibili, gestibili sul CSM o fuori. 

Excerpt 4.23. Davide, di turno nella notte tra sabato e domenica, riceve un paziente in stato di 

abuso alcolico per la consulenza e per tenerlo in osservazione. Lo definisce “un animale”, in 

quanto arriva in reparto contenuto e sedato dal DEA con il solito Midazolam a breve emivita, e 

poco dopo si risveglia, agitatissimo, e riesce a muoversi a sufficienza da strapparsi l’ago dal 

braccio. Vorrebbero stringergli le cinghie ma in reparto non ci sono abbastanza calamite extra, 

andrebbero tolte quelle in uso e rimesse più strette ma nessuno se la sente di slegarlo, 

ovviamente. Davide: “la cosa più naturale che veniva da fare era tenergli un cuscino sulla faccia 

ma poi rischiavi di soffocarlo, cercavo di tenergli giù la testa contro il materasso ma era talmente 

sudato che le mani mi scivolavano, era talmente agitato e legato talmente poco stretto che se 

non lo tenevamo si tirava su a sedere”. Il paziente, ancora intossicato e con un problema di 

epilessia, non avrebbe nemmeno dovuto entrare in reparto secondo Davide, perché troppo 

pericoloso da gestire: “gli abbiamo fatto un Entumin, un En, e io ero lì a pregare che non gli 

succedesse niente”, dice, facendo il gesto di incrociare le dita. Dice che un paziente del genere 

dovrebbe essere gestito in rianimazione, monitorato costantemente, in un reparto attrezzato 

adeguatamente. 

Excerpt 4.24. Gaia: Qui una volta prendevamo il malato psichiatrico puro, stop. Adesso invece 

sembra che nel calderone della psichiatria ci mettano tutto, e quindi ci mettiamo dentro 

l'alcolismooo, la tossicodipendenza, l'antisociale, il disturbo daaa disadattamentooo […] Tutto 

finisce nella psichiatria, i disturbiii alimentari […] quando io ero entrata i disturbi alcol-correlati 

se ne occupava la Gastroenterologia e il Pronto Soccorso perché aveva la degenza temporanea. 

Stavano lì in osservazione e poi se era il caso andavano [ricoverati] in Gastroenterologia. […] 
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Una volta da quel lato lì tu avevi il paziente psichiatrico puro, le diagnosi erano quelle quattro 

o cinque diagnosi, quelle erano, e se non rientravi in questa, in questo disturbo non venivi 

ricoverato in psichiatria, punto. Tant'è vero che noi avevamo periodi dove noi avevamo magari 

nove pazienti, otto pazienti, undici pazienti. Quando eravamo a sedici pazienti eravamo 

strapieni, adesso siamo strapieni quando siamo ventuno. 

 

Excerpt 4.25. Tutto il problema comportamentale finisce in SPDC, infatti io dico sempre alle 

nostre direzioni che il reparto più importante in ospedale è la Psichiatria, [perché] tutti i casi 

problematici finiscono lì, anche in Neurologia uno con un tumore al cervello un po’ confuso 

finisce in Psichiatria, perché loro non possono più tenerlo, su e giù, ecco, perché è patologia 

organica, per cui in effetti i reparti sono anche pieni perché il 70% non sono pazienti appropriati. 

E poi l’aspetto sociale. Per cui non puoi dimetterli, in tutto l’ospedale, non sai dove mandarli, 

non sai cosa fare, non ci sono le famiglie, le famiglie non hanno soldi, e quindi, la popolazione 

è anche anziana che non può permettersi magari, che ne so, 1500 euro al mese una casa di 

riposo, son tutti problemi socio-assistenziali ecco. 

Excerpt 4.26. Paolo: Filtro vuol dire che quando ci arriva un caso e uno non so ha 

un’allucinazione non, non necessariamente [in PS] si aspettano che sia un problema 

assolutamente acuto e assolutamente psichiatrico, e che faccianooo tutti gli esami che noi 

chiediamo sempre per ogni consulenza che venga fatta prima, perché ci vuole un’ora e mezza 

per farlo, se io scendo e non ho elementi cosa faccio? Ci sono anche dei motivi fisici per cui le 

persone possono avere delle sintomatologie, per cui io come faccio a escludere che per esempio 

una donna che abbia un cancro, non posso dire niente ai colleghi perché non so cos’è successo, 

però l’han presa con tutta una serie di magagne mediche ecco, quindi boh, sì, ci aspettiamo 

filtro e noi stessi dobbiamo garantirlo. 

 

Intervistatrice: Mh. Anche da parte degli infermieri, no, questa è una cosa che mi pare 

venga chiesta a voi di... 

 

Paolo: Allora, loro vogliono il paziente biondo, alto, con gli occhi azzurri, che sia solo psicotico, 

che sia gentile, che sia simpatico e che abbia un buon carattere. /E che vada via al momento 

giusto/ [sorridendo], che assuma tutti i farmaci, loro sì, non vogliono tanto secondo me rotture 

di co-, di coglioni, ecco. 

 

Excerpt 4.27. Alice: Sta tornando un po’ in auge il pensiero che la psichiatria debba occuparsi 

di un controllo sociale. […] Richiesta continua, devono fare uno sfrattooo /bisogna che ci sia la 

psichiatria/ [ridendo], c'è una paziente che tiraaa le pietre ai bambini e dobbiamo andare noi, 

mah! C’è un paziente, no un paziente, una persona! Perché magari non sono manco seguiti, 

quindi una persona che commette dei reati, lo portano in Pronto e me lo portano in psichiatria! 

[…] Oppure non so, scrive la procura perchééé, che ne so, tutto ciò che succede, c'è un barbone 

che dorme davanti al Comune. Come se noiii potessimo risolvere tutti i problemiii, riportare 

l'ordine pubblico. 

 

Excerpt 4.28. [Durante la riunione settimanale] Giorgio dice che il medico del 118 sabato 

pomeriggio ha chiesto a lui (che era di guardia al pomeriggio in SPDC) di aprire un ricovero in 

TSO, presentandogli la richiesta da convalidare non argomentata e giustificata solo dalla 

pericolosità. Giorgio la rigetta chiedendo al medico di fare una nuova richiesta fondata sui tre 

motivi di TSO previsti per legge, se questi sussistono (così non è, e la richiesta non arriva, il 

TSO non viene fatto). Domenica mattina, dopo la notte in osservazione, Giorgio dimette l’uomo 

avvisando i Carabinieri poiché l’uomo nella notte ha minacciato di voler ammazzare compagna 
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e figlio. Domenica sera stessa la compagna chiama le forze dell’ordine perché aggredita e 

minacciata; l’intervento delle forze dell’ordine è violento, atterrano l’uomo in cortile e gli tirano 

un pugno sul naso per romperglielo per farlo calmare. Viene chiamato quindi il 118 per portare 

l’uomo in DEA per il naso, e una volta ricevuto lì il DEA chiama di nuovo l’SPDC per 

mandarglielo per la notte! Anche domenica notte è di guardia Davide, che quindi riceve la 

telefonata del DEA e per telefono sclera, rifiutando categoricamente di accoglierlo. Dopo 

mezz’ora viene richiamato dal DEA che lo avvisa che l’uomo è stato arrestato e portato in 

carcere: l’uomo aveva molto poco di psichiatrico e molto invece di delinquenziale, cioè un 

foglio di via da Caserta per atteggiamenti violenti e stalking ai danni della ex moglie. Emerge 

molto bene da tutto questo discorso la tendenza a psichiatrizzare e a riversare sull’SPDC anche 

casi come questo, sul versante della criminalità e non apparentemente della malattia. 

Excerpt 4.29. Gaia: Con i medici secondo me nel nostro reparto, non è che ci sia un grandissimo 

rapporto, ecco, forse abbiamo un rapporto piùùù, più di collaborazione, di confidenza, di, non 

dico di amicizia ma di complicità forse più con i medici del territorio che non con i nostri medici 

del reparto. […] Quando c’è di turno un medico del territorio si ferma veramente tanto, tante 

ore in reparto CON NOI, non nello studio medici. E quindi si crea una collaborazione più stretta, 

perché è ovvio, magari ti fai tutta una domenica pomeriggio qui dentro, con i tuoi colleghi e il 

medico, quindi sono quattro persone che stanno lavorando in continuazione insieme. 

 

Excerpt 4.30. Giorgio: Forse potremmo riassumerla in una discrepanza di valutazioneee della 

necessità di ricovero o meno, ecco. Per chi è abituato magari a vivereee l’urgenzaaa, la 

dimensioneee dell’emergenza/urgenza ha una connotazione diversa da chi invece lavora sul 

territorio ha una prospettiva diversa, ecco. Potrebbe essere questo, e vicendevolmente è 

possibile che ci siano critiche rispetto alla scelta o meno reciproca di tenere ooo dimettere 

qualcuno, ecco, forse sono queste le cose, proprio per unaaa prospettiva diversa. 

Excerpt 4.31. Arturo: Il reparto è un reparto per acuti, i pazienti quando arrivano sono, sono in 

fase di acuzie, quindiii è anche difficile relazionarsi con loro e generalmente sono tutte relazioni 

mmmh moltissimo simmetriche, basate anche sul ricatto insomma […] è un continuo 

mercanteggiare, trattare insomma, no? Mmh, essendo un reparto dove fondamentalmente c’è 

che gente che, psicotici, non han coscienza di malattia o sono in fase bipolare insomma, il 

dialogo è molto difficile e quindiii, e poi è molto limitato nel tempo, appena cominciano a stare 

meglio, no, vengono dimessi, un po’ anche appunto per la carenza di posti letto limitata e tutto 

quindi, ehmm, invece sul territorio ehmm vedi i pazienti anche quando stanno meglio, non in 

fase di acuzie, puoi seguirli di più anche nel loro ambiente di vita, acquisisci molti più 

strumentiii sia per comprenderli e sia per attuare degli interventi, poi il lavoro è anche un lavoro 

di rete, mmh, quindi coi servizi sociali, anziché medici di base, insomma ehm, è un pochino più 

gratificante [che lavorare in reparto].  

 

Excerpt 4.32. Giorgio non se la sente di mandarla a casa in queste condizioni, fisicamente 

debilitata, per cui chiama l’SPDC che però gli dice che non hanno posto (Giorgio molto scettico, 

sembra non credere a questa cosa) e di provare in un altro SPDC. Lui prova quindi controvoglia 

a chiamare l’SPDC di [altra città], ma l’infermiera che risponde gli dice che in quel momento i 

medici non ci sono e quindi non possono dargli una risposta. Ritelefona quindi all’SPDC [Pine 

Ward], capisco che parla con Carmela, la quale accetta il ricovero. […] Torno in CSM con 

Giorgio scherzando con lui sul fatto che in dieci minuti l’SPDC abbia magicamente trovato un 

posto per lei. 
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Excerpt 4.33. Michela telefona a Giorgio per parlare di Aldo, suo paziente. Gli dice “domani 

se riesco con un colpo di mano mando Aldo a [altro SPDC], ma non so se lo prendono, qui 

dobbiamo tenerlo contenuto perché c’è Iris” […] Aldo, dopo altre telefonate, andrà a [altro 

SPDC] alle 14.30, anche se gli operatori sostengono di non averlo mai visto in condizioni così 

pietose e di non escludere che l’SPDC decida di rimandarlo indietro dopo averlo visto (le sue 

condizioni non sono state descritte ai colleghi per telefono). […] Il giorno dopo, prima di uscire 

suona il telefono del reparto: è il medico dell’SPDC [dove dev’essere trasferito Aldo]. Dennis 

passa la telefonata a Sandra, poi va dai colleghi a dire loro, ridendo, di chi si tratta: si aprono le 

scommesse sul fatto che – non aspettandosi di ricevere un paziente così malmesso – l’SPDC 

rimandi Aldo indietro già domani. 

Excerpt 4.34. Tatiana nel corso della mattinata ha ricevuto la visita della sua curante (Tulip 

Centre). Tatiana non vuole fare il depot. La curante ha detto che non è pronta per le dimissioni 

e non hanno posto per accoglierla in CSM, pertanto rimarrà qui in reparto almeno fino a lunedì 

perché, secondo la dottoressa, si sta per scompensare e mandarla a casa sarebbe rischioso. 

Serpeggia tra i presenti lo scontento generale per il prolungarsi del ricovero e perché 

conoscendola non ritengono che sia davvero sul punto di scompensarsi. 

Excerpt 4.35. Nel pomeriggio è atteso un paziente – sempre del Tulip Centre – di nome Pino, 

cui i curanti hanno deciso di fare nella giornata odierna un ASO cui farà seguito il ricovero 

(ancora da capire se in TSV o in TSO). Franco reagisce alla notizia scoppiando a ridere, perché 

Pino è un paziente con doppia diagnosi molto noto, che vive da sempre in condizioni di vita 

precarie. Marzia me lo descriverà più tardi come un “cronicone”, che ha fatto anche il 

manicomio. Tutti i presenti ritengono inappropriata la scelta di procedere con un ASO e con un 

ricovero proprio in un momento come questo, di difficoltà per il reparto, senza un’apparente 

urgenza. Con Pino infatti arriveremo a 14 ricoverati – compresa la minore – di cui ben 10 sono 

pazienti del Tulip Centre. 

 

 

Chapter 5.  

 

Excerpt 5.1. Intervistatrice: Mh, in assenza di una contenzione ambientale come la 

chiusura della porta o meccanica gli strumenti che avete a disposizione mi sembra siano 

il contenimento relazionale, no? E quello mmh-, farmacologico, giusto? 

Paolo: Sì. 

Intervistatrice: Che però mi sembra funzioni, quello farmacologico, in due accezioni, no, 

se ho capito bene: uno è al bisogno, l'intervento al bisogno, e uno è la parte della, della 

terapia più sedativa diciamo, più regolare, continuativa, non so se... È un’interpretazione 

corretta? 

Paolo: Allora è un’interpretazione che ha più sfumature magari […] Per esempio il ragazzo che 

si è agitato adesso noi gli abbiamo dato una terapia al bisogno per contenere questo 

momentaneo agitooo di aggressività verbale, piuttosto che di agitazione, eee però possiamo 

anche modificare la terapia, e quindi in questo caso per esempio gli ho cambiato terapia e gli 
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ho dato al bisogno sia una terapia che ha un, un effetto un po’ più curativo nel corso dei giorni, 

che una terapia sedativa, per esempio. 

Intervistatrice: Ok. Quindi la distinzione nella terapia tra una parte curativa e una 

sedativa ha un senso? 

Paolo: Allora, non sempre, nel senso che entrambe, cioè spesso entrambi i ca-, entrambe le cose 

[…] Spesso le diamo entrambe. […] Ha una doppia funzione. 

Intervistatrice: Alla ragazza date l'En, ha uno scopo anche curativo nel senso di ridurre 

la, ridurle l'angoscia? 

Paolo: Allora, questo è difficile da, da, da definire. 

Intervistatrice: No, infatti è difficile per me da capire. 

Paolo: No, ma anche per me probabilmente, non mi sono posto tanto i problemi, cioè noi diamo 

tutto, sia dei farmaci sedativi che dei farmaci che si dicono che sono incisivi cioè spengono, 

mmh, le componenti strutturali dei deliri per esempio, delle allucinazioni. 

Intervistatrice: Mh. Antipsicotici? 

Paolo: Sì, però anche quelli sedativi spesso sono antipsicotici. Cioè ci sono degli antipsicotici 

che ti, ti fanno un sonno della madonna per capirci, e però anche facilitano a quel punto il sonno 

e quindi uno ripristina un ciclo di normalità sonno-veglia, e dei farmaci che semplicemente tipo 

ti, ti piallano lì mmh dei pensieri debordanti, delle allucinazioni. E noi li usiamo entrambi. 

Intervistatrice: […] Quindi nel momento in cui ad esempio l’infermiere vi chiede di 

aumentare la parte sedativa, ci sono dei farmaci /deputati/. 

Paolo: /Particolari/, sì, che fanno solo quella parte lì, la promazina, il Talofen, o l’Entumin 

quandooo non basta più la promazina. […] invece l’aloperidolo è quello che, è un deliriolitico 

si dice, e quindi ha un’azione nel corso dei giorni di spengere le allucinazioni, potenzialmente, 

[oltre a sedare]. 

Excerpt 5.2. Dopo qualche minuto arriva Michela, che vedendo le doppie porte chiuse teme il 

peggio. Ho la chiave a portata di mano, e mentre apro le dico che si tratta di una precauzione 

per la signora Rossi. 

Excerpt 5.3. Patrizia: Chi dice che dobbiamo chiudere le porte non è mai venuto a lavorare 

trovando il vetro della porta con il nastro [cioè rotto], sentendo la pelle d’oca che sale come si 

stesse per entrare nella fossa dei leoni. 

Excerpt 5.4. Elettra: Io vengo a lavorare in ospedale, non vado a lavorare in Vietnam! 

Excerpt 5.5. Cristian: Con i medici il rapporto rispetto ad altriii reparti è meno stretto secondo 

me. Anzi, questo forse è l’aspetto che trovo un po’ più lacunoso. Ma c’è anche una spiegazione, 

perché in una cardiochirurgia, forse l'avevo anche già detto a te, si lavora proprio a stretto con-

, si lavora insieme, ecco, proprio si condivide proprio l’attività, le medicazioni, mmh, magari 

l’urgenza, per cui si lavora proprio fianco a fianco, gomito a gomito, eee c’è questa complicità 

che si inne-, che si crea giorno per giorno, nelle medicazioni, in tutte queste manovre dove 

l’infermiere è con il medico, per cui c’è probabilmente più collaborazione, più interazione. Qua 

inveceee è più, il medico è abituato a fare il suo lavoro che è diagnosi eee, terapia e prognosi, 

e noi a fare la somministrazione di farmaci, a gestire laaa, la vita del reparto. E momenti proprio 
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di interazione sono minori, per cui all’inizio era un aspetto che mi è, mi ha un po’ sorpreso, e 

che secondo me rimane comunque un aspetto che si può migliorare. 

Excerpt 5.6. Gaia: Con i medici secondo me nel nostro reparto non è che ci sia un grandissimo 

rapporto, ecco, forse abbiamo un rapporto piùùù, più di collaborazione, di confidenza, di, non 

dico di amicizia ma di complicità forse più con i medici del territorio che non con i nostri medici 

del reparto. […] Quando c’è di turno un medico del territorio si ferma veramente tanto, tante 

ore in reparto CON NOI, non nello studio medici. 

Excerpt 5.7. Sandra: Loro [gli infermieri] ci dicono comeee va il paziente, nel senso come si 

comporta, se è un comportamento più adeguato, mmh, se nel, quando loro somministrano la 

terapia il paziente la accetta regolarmente e con tranquillità, se ha un buon comportamento, un 

atteggiamento nei confronti di loro, del reparto, degli altri pazienti eccetera, e quindi perché è 

ovvio che loro stando più a contatto quotidianamente magari notano le piccole sfumature che, 

che possono esserci a volteee in determinati momenti della giornata. 

Excerpt 5.8. Gino: Diciamo che, la contenzione... poi viene firmata dal medico. In un momento 

di necessità se il medico non è presente in reparto noi [infermieri] possiamo attuarla, mmh, cioè, 

sono le due di notte e il medico non c’è, o sono le otto di sera, il medico non c’è, questo va in 

crisi, se noi riteniamo giusto possiamo contenzionare il paziente, dopodiché, finito l’atto si 

avvisa subito il medico e tutto, però si può fare così. La scontenzione normalmente anche lì è 

decisa, mmh, in accordo medici-infermieri, no? Stamattina è capitato con Aldo che io arrivo a 

lavorare e Ernesto mi dice: “guarda, è più tranquillo, io lo sconterrei”, dico: “sì sì, benissimo” 

eee la dottoressa Sandra era appena arrivata in rep-, in reparto, era qui nel suo studio che faceva 

delle cose, io gli ho telefonato, così, telefonicamente le ho detto: “guardi dottoressa, noi 

pensavamo di scontenereee Aldo perché lo vediam più tranquillo”, lei mi ha detto: “sì sì, va 

bene, fate pure”, poi lei è arrivata dopo, ha, formalizza la questione, però in questo c’è un 

rapporto diciamo di fiducia tra i due membri dell’équipe, no? […] Sovente capita, “secondo 

noi”, anche perché poi, è vero i medici loro li veeedono, loro poi vengono, lo valutano in QUEL 

momento, no? Perché quando noi diciamo, non so, “ci sarebbe da scontenere”, loro vengono e 

lo valutano, siamo noi che diciamo: “venite a valutareee Tizio che”. E dico però poi chi lo vede, 

siamo noi che lo vediamo 24 ore su 24, perché ce, ce l’abbiamo sempre lì, quindi anche se, non 

so, magari il paziente dice: “maaa”, durante la visita no, ti faccio un esempio, “ah, no no, 

dottore”, perché lui si presenta bene, però se poi noi durante l’arco della giornata lo vediamo 

agitato tutta, tutta la giornata, qui i medici ci prendono in considerazione, dicono: “no, non, non 

lo sconteniamo” e bon. 

Excerpt 5.9. Sonia: Questo Centro di Salute Mentale gravita su un’area che è quella dell’ex 

manicomio quindi per il paziente è vissuto come: “non vengo al Peaceful Park perché è un 

postooo, perché lì ci vanno quelli del manicomio, perché lì c’era il manicomio eccetera, 

preferisco andare in ospedale perché è socialmente più accettabile essere ricoverato in ospedale 

senza dire dove”. 

Excerpt 5.10. [Cecilia] mi racconta di una di queste strutture, la Casa del Direttore, 

soffermandosi sul nome: la “casa del direttore” altro non era che la struttura dove risiedeva il 

direttore dell’ex ospedale psichiatrico, appena fuori dalle mura dello stesso. Quando i primi 

reparti hanno cominciato a chiudere negli anni ’90, il cambiamento fu tale per quelle persone 

che avevano passato la loro vita in manicomio che finirono per trasferirsi in quella struttura 

assieme ad alcune operatrici, letteralmente appena fuori dal cancello dell’OP. La struttura 
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residenziale odierna mantiene quel nome a memoria di ciò che fu, elemento che Cecilia 

sottolinea e a cui attribuisce grande importanza. 

Excerpt 5.11. Chiara: Se c’è bisogno di meno stimoli, perché una persona in una fase franca, 

florida, psicotica, forse qui c’è troppo viavai, ci sono falsi riconoscimenti, mentre lì il clima è 

un po’ più protetto, sì. […] Anche in un episodio maniacale può essere utile, legato proprio a, 

alla routine che c’è, agli spazi che sono molto ordinati, e a volte vengono vissuti anche più 

facilmente rispetto al CSM, all’inizio. È più ospedale. 

Excerpt 5.12. Alle 10 Pietro risulta sveglio ma ancora a letto. Rosa telefona al 112 per richiedere 

le forze dell’ordine per la somministrazione della terapia, ma dopo aver riattaccato ci riferisce 

di essere stata presa a male parole: le hanno risposto che loro hanno cose più importanti da fare 

e che in SPDC hanno sufficienti medici e infermieri per intervenire anche senza il loro 

intervento. […] Marzia telefona al posto di polizia interno, l’agente le risponde che verrà e che 

se dovesse avere bisogno contatterà lui le forze dell’ordine esterne. Mi sembra un’offerta 

decisamente generosa. L’agente arriva dopo pochi minuti, vanno tutti (compresa Luana) 

insieme a lui in camera di Pietro, io osservo la situazione dall’uscio della stanza. Gli prendono 

la pressione e gli altri parametri senza che lui faccia storie, poi si fa fare la terapia intramuscolo 

(1 fiala di En, 1 fiala di Talofen, 1 acuphase e il depot di Clopixol). Torniamo verso lo studio 

medici. L’agente resta un po’ in corridoio a parlare con noi, in particolare con me e Marzia, che 

lui conosce bene. Si discute di chi debba intervenire in situazioni come questa, Marzia specifica 

che loro sono solo sanitari, l’agente le dà ragione ma le dice anche che loro da indicazioni non 

sarebbero tenuti ad intervenire se non a evento avvenuto (ad esempio un’aggressione) e che 

quindi lo fanno quasi a titolo di favore personale, perché conoscono il reparto e le situazioni 

che ci sono. Specifica poi che non ci si può aspettare altrettanto dalle forze dell’ordine esterne 

che non conoscono/comprendono la realtà del reparto. […] Sono quasi le 14, cioè ora della 

terapia pomeridiana. Elettra prova a telefonare al posto di polizia interno per chiede che l’agente 

venga per la terapia, ma non risponde nessuno. Luana chiama quindi le forze dell’ordine esterne 

(112) spiegando che gli agenti dell’ospedale non sono disponibili. Dopo circa un quarto d’ora 

arrivano due Carabinieri. Pietro è in sala TV. Gli si avvicina Lorenzo dicendogli che dovrebbe 

fare En e Talofen, Pietro risponde: “faccio quelli ma non l’aripiprazolo” (cioè l’Abilify). 

Lorenzo lo rassicura. Si dirige verso la propria stanza, seguito da Lorenzo (che ha già in mano 

il contenitore con le iniezioni pronte, cotone, guanti), dagli agenti, da me. L’uomo si sdraia sul 

letto e si fa fare le iniezioni senza battere ciglio. Torniamo verso lo studio medici. I Carabinieri, 

entrambi giovani, hanno un’aria perplessa, come se non comprendessero il senso della loro 

presenza per un paziente in questo momento così docile. Uno dei due dice agli infermieri con 

gentilezza che loro non possono intervenire per una semplice somministrazione di terapia, che 

non sono autorizzati a mettere le mani addosso alle persone all’interno dell’ospedale, e […] che 

possono intervenire solo all’esterno, per portare in ospedale la persona per cui è partito il TSO 

o che si è allontanata dal reparto mentre era in regime di TSO, oppure se qualcuno in reparto 

spacca qualcosa o fa male a qualcuno. […] Elettra: “ieri un carabiniere [venuto per la 

somministrazione della terapia a Pietro] mi ha detto che noi siamo autorizzati anche a mettere 

le mani addosso ai pazienti, e che loro vengono solo per farci un favore”. Franco: “quando 

lavoravo in Alto Friuli c’era un ottimo rapporto tra CSM e forze dell’ordine, quando c’era da 

fare un TSO si sapeva bene chi doveva intervenire se ad esempio c’era da immobilizzare un 

paziente, oggi nessuno vuole più alzare le mani e intervenire”. 

Excerpt 5.13. Clarissa racconta dell’intervento di ieri sera dei carabinieri, che a quanto dice 

hanno utilizzato la propria fisicità per indurre Santiago a prendere la terapia al bisogno. Dopo 
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esserci riusciti però hanno espresso rimostranze alle operatrici dicendo loro che in casi come 

quello dovrebbero chiamare la guardia medica o l’autoambulanza, poiché loro sono ufficiali 

giudiziari e sono a disagio ad intervenire per fare assumere una terapia a un paziente. Dice che 

loro hanno ribattuto sostenendo che essendo Santiago in TSO la richiesta di intervento alle 

FFOO era legittima. 

Excerpt 5.14. [Paolo] mi racconta poi cosa succedeva durante i suoi [di Santiago] tentativi di 

allontanamento: innanzitutto veniva inseguito dagli operatori che cercavano di convincerlo a 

rientrare, in contemporanea se era uscito dal perimetro dell’ospedale venivano chiamate 

l’ambulanza e le forze dell’ordine. Secondo Paolo non sarebbe stato eticamente corretto 

atterrare Santiago per impedirne l’allontanamento o per riportarlo in reparto, soprattutto in 

considerazione del fatto che dopo l’atterramento non avevano nessuna terapia da praticargli che 

fosse efficace. Il CSM [Violet Centre] in tali occasioni ha rifiutato di inviare operatori propri 

per Santiago, attribuendo la responsabilità degli allontanamenti al reparto e intimando 

telefonicamente a Paolo (nella persona di Claudio) come comportarsi, cioè atterrandolo. Tale 

comportamento poco corretto ed educato mi pare esser stato piuttosto patito da Paolo, che l’ha 

vissuta come un attacco al proprio operato e come una forma di ingerenza. 

Excerpt 5.15. Paolo: Lui [Santiago] è scappato varie volte e gli siamo sempre venuti dietro, 

però non è che se uno dà il farmaco poi non investe sulla, sullaaa relazionalità, del dare il 

farmaco e dello stare con le persone nel tempo che ci è concesso, cioè con Santiagooo si rideva 

e si scherzava, si portava a prendere il caffè anche in condizioni paradossali nel senso, no? […] 

Una volta l’ho rincorso, cioè l’ho rincorso, gli son venuto dietro insieme a non mi ricordo chi, 

e mentre si stava allontanando gli ho detto: “vuoi prendere il caffè?”, gliela metti su e nessuno 

si sarebbe aspettato che dicesse di sì, mi ha detto di sì, ok, e siamo entrati, poi dopo ci è arrivata 

l’ambulanza e lui ha accettato di salire. 

Excerpt 5.16. Giorgio: È capitato di un ragazzo che a un certo punto, recentemente, non 

rientrava per il depot, siamo arrivati a, alle strette e abbiamo dovuto chiamare i Carabinieri ma 

non tanto perché si, perché la presenza delle forze dell’ordine quando il, non si hanno piùùù 

altri strumenti, dà corpo... È una cosa simbolica. 

Excerpt 5.17. Cesare: Le forze dell’ordine più che altro servono un pochino come deterrente, 

per la divisa, se qualcuno, più che altro se si accendono un po’ i toni, un pochino riusciamo a 

contenereee, quando si alzano i toni appunto devi stemperare, tranquillizzarlo e tutto, de-

escalation e tutto. Se vediamo che però appunto, la situazione continua a salire mmh si 

chiamano le forze dell’ordine e molte volte solo l’effetto della, della divisa, anzi, praticamente 

quasi sempre, a vedereee i carabinieri appunto, semplicemente vedere la divisa fa, fa un effetto. 

Excerpt 5.18. Claudio [psichiatria] sostiene che la necessità di intervenire come domenica (di 

forza, ndr) fa parte del loro lavoro e può capitare. I termini con i quali ci si riferisce 

all’intervento sono quelli di “contenimento” (riferendosi al fatto di fare muro per ostacolare 

l’allontanamento di un paziente) e di “contenimento fisico” (riferendosi al bloccare fisicamente 

la persona trattenendola o, come domenica, atterrandola). Claudio sottolinea poi che la prima 

figura da chiamare in caso di bisogno è la figura sanitaria (enfatizza questa parola), cioè il 

medico reperibile, e che le forze dell’ordine sono solo figure di supporto. 

Excerpt 5.19. Sonia: Noi in genere appunto diciamo che ricorrere alle forze dell’ordine 

dev’essere proprio l’estrema ratio, è stato fatto delle notti ma insomma di notte ci può anche, ci 

può anche stare perché è un momento di rischio, ci son solo due operatori per servi-, per turno, 
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sì ci possono essere delle condizioni in cui anche a tutela delle altre persone ospiti va bene, si 

può anche decidere che ha senso farlo, altre volteee... sembra un po’ ecco una nostra mancanza, 

sembra un po’ voler delegareee a una divisa un compito che invece forse con la relazione col 

paziente, con, metterci un po’ di tempo di più eccetera forse ce la puoi fare anche a risolverla 

senza l’intervento. […] Questa è una cosa che ogni tanto mi mette in crisi rispetto a delle istanze 

che vengono fuori dall’équipe, come se noi dovessimo solo lavorare in quelle situazioni critiche 

ma non troppo, non so come dire, sì fino a questo punto poi no. Io credo che ogni tanto, e 

siccome non è la norma, ogni tanto ci sta anche un po’ l’oltre, non è sempre, è occasionalmente, 

ma insomma possiamo anche essere chiamati a fare delle cose che non sono proprio bellissime, 

che non ci piacciono, che limitiamo e cerchiamo di limitare a pochi e rari casi ma... può capitare. 

Excerpt 5.20. La visita più lunga e interessante è quella con Silvio, che troviamo come al solito 

steso sul proprio letto. Si mette a sedere e dice tra le prime cose di non voler andare in comunità 

(la casa di cura S. Donato), ma che loro lo costringeranno ad andare: “la vedo come 

un’imposizione e quindi automaticamente mi viene da ostacolarla, da fare guerra aperta”. 

Vincenzo gli dice che non si tratta di un’imposizione, “imposizione è una parola grossa”, ma 

alternative non ce ne sono, è già andato a casa una volta, dopo l’ultimo ricovero del mese scorso, 

e infatti dopo tre settimane è stato ricoverato nuovamente, quindi la sua soluzione non funziona. 

Silvio continua a ribattere dicendo che lui non è libero di scegliere, che la dottoressa gli aveva 

parlato della comunità come di una proposta, ma una proposta si può accettare o rifiutare, lui 

invece non ha scelta. Vincenzo osserva che forse “proposta” non è la parola giusta, suggerisce 

“offerta”, ma anche quella si può rifiutare, propende infine per “programma”, che può essere 

discusso tra persone competenti, e il paziente non ha le competenze per farlo. Silvio dice che si 

tratta di effettuare una scelta di vita al posto suo, di privarlo della libertà. Vincenzo ribatte che 

la libertà è un concetto che prevede il bianco o il nero, mentre in psichiatria esistono delle aree 

grigie, dovute al fatto che la malattia inficia le capacità della persona di scegliere liberamente, 

quindi è necessario affidarsi ai medici. 

Excerpt 5.21. Davide: Il rapporto è per forza asimmetrico, poi lo puoi rendere ovviamente civile 

/o incivile/ [ridendo] cioè, “lei ha questo, faccia questo e zitto perché lo dico io!”, “ma scusi, 

volevo chiedere-”, “non mi chieda niente, non do spiegazioni”, questo è incivile, ok, ma il fatto 

che io sappia e tu no, perché tu stai male e io son quello che deve curarti, questo è nei patti. 

Come puoi modificare questa cosa? È impossibile, non ha senso, fatica sprecata. […] Oppure 

vai da un amico, perché non vai da un amico? Quello è simmetrico, un amico stai sullo stesso 

piano, ne sa quanto te, magari un po’ di più ma ne sa quanto te, è simmetrico, ok, per forza. Ma 

se il rapporto è asimmetrico e quello viene da te... è inevitabile che nel momento della difficoltà 

TU devi essere che lo guidi. Anche dicendogli: “vai qua”, “non ci voglio andare”, “devi andare 

qua”. Per forza. 

Excerpt 5.22. Irene: A me è capitato di fare il TSO a miei pazienti e nel momento in cui hanno 

recuperato un minimo di consapevolezza rispetto al fatto che quando sono stati ricoverati non 

si poteva fare diversamente, il rapporto non è stato minato, io continuo a seguire pazienti che 

ho ricoverato in TSO. Quindiii dipende anche dal tipo di relazione che hai prima […] se c’è un 

rapporto precedente e c’è una fase di scompenso per cui, mmh, tu appunto in quel momento 

devi fare quel tipo di ricovero, mmh, poi il rapporto si può recuperare, non ho avuto grosse 

difficoltà. Se il paziente capisce che tu in quel momento non potevi fare diversamente-, sì, nel 

mentre te ne può dire di ogni, ovvio che, però dopo no, se c’è una buona relazioneee, io credo 

che la relazione nel nostro lavoro sia tutto, tutto. 
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Excerpt 5.23. Chiara: Di solito succede anche che la persona capisce, che comunque magari 

non sa dare un nome a quello che è successo, non, non ci riesce ad accettare la proposta del 

nome che viene dato, però noi eravamo lì [per lei]. 

Excerpt 5.24. Davide: È come tagliare un braccio, è la stessa cosa. Perché io posso, la difficoltà 

di tagliare un braccio, no, se io lo taglio al momento giusto tu non mi rimprovererai mai, è 

difficile per il medico, è questo, il peso del lavoro medico è proprio questo, e purtroppo èèè, è 

quello che è inevitabile, il peso del lavoro medico è capire e sopportare, ok, tutte le tensioni che 

tu hai nel prendere, cioè, nell’arrivare ad avere la consapevolezza di quando devi prendere una 

decisione. E quella è una cosa che, sei solo in questo, il medico è solo. […] Nel momento in cui 

tu portando tutto prendi delle decisioni è difficile che se l'altro, l’altro lo capisce, l’altro capisce 

che tu l’hai fatto con tutta la fatica e tutta la profondità di quello che serve, è difficile che ti 

rimproveri. 

Excerpt 5.25. Gaia: A volte anche solo un calo dell’eccitazione eh, perché ci sono ad esempio, 

ho dimenticato di dire, alcuni pazienti con un’insonnia persistente, a cui non, anche se dai dei 

farmaci, delle benzodiazepine o altro, non fanno effetto perché c’è un’irrequietezza, mmh, 

un’irrequietezza motoria, quindi anche se prendi illl, l’ansiolitico, l’ipnoinducente, 

l’irrequietezza motoria ti impedisce di prendere sonno e di dormire. In quei casi lì può succede 

che ci sia la prescrizione di una contenzione, appena appena per il tempo che il paziente riesca 

ad addormentarsi, e in questo caso il paziente te ne è quasi grato perché tu lo blocchi, riesce ad 

addormentarsi, dopodiché il medico prescrive la scontenzione, il paziente riposa tutta la notte 

eh? 

Excerpt 5.26. Vincenzo: l’uso terapeutico se, mmh, può valere nei casi in cuiii in soggetti 

anziani, che hanno patologie per le quali troppi farmaci, o farmaci mmh sedativi, possono essere 

poi mmh di danno, possono dare degli effetti collaterali sullo stato di coscienza, sullo stato, 

soprattutto su alterazioniii a livello cardiaco o a livello respiratorio, per cui la contenzione in 

questo caso evita l'utilizzo di farmaci che possono poi compromettere per esempio la situazione 

[…] In questo senso ha anche un valore terapeutico. 

Excerpt 5.27. Nadia: Tempo fa la dottoressa che era la nostra ultima primaria, primaria come 

si chiamava una volta, lo chiamava l'abbraccio terapeutico, no? [Sorride] Cioèèè è quello che 

facciamo anche con la ragazzina [Giulia], no? Cioè proprio ti abbraccio. Nel senso che se ti 

vuoi allontanare, se sei in crisi che hai un momento così se non, se non sento che mi metto in 

qualche modo a rischio ti abbraccio, e le persone qualche volta si sciolgono in questo abbraccio, 

no? Il contatto proprio fisico, in altre situazioni il contatto fisico è l'ultima cosa che devi usare 

invece, no? È un po’ questo, no? Cioè riuscire a capire nel momento giusto, difficilissimo. 

Excerpt 5.28. Dalila mi racconta più nel dettaglio la crisi di Santiago di ieri mattina. Santiago 

ha tirato un calcio a Dalila, Gianluca è intervenuto afferrando il ragazzo come in un abbraccio 

atterrandolo, mentre i colleghi gli praticano la terapia al bisogno intramuscolo, il tutto alla 

presenza del medico. 

Excerpt 5.29. Per questo ricovero è stato necessario invocare lo stato di necessità e adottare 

“l’abbraccio terapeutico”, sedando il ragazzo tramite iniezione. 

Excerpt 5.30. Sara: Ci sono anche certi pazienti che chiedono proprio di essere fermati, di essere 

contenuti, perché mh probabilmente mmh quello stop lì riesce a fermarli ancheee con la testa. 
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Excerpt 5.31. Cristian: Che poi è una parola che secondo me non, non è corretta “contenzione”. 

Perché, la con-, io userei la distinzione tra “protezione” e “contenzione”. Perché tante volte la 

contenzione, cioè quello che viene percepita come contenzione, ad esempio solo le sbarre del 

letto possono essere considerate contenzione, però allo stesso modo le sbarre del letto, in certi 

casi le considero protezione, come un bambino, allora un bambino nella culla cos’è, contenuto? 

Eppure ha le sbarre, ha le sponde tirate su. Allora la mamma è una detentrice, sequestratrice di 

figli? No, è una che lo mette in sicurezza. 

Excerpt 5.32. Nadia: Secondo meee [la terapia] in certe situazioni sì, è una forma di 

contenzione. È una forma di contenzione sì cosiddetta chimica, farmacologica, chiamala come 

vuoi chiamarla […] secondo me esiste la contenzione chimica però io la userei comeee... cioè, 

la definisco contenzione chimica nel momento in cui diventa uno strumento di controllo, nel 

momento in cui diventa uno strumento per cui mmmh, [se invece] insieme sappiamo che dopo 

starai meglio e potremo discutere di cos’è successo io non la vivo come contenzione. 

Intervistatrice: Perché c’è anche un senso? 

Nadia: Non solo perché c’è anche un senso, perché c’è un passare attraverso qualcosa per cui 

non finisce lì, cioè io non sono un distributore delle macchinettee dei tramezzini, no? E quindi 

ugualmente dei farmaci, cioè ti propongo una terapia perché così dopo riusciamo a capire che 

cosa è successo, cioè c’è un percorso. Per cui la crisi non inizia e finisce lì, siccome ti do la 

terapia stai meglio, basta, non ho più problemi e posso continuare il mio lavoro. E quindi io la 

vivo come contenzione e la definisco contenzione nel momento in cui io voglio in qualche 

modo controllare un sintomo. Io non voglio controllare un sintomo, voglio mmh sempre tra 

virgolette controllare un momento difficile del paziente per farlo stare meglio. Cioè non 

controllarlo, non è la parola giusta, voglio in qualche modo mmh... aiutarlo a stare meglio, e se 

non posso senza farmaci gli propongo i farmaci. Ma non perché non voglio la baraonda, perché 

non vogliooo impegnarmi, ma perché in qualche modo voglio aiutarlo. 

Excerpt 5.33. Irene: Terapeutico sì nel senso, ovviamente la contenzione senza farmaco mmh 

a me non è mai capitato di utilizzarla, solitamente accompagna il farmaco e quindi in questo 

senso ha anche una, una valenza terapeutica. 

Excerpt 5.34. Michela: Secondo me proprio le migliori [contenzioni] dal punto di vista etico se 

devi praticare una terapia, per esempio, e loro non si lasciano praticare una terapia, e quindi sì 

sì che gli salti addosso, però non è che tu, magari se la terapia la devi fare tre volte per quattro 

giorni, cioè tutte le volte lo sleghi, lo rileghi, lo sleghi, lo rileghi, diventa una cosa, è una cosa 

sicuramente penosissima. 

Excerpt 5.35. Livia: Mah, terapeutica, io non so, sicuramente ecco, si può mettere come 

coadiuvante, cioè, è una cosa, è un insieme, non, né sempre, perché sia mai, ci son dei casi dove 

forse fa parte anche della, terapia? Cioè, non so se chiamarla proprio terapia, ma sicuramente, 

una persona come lui [Aldo] se tu non lo fermavi, lo sedavi solo, non bastava perché lui, mmh, 

se non lo fermavi diventava pericoloso a livello fisico perché cadeva. […] Secondo me è un, è 

un pacchetto, che a volte necessita anche di questo pezzo, ecco. Chiamiamola terapia, non lo 

so, se forse è più il trattamento, ecco, mi piace più il trattamento, va. 

Excerpt 5.36. Michela: Io non, non la farei quell'affermazione lì perché è rischiosa secondo me, 

è rischiosa, perché se uno comincia a pensare che è terapeutica li legheresti tutti [ride] /certi 

giorni viene da dire "li lego tutti"/ [ridendo]. 
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Excerpt 5.37. Sandra: Non penso che sia una questione terapeutica. Iooo penso che sia, mmh, 

più terapeutico affiancare un operatore al paziente che si trova in difficoltà, che ha paura di fare 

dei gestiii brutti eccetera. 

Excerpt 5.38. Paolo propone di inserire in terapia alla ragazza il litio o il valproato (entrambi 

stabilizzatori dell’umore). Luana risponde che il valproato eviterebbe. Elettra e Marzia, 

evidentemente scettiche, domandano se si tratta di una modifica che ha senso o se viene fatta 

perché non hanno altro. Luana, altrettanto evidentemente infastidita dal loro continuo intervento 

polemico, risponde che c’è evidenza in letteratura che il litio influisce positivamente anche sui 

pensieri suicidari. Paolo aggiunge che comunque “qui [in SPDC] non possiamo fare altro”. 

Excerpt 5.39. Michela: Anche sulle contenzioni i colleghi [infermieri di altri reparti] non sono 

capaci a contenere, per esempio. Se succede una contenzione, non so, è successa una 

contenzione agli infettivi su una ragazza con una TBC che non riuscivano a somministrarle la 

terapia […] lì loro hanno, a parte che hanno fascette di quelle usa e getta, che i pazienti si 

strappano, ma poi proprio non hanno la manualità. 

Intervistatrice: Ah, proprio materialmente. 

Michela: Sì, e quindi li chiamano, perché poi noi abbiamo delle fascette particolari con le viti, 

non è facile, eh? Non è facilissimo. 

Intervistatrice: Eh lo credo, mh, mh. 

Michela: Poi devi avere anche una modalità per, mmh, proprio cioè una prassi proprio, perché 

tu devi prima contenere un braccio, poi, perché altrimenti ti fai anche del male o fai male al 

paziente, per cui mmh ci sono anche proprio delle, delle, delle competenze che sono loro, ecco. 

[…] Perché in tanto reparti non è che non contengano, eh? [Ride] Contengono alla cavolo, così 

[come viene]. […] Contengono, e contengono male. 

Excerpt 5.40. Cesare: Le contenzioni fornite a un reparto [non psichiatrico] sono delle fascette 

che sono molto semplici da rimuoversi, cioè servono più che altro per evitare che magari una 

persona si strappi tutte le cose. Sono diverse, sono, mentre quelle in SPDC hanno proprio un 

magnete, mmh, sono delle fascette quelle che hanno i reparti, praticamente sono le fascette che 

si legano alle sbarre e poi ai polsi hanno un, un modo per, per ruotare il polso e tenerlo, tipo 

una specie di laccetto dell’orologio, hanno una parte morbida interna e poi uno, tipo una 

polsiera. […] Hanno un velcro. Cioè se uno non ha tutte e due le mani contenute se la può 

facilmente togliere, in reparto magari spesso e volentieri contieni anche solo un arto. Perché 

l'anziano magari non ce la fa, cioè, sì che si mette, sì che si mette a trafficare e dopo un po’ ce 

la fa a togliersela, però il tuo scopo non è quello di legarlo, di essere immobilizzato e tutto, lo 

stretto scopo è quello di evitare che si strappi la flebo e si tira via il catetere o si strappi il 

sondino naso-gastrico […] I nostri, il paziente psichiatrico ce la fa benissimo a strapparle 

queste. 

Excerpt 5.41. Livia: Eh, a saper contenere penso che, ma non che ci va chissà cosa, io penso 

che non ci va una preparazione a capire che ci sono i polsi, e le caviglie, cioè non è che mi 

contieni alla spalla, al collo. 

Intervistatrice: E ne hai mai visti? Tu ne hai visti? 
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Livia: [Annuisce]. E quindi, quando tu vedi queste cose, dici: “no, scusa un attimo... abbiate 

pazienza, ma tu non puoi fermare una persona al ginocchio”, cioè, n... poi rischi, davvero si 

fanno male! 

Excerpt 5.42. Gaia: Sovente ci hanno chiamato in altri reparti per contenere, o per un paziente 

agitato, per fare assistenza, un reperibile di noi a fare assistenza in un altro reparto- 

Intervistatrice: Cioè, tenendo il paziente là però andate voi là a contenerlo? 

Gaia: Abbiamo dovuto farlo con le nostre reperibilità anche se noi non eravamo molto d'accordo 

perché dicevamo: “vabbè ma comunque la base ce l'abbiamo tutti come infermieri”, perché 

ripeto, la scuola una volta non era la laurea, era un diploma, ma comunque facevi anche 

psichiatria, dico non è che noi arriviamo, imponiamo le mani e il paziente si calma, o a 

contenere! Non è che a prender la fascetta e chiuderla, tenere un paziente, se poi parli di un 

dialogo, di un approccio... però tante volte si, si, mmh, come si dice, si abusa di questa cosa qua 

eh, “perché loro lavorano lì, son più esperti”, non è vero, allora se io devo mettere un angioset 

chiamo un infermiere del Pronto Soccorso? Cioè, non mi sembra... Però è così. 

Excerpt 5.43. Livia: La persona contenuta dev’essere contenuta correttamente e sicura, perché 

se si fa male da contenuta davvero sono, davvero si può far male. Perché se è troppo stretto 

dice: “eh, l’han contenuto stretto”, no, momento, non è un gioco, non lo facciamo per, perché 

ci divertiamo a veder, ma la persona che è contenuta può davvero fare, farsi del male, perché 

se è troppo lunga si può alzare, può girare il letto, può farne di ogni. 

Excerpt 5.44. Gaia: Contenevamo questo paziente, posizione esatta, cioè quattro di noi, uno per 

arto, mmh, io avevo il mio arto che stavo tenend-, no, io non stavo tenendo, eravamo in tre 

quindi a tenere e io dovevo contenere, cioè io ero quella che doveva fascettare, chiudere. 

Excerpt 5.45. Simona: La contenzione dev'esser fatta bene, dev’esser fatta mmh, cioè, non 

troppo larga perché comunque il paziente potrebbe cercare di buttarsi giù dal letto, lussarsi una 

spalla, torcersi una gamba... […] poi bisogna farla in una maniera secondo me scientifica, cioè 

farla un po’ più corta, badare che non sia né troppo largo né troppo stretto, perché se è troppo 

largo si libera, se è troppo stretto l’indomani ha gli ar-, i piedi e le mani gonfie, quindi già lì 

non va bene, quindi quello sicuramente, e mmh una cosa che guardiamo moltissimo. […] Mi 

ricordo anni fa ero andata a un corso, c’erano dei miei colleghi che dicevano: “io quando 

contengo qualcuno ci sto male, mmh, soffro”, io personalmente non soffro, anche perché non è 

una contenzione smemorata, è una contenzione controllata, abbiamo un protocollo. 

Excerpt 5.46. Cinzia spiega che per immobilizzare qualcuno è necessario immaginare il suo 

corpo diviso in tre parti da bloccare singolarmente: la testa, il torace con le braccia, e le gambe. 

L’ideale sarebbe avere un operatore per ciascuna parte, Nicoletta specifica: “anche quattro se 

uno degli operatori sono io”. 

L’istruttore Nicola mostra una prima tecnica: l’operatore è in piedi di fianco alla barella; stende 

le proprie braccia sul paziente, costringendolo a voltare la testa nella direzione verso la quale 

sta portando le braccia; l’operatore appoggia il proprio corpo sul torace del paziente e afferra la 

struttura della barella dal lato opposto, al fine di impedire al paziente di muovere le braccia, di 

voltare la testa e di mettersi seduto. Segue un giro di prova tra tutti i presenti, durante il quale 

emerge la difficoltà per le operatrici meno prestanti a replicare la mossa. Cinzia si porta quindi 

dietro la testa del signore sdraiato in barella, e mostra come – mentre gli tiene ferma la testa 

con entrambe le mani – utilizzi le dita per tirargli le orecchie, la pelle vicino agli occhi, 
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graffiarlo: “non è bello, ma mentre sono qui e i miei colleghi cercano di immobilizzargli le 

gambe e il resto del corpo, io faccio tutto quello che posso per dargli fastidio”. L’istruttore 

Nicola suggerisce addirittura di mettere una traversa sul viso del paziente al fine di coprirgli la 

visuale e disorientarlo; Cinzia commenta che si tratta di una procedura che rischia di soffocare 

il paziente, ma lui sostiene che sia impossibile soffocare qualcuno con una traversa, e ribadisce 

il consiglio. 

[…] Cristian interviene dicendo che a lui e ai suoi colleghi in psichiatria è stata molto utile 

l’indicazione, data l’anno scorso durante il medesimo corso, di utilizzare traversine e lenzuola 

per immobilizzare le caviglie del paziente, e chiede di poter rivedere la procedura. Si tratta di 

due tecniche distinte. La prima prevede l’utilizzo del lenzuolo che copre il materasso su cui il 

paziente è sdraiato: con un’abile mossa si afferra il lenzuolo dagli angoli, lo si tira verso l’altro 

e si girano i due lembi attorno a ciascuna delle caviglie del paziente, per bloccargliele e 

impedirgli di sollevare le gambe. La seconda tecnica prevede l’utilizzo di una traversa, che deve 

essere fatta passare in un certo modo (diciamo a formare un 8) tra le caviglie del paziente; in 

questo modo si riesce a trattenere le gambe del paziente in posizione distesa (impedendo di 

scalciare e di dare ginocchiate), procurando al tempo stesso dolore nel momento in cui il 

paziente tira, stringendo ancora di più la morsa. Cristian osserva che dall’anno scorso 

quest’ultima tecnica (o comunque l’utilizzo di traverse allo scopo di bloccare un movimento) è 

stata sfruttata in psichiatria in più occasioni, tant’è che lui mette sempre un certo numero di 

traverse sul letto o a portata di mano, e consiglia ai colleghi di fare lo stesso. 

Cristian domanda quindi se esistano degli strumenti utili a bloccare al letto un paziente al fine 

di impedirgli di sollevare le spalle dal materasso. Il problema, specifica, è che legarlo all’altezza 

delle spalle espone al rischio che, muovendosi, la legatura salga arrivando al collo e rischiando 

di strozzarlo. Aggiunge che sarebbe possibile bloccare ciascuna spalla, passando sotto l’ascella, 

lasciando così il collo libero, ma “le traverse sono troppo corte e una volta che vengono fatte 

passare non si riesce a fare il nodo” (il che mi fa pensare che nel tempo abbiano fatto diversi 

esperimenti!). Cinzia lo informa che in Rianimazione hanno richiesto un particolare tipo di 

imbragatura, di un materiale imbottito ma resistente, che permetta di bloccare il paziente 

esattamente nel modo descritto da Cristian; forse il nuovo strumento potrà essere esteso ad altri 

reparti. 

Excerpt 5.47. La contenzione era praticata spesso senza procedure e materiali specifici e sicuri, 

bensì improvvisando. Franco racconta di come per legare al letto utilizzassero il lenzuolo. 

Miriam chiede al collega se con il lenzuolo il paziente non riuscisse facilmente a liberarsi. 

Franco ride dicendo che se sai farlo bene non riescono a slegarsi assolutamente. 

Excerpt 5.48. Santiago: “non devi metterti più dietro di me, che mi rubi il potere”; mi viene in 

mente che l’aveva detto anche a me pochi giorni prima durante la passeggiata, qui però si 

riferisce a quando Gianluca lo prende da dietro nell’“abbraccio” per fermarlo. Gianluca: “mi 

metto dietro perché quando lavoravo in psichiatria mi hanno insegnato a fare così: devo fermarti 

senza farti male, se ti prendo da davanti rischi di cadere all’indietro è di sbattere la testa”. 

Excerpt 5.49. Ernesto ci dice che secondo lui non è tanto importante se e quanto si contiene, 

ma come si contiene. Dice che “le donne sono furbe”, e possono eseguire una contenzione 

utilizzando qualche escamotage, per esempio dicendo al paziente che deve fare un ECG e poi, 

mentre è lì sdraiato, apporre le fasce. “Il paziente poi si ricorda”, definisce questo modo di fare 
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come un metodo “dolce”, forse usa il termine “amorevole”, secondo lui preferibile a un metodo 

basato sull’uso della forza. 

Excerpt 5.50. Giorgio: La cosa che si può fare sul territorio è, a differenza dell'SPDC, è di 

scegliere per quanto possibile di farlo nella maniera più indolore possibile, cioè esporre magari 

la persona, molte volte cerchiamo di farlo in un ambiente controllato, se è possibile qui [in 

CSM] […] Abbiamo evitato di fare, di intercettare la persona in un luogo aperto, per evitare di 

esporla l’abbiamo fatto in modo organizzato, in caserma dai Carabinieri. 

Excerpt 5.51. Giorgio: Non c’è stato poi bisogno sostanzialmente di nulla, molte volte non, 

questa dimostrazione congiunta di forza è sufficiente, e anche in quel caso è stataaa dirimente, 

ecco, ha evitato propriooo, c’è stata una formale opposizione che poi si è dissolta quando 

ancheee il maresciallo è intervenuto insieme a me, quindi la persona ha avuto poco margine, ha 

compreso che alla fine c’erano anche le motivazioni, o comunque ha compreso che c'era una 

soverchiante forza e quindi ha scelto probabilmente, in modo difensivo, la strada di un ricovero 

che poteva essereee collaborativo, ecco. Però questo richiede appunto molto lavoro di 

organizzazione, però, ecco, questo è il risultato. 

Excerpt 5.52. Maria: Noi abbiamo ricoverato un ragazzo... un primo ricovero... scompensato al 

massimo, era fuori, aggressiiivo e tutto, e sarà stato contenutooo... abbastanza tempo, ogni volta 

che lo provavamo a, a scontenerlooo, […] poi lui è stato, pensa che era ricoverato in 

rianimazione, perché proprio avevano cercato di sedarlo... E io andavo tutti i giorni su a 

trattarlo. E quindi magari gli scontenevo una gamba, quindi gliela massaggiavo, gli mettevo 

della musica con i suoni della natura, musica rilassante, e l'ho fatto per un bel pooo’ e pian 

pianino poi, è stato scontenuto poi è tornato giùùù […] [Poi dopo la mamma] mi ha ringraziato, 

diciamo che questooo, questo approccio è riuscito, ed era l'unica cosa che io riuscivo a, e quindi 

era anche un modo per relazionarmi con lui. Perché lui era sempre, faceva una fatica a accedere, 

era sempre lì sul chi va là, ed era sempre sul, la sua reazione era quella di essere aggressivo, e 

poi pian pianino è riuscito, il contatto fisico lo aiuta molto, fargli proprio solo testa, piedi, mani, 

gambe, perché poi, povero figlio, era legato lì in questo letto, che poi è stata anche una 

situazione un po’ particolare perché comunque, sai, un conto è farlo qua [in SPDC], poi invece 

andavo su [in Terapia Intensiva]. 

Excerpt 5.53. Poco dopo arriva Aldo, che mi domanda se vogliamo finire la partita io e lui. 

Accetto e vado in salotto con lui. Dopo qualche minuto di gioco arriva anche Ernesto 

(probabilmente era in pausa pranzo in cucina) e si mette a giocare con noi. Parlando, dice 

sorridendo ad Aldo: “ti ricordi quando nel reparto vecchio tu eri contenuto da un braccio e con 

l’altra giocavamo a carte?”, poi “io fumavo ancora il cubano e fumavamo tutti e due mentre 

giocavamo, c’era una nebbia in quella camera!”, Aldo annuisce. 

Excerpt 5.54. Giorgio torna in infermeria e, sentendo Aldo che continua a gridare, va da lui e 

mi chiama con sé. Aldo è seduto sul letto, ha il materasso alzato e le fascette abbastanza molli. 

Giorgio porta un bicchiere di camomilla per sé e uno per lui, raccomandandosi di aspettare che 

si raffreddi un poco per berlo e di non berlo tutto in una volta. Aldo ovviamente non ascolta, 

beve un sorso e comincia a tossire, poi cerca di bere molteplici volte mentre Giorgio, in piedi 

accanto a lui, gli allontana il bicchiere ogni volta, ridendo e dicendogli quanto sia testone. 

Scambiano qualche battuta sulle ultime partite di calcio, poi Giorgio si siede accanto al letto e 

gli domanda cos’aveva che non andava la comunità in cui l’avevano mandato. Aldo racconta 

che giravano cocaina e fumo. Lui gli domanda se ne abbia fatto uso, Aldo dice di no, Giorgio 
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lo guarda sollevando le sopracciglia come se non ci credesse e lui si mette a ridere. Ipotizza 

quindi di scontenerlo, ma Aldo scuote la testa e dice che è meglio che rimanga lì. 

Excerpt 5.55. Gino: [Prima di scontenerlo] cerco di stabilire un contratto. 

Intervistatrice: Cioè, ad esempio? 

Gino: Adesso ti dico, cioè vado lì e gli dico: “allora, senti, adesso è l'ora di pranzo”, dico, mmh, 

“adesso io pensavo di slegarti una mano, ti tiro bene su, ti metto il bavaglio, ti porto il, il tavolino 

con il vassoio, così tu riesci a mangiare. Sappi che però dopo... devo rimetterti la fascetta, 

perché, mh, non è ancora il momento adesso di togliertela”. E tocco la mano proprio, no, dico: 

“ma ci diamo la mano, perché un contratto è un contratto”. E allora, e normalmente funziona, 

a meno che il paziente non sia allucinato e lo vedi che tira e sbatte, a ‘sto punto però non gliela 

togli nemmeno, no? Lo imbocchi. Però anche un po’ per renderlo autonomo, farlo alzare, è 

meglio, e fargli anche prendere un po’ coscienza che, sì è legato, ma è considerato, cioè, come 

persona e tutto, non è abbandonato lì a sé stesso, come tutto il resto, non so, mmh, l’igiene... 

Intervistatrice: Ecco lì, non so, qualcuno usa il pappagallo, qualcuno... 

Gino: Certo. Io ad esempio, non più tardi di... sabato notte, o sabato o domenica là, comunque 

queste notti qui, c’era Giuseppe contenzionato […] E, io l’altra sera, lui l’altra sera non riusciva 

a urinare perché dice: “ah, guarda io non riescooo”, mmh, l’ho sentito, aveva un po’ di globo 

vescicale [rigonfiamento addominale dovuto al mancato svuotamento della vescica], nemmeno 

tantissimo, però comunque stare nel letto in quella posizione dà fastidio, allora gli ho dato il 

pappagallo, ho messo la borsa del ghiaccio che però è servita a poco, lui dice: “ah no, iooo non 

riesco a urinare se non metto i piedi giù dal letto”. Allora l’ho scontenzionato, gli ho tolto le 

fascette alle due gambe, e le fascette a un braccio, quindi l’ho lasciato solo, stando sempre lì 

presente eh! 

Intervistatrice: Certo. 

Gino: E lui dice: “ah però, guarda, io qui non riesco, perché ci siete voi e tutto”, allora gli ho 

detto: “senti Giuseppe, però poi le mettiamo”, dico: “io te le tolgo tutte e quattro, ti faccio 

andare in bagno, noi aspettiamo fuori”, c’eravamo io e le colleghe, dico: “noi aspettiamo fuori, 

tu fai pipì, quando hai finito torni, e però io devo poi rimettertele”. Toccato la mano, sì sì, tutto 

è durato cinque minuti, eh, niente di che, comunque lui s’è alzato, ha fatto pipì, poi s’è rimesso 

a letto, ha rimesso le fascette- 

Intervistatrice: Per cui è stato di parola, diciamo. 

Gino: Di parola, si è addormentato. Mmh, viceversa, sarebbe stato: “ah, io non voglio fare 

questo, metto un catetere”. […] Dipende dal paziente, dall’operatore che c'è, dal rapporto che 

hai col paziente, da com'è il paziente in quel momento, mmh, se lo conosci o non lo conosci, 

cioè, io fosse stato un’altra persona, non fosse stato Giuseppe ma un paziente che mi è arrivato 

nelle stesse condizioni di Giuseppe ma a un primo ricovero, io non l’avrei scontenuto. […] [È] 

basato sulla fiducia, sì sì, puramente sulla fiducia. 

Excerpt 5.56. [Martedì pomeriggio] Ernesto gli dice che allora lo scontengono per merenda, 

ma poi per le 6 torna lì, “se va tutto bene per cena ti risconteniamo però mangi in camera, va 

bene?”. Carlo annuisce e prende la terapia, dice che ha bisogno di sgranchirsi un po’ perché ha 

un po’ male alle gambe, Ernesto aggiunge che se sta bravo il giorno dopo potrebbe essere 

scontenuto più a lungo. […] [Il giovedì seguente] Andiamo da Carlo, che è contenuto in quarta, 



258 
 

seduto, indossa la maglietta e le mutande. Quando il dottore gli chiede come stia risponde che 

sono cinque giorni che è legato al letto. Nadia precisa: “martedì pomeriggio sei stato 

scontenuto”. Vincenzo si appoggia quindi alle sbarre del letto del paziente e gli dice: “facciamo 

un patto io e lei”. Gli propone di scontenerlo, poi lo avvisa che più tardi andrà a fare una TAC 

e, se starà bravo, potrà rimanere scontenuto [definitivamente]. 

Excerpt 5.57. Maia nel corso della mattinata è stata scontenuta due volte per andare in bagno, 

e all’ora di pranzo chiede di poter mangiare in refettorio insieme agli altri, è tranquilla. Irene dà 

il consenso a scontenerla definitivamente. Alessio: “allora la scontengo con un compromesso”. 

Edoardo: “sì, il primo colpo che dà torna lì”. 

Excerpt 5.58. Mario [Cardano] dice che in altri reparti visitati ha sentito usare la contenzione 

come minaccia (“se fai di nuovo così ti leghiamo”). Sandra dice che non è assolutamente quello 

il loro modo di intendere tale pratica. Tania commenta: “quella è una brutta frase”. 

Excerpt 5.59. Livia: Ci son dei casi dove la persona è lì, allora contratto, rapporto, tempi che 

furono, mettici tutto, allora lì mi fido, “non mi far lo sgarro perché pago io per te”, “lo so non 

ti preoccupare”, ok, te la giochi. Vai, poi gli ho detto: “lo sai che se collabori e tutto quanto, io 

lo segnalo che te sei stato in un determinato-”, è tutto un convincersi, e quindi bon, lui magari 

torna nel letto, il giorno dopo io di parola, perché la questione è che quando tu dici una cosa al 

paziente poi devi cercare di mantenerla. 

Excerpt 5.60. Livia: Dopo mezz’ora [dalla contenzione] voleva andare in bagno – dopo un’ora, 

mettiamo. E io a quel punto ho detto: “ma senti... se noi ti sleghiamo per andare in bagno non 

te la senti di stare slegata?”, che comunque cioè, “no no, io adesso voglio ancora star nel letto”. 

[…] Le ho detto: “sei sicura?”, “sì sì sì, io voglio stare ancora nel letto, con la mia-, io bevo 

ancora un po’”, e boh, va bene allora, “perché – le ho detto – perché mi sembri più tranquilla”, 

“sì ma no, voglio ancora star nel letto”. 

Excerpt 5.61. Dalila: “Ti ricordi che ieri eri così arrabbiato che mi hai tirato un calcio? Non sta 

bene a una donna, ti sembra?”. Il tono non è quello di una sgridata, sembra anzi un invito alla 

riflessione, all’autocritica, si mette sul piatto il comportamento aggressivo sfruttando il 

momento di contatto e comunicazione che si è venuto a creare. Santiago risponde: “eravate in 

cinquanta, io devo difendermi!”. Interviene Gianluca, dicendogli che se lui scappa loro sono 

costretti a intervenire per il suo bene, a fermarlo, anche se a loro non piace doverlo fare. 

Santiago gli risponde: “non devi metterti più dietro di me, che mi rubi il potere”; mi viene in 

mente che l’aveva detto anche a me pochi giorni prima durante la passeggiata, qui però si 

riferisce a quando Gianluca lo prende da dietro nell’“abbraccio” per fermarlo. Gianluca: “mi 

metto dietro perché quando lavoravo in psichiatria mi hanno insegnato a fare così: devo fermarti 

senza farti male, se ti prendo da davanti rischi di cadere all’indietro è di sbattere la testa”. Il 

confronto delle reciproche ragioni ha un che di surreale, specie considerando la difficoltà a 

comunicare nei giorni precedenti. 

Excerpt 5.62. Mimmo dice a Elia: “dobbiamo parlare con Alina, prima ha tirato un calcio a 

Jessica qui fuori sul marciapiede. Ha indicata la terapia al bisogno ma dobbiamo prima 

motivargliela, dobbiamo parlarle un attimo mentre c’è qui anche il padre, anche se è delirante 

dobbiamo farle capire che rischia di fare del male a qualcuno e subire anche una denuncia”. 

[…] Alina è un po’ ostile, ma con l’aiuto del genitore ascolta le raccomandazioni degli operatori 

e accetta con qualche insistenza la terapia. 
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Excerpt 5.63. Nadia: Nel TSO, noi cerchiamo attraverso il TSO di non dire: “bene, tu stai male, 

ti curi, punto. E non discuti”. “Stai male, ti curi, ma discutiamo”. E anche se è una 

contraddizione nei termini noi cerchiamo anche attraverso i TSO dopo, dopo, durante il ricovero 

eccetera, di arrivare a far capire ai pazienti – perché appunto la terapia comunque aiuta, è 

innegabile – e quando le persone cominciano a vedere un po’ una luce in fondo al tunnel 

[capiscono] che forse tutti questi torti non li avevamo. 

Excerpt 5.64. Carmela: Il paziente insomma, rispetto al curante, mmh, il pericolo è di, il 

problema, la paura è anche che perda la fiducia nel suo curante, no, invece viene fatto da altri 

membri dell’equipe medicaaa e ci, ci si salva in calcio d’angolo, insomma. Infatti non sono, 

non ho voluto essere presente al momento del ricovero. Anche se avevo deciso io poi, 

comunque avevo parlato con il maresciallo dei carabinieri, di farlo arrivare proprio quella 

mattina. 

Excerpt 5.65. Davide: Credo che uno psichiatra debba lavorare ma deve fare una gran fatica 

per ricoverare le persone quando la persona ha bisogno di essere ricoverata, e non è facile 

arrivare a questo, quindi la persona, la persona sta male, quando la persona sta male e tu la 

chiudi lo capisce che era inevitabile fare quello. […] “Adesso devo ricoverarti”. “Ma io, ma tu 

sei-”, parolacce, “no, mi dispiace, stai male, devo ricoverarti”, “io non sto male, tu sei uno 

stronzo, lo fai apposta, tu sei insieme agli altri”, chi? Perché ti dicono quello: “tu sei insieme 

agli altri, chi ti manda?”, “stai male”. Lo capiscono, capito? Quindi il problema del TSO non, 

certo che quello è un aspetto delicato, no, quello del, del, del sopruso sulla persona, però è un 

aspetto che se preso in considerazione e bennn salvaguardato non, non è un, per quella che è la 

mia esperienza non è quello che incrina il rapporto di fiducia. […] Io credo che si perda di 

autorevolezza facendo così [come Carmela]. […] Fa ridere non farlo, farlo fare a un altro, 

perché perdi di autorevolezza. Quello viene da te proprio per quello, perché tu lo aiuti nel 

guarire, capito? 

Excerpt 5.66. Giorgio: Io personalmente se devo fare un TSO a un paziente preferisco dirglielo 

e farlo io. Perchééé sono persone come noi e quindi, ci nascondiamo dietro a un dito, ecco, 

bisogna dichiarare lo stato di malattia osservato, la situazione di difficoltà che serve anche per 

elaborare una, un ricovero coatto, ecco, perché altrimentiii trova poca giustificazione nella, 

nella prospettiva della persona che lo subisce. Ed essere disponibiliii a, a tutto il resto, cioè 

anche alle, alle... richieste di spiegazione eccetera, per quanto possibile, dopodiché si è fermi, 

decisi, se ci sonooo alternative al TSO bene, è quello che si deve fare, ma proprio perché si è il 

curante e hai un certo tipo di relazione con lui, devi cercare, sei tu che hai la forza, mmh, per 

poterglielo spiegare. […] E quindi si prende, ci si prende anche la critica, no? Che verrà, che 

sarà un momento da cui ripartire dopo, no? Questo è. “Sì, l’ho ricoverata io perché in quel 

momento stava proprio male, io la conosco, lei non è così, in quel momento stava male, glielo 

posso dire perché la conosco, era così, così, faceva questo, faceva quello”, no? E quindiii in 

qualche modo rappresentareee la storia... di una crisi, mmh, serve poi per ricostruire, e per 

aiutare a superare un momento duro come un ricovero, insomma, coatto, anche se poi non è un 

formale TSO e alla fine viene accettatooo… È sempre, è sempre un momentooo coercitivo, 

ecco, perché… è un momento di, di sofferenza. 

Excerpt 5.67. Gaia: A volte lo fai [tenere un paziente in infermeria] perché questo aiuta nel 

senso che un paziente brutto come lui gli altri respirano un po'. Se te lo tieni un pochettino in 

studio con te gli altri pazienti prendono un po’ di fiato perché ogni tantooo alcuni sono proprio 

pesanti e gli altri non ne possono più, perché qua abbiamo anche i depressi, abbiamo altre 
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patologie e... avere magari un antisociale, un borderline che inizia a fareee can-can, un 

maniacaleee è pesante, alla fine vedi che le persone depresse son sempre più chiuse in camera, 

non hanno modo proprio- 

Intervistatrice: Sì, è un modo di proteggersi, no? 

Gaia: Sì, esatto, esatto. 

Excerpt 5.68. Matilde si aggancia al discorso della collega sostenendo che comportarsi come 

domenica, uscendo tutti e quattro gli operatori in turno dietro un paziente lasciando 

completamente sguarnito il centro, è sintomo di scarsa qualità del servizio. Interviene Claudio 

dicendo che il fatto stesso di essere riusciti a fermare Santiago (che in quel momento 

rappresentava la priorità) è indice di un intervento efficace e di qualità, non è scontato (altre 

volte non si è riusciti a fermare il paziente, che è stato lasciato andare). […] Greta dice che non 

sa quanto a lungo possano reggere una situazione del genere (che si protrae ormai da oltre una 

settimana senza miglioramenti consistenti). Emerge anche lo scontento degli altri ospiti del 

CSM: Igor si è lamentato apertamente di Santiago, Corrado parla male del “piccoletto”, Camillo 

appare particolarmente cupo, e in generale l’impressione espressa dagli altri utenti è quella di 

essere trascurati poiché tutte le attenzioni sono rivolte su Santiago. Azzurra: “portarlo fuori è 

una delle poche cose che funziona”. 

Excerpt 5.69. [Operatrice CSM:] “Se io tolgo un infermiere al CSM per mandarlo qua ad 

accompagnare Marcello tolgo risorse all’attività territoriale, e altri pazienti rischiano di finire 

qui”. È insomma il discorso della coperta corta. Ribatte Marzia dicendo: “ma il paziente 

Marcello è grave, è comunque parte della famiglia del CSM e la coperta per lui va stiracchiata. 

Noi come SPDC non possiamo tagliare l’equivalente della vostra visita domiciliare, tipo il 

ricovero, l’urgenza, la consulenza in Pronto Soccorso, eccetera”. 

Excerpt 5.70. Marzia: “anche qui siamo stati tutti menati eppure il rapporto col tempo lo 

ricostruisci, io sono uscita di qui blu dopo che mi ha presa per il collo eppure adesso quando è 

ricoverato faccio il mio lavoro e non mi tiro indietro”. 

Excerpt 5.71. Marcello saluta Marzia e Franco abbracciandoli, chiede se in caso di bisogno può 

telefonare qui in reparto e loro lo rassicurano in merito. Saluta poi altri due pazienti e se ne va. 

Nonostante si tratti di un paziente difficile, violento e tutto, il momento dei saluti dopo due mesi 

di ricovero è carico di una certa emotività, per me che vi assisto per la prima volta ma anche 

per gli operatori coinvolti. 

Excerpt 5.72. Il continuo sorvegliarlo e seguirlo in giro e fuori dal reparto impegnano 

moltissimo il personale che non riesce ad andare avanti con le attività di reparto, nemmeno con 

la somministrazione delle terapie agli altri degenti, alcuni dei quali sono in corridoio davanti 

alla medicheria che aspettano. Elettra chiede quindi ai colleghi che la porta sia 

temporaneamente chiusa per permettergli almeno di chiudere con le terapie, i colleghi 

accettano, i medici non vengono coinvolti nella decisione, a rivendicare che si tratta di una 

questione assistenziale/infermieristica. La porta viene chiusa. […] Dopo la conclusione della 

somministrazione delle terapie le porte sono state riaperte. 

Excerpt 5.73. In considerazione del tentativo di allontanamento e della persistente ostilità del 

ragazzo, le tre porte del CSM vengono chiuse. […] La decisione determina alcuni problemi per 

gli altri utenti, abituati ad entrare e uscire liberamente; vengono invitati dagli operatori a 

pazientare e rassicurati sul fatto che si tratti di una cosa momentanea. 
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Excerpt 5.74. Sabato il medicooo, è arrivato il medico che voleva scontenere [Aldo] e io mi 

son permessa di dire: “non è che non voglio, perché, però il sabato siamo in tre”, cioè è il giorno 

meno indicato per, per provare, perché avevano provato qualche giorno prima e è andato molto 

male. […] Avevamo 21 pazienti, giusto per, no? […] Ho detto: “io il sabato lo ritengo proprio 

il giorno meno indicato”, ma nnn, lo so, mi sembra, se vogliamo provare adesso siamo tutti 

quanti qua assieme, va bene, possiamo farlo, ma io non posso dire che rimane tutto il giorno 

così perché noi qua siamo davvero in numero limitato, e con una come l’altra [Iris] che, 

richiedeva tantissimo tempo, e voleva [necessitava di] uno lì vicino, e siamo usciti fuori, e poi 

son stata fuori, e poi c’è, insomma, un continuo, un continuo, dove quindi dici allora, se uno 

[operatore] è con questa [Iris]... l’altro con lui [Aldo]... ma uno fuori [in corridoio, cioè in 

reparto] con tutti gli altri non ce la fa. 

Excerpt 5.75. Gaia dice che a suo parere Carlo è troppo delirante per scontenerlo, soprattutto 

avendo Diego in reparto. Livia: “e fermare Diego?”. Diego infatti è agitato, ieri puntava un 

paziente, oggi a quanto pare ne ha preso di mira un altro, poi anche Gaia. […] Maria aggiunge: 

“Diego è brutto, sai che a me non piacciono le contenzioni, ma con tutto il rispetto, è proprio 

brutto. Forse lui dovrebbe essere legato e con una terapia adeguata”. “[Diego] è una bomba”. 

“Diego ieri mi ha chiesto se volevo mangiare pesci morti, mi sono chiusa dentro, gli altri 

pazienti sono terrorizzati”. Vincenzo commenta che se Diego rompesse qualcosa avrebbero una 

giustificazione per prenderlo e legarlo. 

Excerpt 5.76. La riunione riprende parlando proprio di Pietro, nello specifico della sua terapia. 

Ha fatto ieri un Acuphase e l’ipotesi era di ripeterlo domani, ma forse dopo questa fuga verrà 

ripetuto già oggi quando farà ritorno in reparto. Paolo (insieme agli operatori) è critico nei 

confronti del suo psichiatra che non vuole mai fare depot o fa quelli leggeri anche a pazienti 

tosti (Abilify). Paolo si dice poi d’accordo con la scelta di Ottavio (assente alla riunione) di 

impostare il depot di Clopixol a prescindere dal parere dello psichiatra. Marzia annuisce, poi 

aggiunge: “oltre a curare il paziente non dobbiamo farci menare, dobbiamo tutelare anche noi 

e gli altri pazienti”. Gli altri degenti, specifica, hanno passato la mattinata rintanati nelle proprie 

stanze, spaventati da Pietro che andava avanti e indietro per il reparto “come un animale in 

gabbia” lanciando sguardi a chiunque. 

Excerpt 5.77. Giorgio: In SPDC poi ci sono pressioni, ci sono circostanze per cui bisogna 

osservare il reparto nel suo insieme, ci sono mescolanze di acuzie diverse, mmh... Situazioniii 

che, in cui si deve fronteggiare magari l'aspettativaaa del, del personale infermieristico, 

aspettativa nel senso la difficoltà nell'affrontare il reparto che magari èèè, c'è anche questo, si 

paga anche, si sconta anche il prezzo magari del sovraffollamento, della difficoltà della, del 

poter seguire tutti i pazienti eee quindi... [sospira] ci sono circostanze in cui magari non si 

possono fare dei farmaci perché magari c'è un QTc molto lungo, un ECG che non permette, e 

allora un paziente agitato, poiii viene adoperata la contenzione fisica e non quella 

farmacologica. 

 

 

Chapter 6 
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Excerpt 6.1. Gino: Se ci telefonano dal Pronto Soccorso e ci dicono: “c'èèè Rossi Mario, mmh, 

agitato”, e noi Rossi Mario lo conosciamo, ci agitiamo di meno che non se ci dicono: “c'è 

Bianchi Tommaso agitato” che non abbiam mai visto, no? L’avrai notato l'altro giorno con 

Giuseppe quand’è arrivato, già conoscendolo, quindi tu metti già in atto prima degli 

accorgimenti, ma perché conosci il paziente. 

Excerpt 6.2. Maria: “Diego è brutto, sai che a me non piacciono le contenzioni, ma con tutto il 

rispetto, è proprio brutto. Forse lui dovrebbe essere legato e con una terapia adeguata”. “[Diego] 

è una bomba”. “Diego ieri mi ha chiesto se volevo mangiare pesci morti, mi sono chiusa dentro, 

gli altri pazienti sono terrorizzati”. Vincenzo commenta che se Diego rompesse qualcosa 

avrebbero una giustificazione per prenderlo e legarlo. 

Excerpt 6.3. Hassan esprime a gesti la volontà di fare del male ad Aldo se dovesse avvicinarsi. 

Cosimo lo minaccia: “Se tu colpisci qualcuno mi costringi a contenerti, capisci? Se tu lo colpisci 

io ti devo mettere le fascette”, e allarga le braccia mimando la posizione di una persona 

contenuta. 

Excerpt 6.4. Aldo chiede di giocare a pinacola lì sul letto, Ernesto gli risponde di no: “non è 

terapeutico, perché poi tu ti trovi bene ad essere qui contenuto, e invece devi avere degli stimoli 

per andare fuori [dalla stanza]”. 

Excerpt 6.5. Chiara: In quel caso lì è stato necessario bloccarla, e farle una terapiaaa sedativa 

che al di là, non è l'effetto immediato in realtà il punto ma segna un po' mmh un prima e un 

dopo, lì la persona si ferma perché mmh, c'è come un effetto di essere andati oltre in realtà, 

perché è la parte un po' più violenta della questione. […] Non posso credere che l'effetto [della 

terapia] sia così immediato, no, però la persona a quel punto mmh... sente che ha prevalso l'altro, 

e quindi c’è un momento diii, poi chiaramente le terapie si fanno, e sono forti in quei casi lì, ma 

con la funzione di spegnere quell’agitazioneee là. 

Excerpt 6.6. Cesare: Se vediamo che però appunto, la situazione continua a salire mmh si 

chiamano le forze dell'ordine e molte volte vedereee i carabinieri appunto, semplicemente 

vedere la divisa fa, fa un effetto. 

 

Excerpt 6.7. Chiara: Sto pensando a questa ragazza del Burundi, per cui sa che c’è un prima, 

sa che c’è un dopo rispetto al fatto di star male e di essere arrivata al CSM, però lei in quel 

momento non, non ha critica di quello che è successo. Adesso, adesso dopo due anni ha 

cominciato aaa vederlo in modo diverso, ehmmm però [il TSO era] per spiegare sia il nostro 

ruolo, per dare un senso del limite da un lato, no? 

 

Excerpt 6.8. Lidia: Il paziente non sta bene, ha quella modalità lì, seppur border[line] che quindi 

lo fa per manipolare e perché provoca, ma di fatto non è una cosa che lui fa appositamente. Ci 

può mettere un po’ di suo, ci può essere quello che è un po' più stronzetto e quello un po’ meno, 

quello sì. Ma di fatto quella modalità lì viene messa in atto quando non sta bene. Quando è in 

compenso il paziente anche border non fa così. Può essere un po’ tendente, ma non è così. La, 

qua arrivano in pieno scompenso, e quindi è normale che portano all'eccesso, ma non è che io 

gli insegno l’educazione, o facendogli quello lui capisce, fino a quando non gli è passato lo 

scompenso non capisce niente, cioè, non è con la contenzione che capisce, è che tu in quel 

momento lì non riesci più, la verità è non riesci più a gestire, non riesci più a gestirlo, non c'è 

modo di entrare, e non c'è nulla. 
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Excerpt 6.9. Davide: È come tagliare un braccio, è la stessa cosa. Perché io posso, la difficoltà 

di tagliare un braccio, no, se io lo taglio al momento giusto tu non mi rimprovererai mai, è 

difficile per il medico, è questo, il peso del lavoro medico è proprio questo, e purtroppo èèè, è 

quello che è inevitabile, il peso del lavoro medico è capire e sopportare, ok, tutte le tensioni che 

tu hai nel prendere, cioè, nell'arrivare ad avere la consapevolezza di quando devi prendere una 

decisione. E quella è una cosa che, sei solo in questo, il medico è solo. 

 

Excerpt 6.10. Nadia: Devi porre un limite, quello assolutamente sì. Non sempre nei casi di 

aggressività c'è stata una risposta farmacologica. Non sempre, assolutamente. Ci può esser stata 

la risposta farmacologica, ci può essere stato il nulla, il nulla o un colloquio e basta, ci può esser 

stato la chiamata alle forze dell'ordine con nessun tipo di assunzione di terapia, ehmmm, ci son 

state tante cose, non per forzaaa, ci sono state anche situazioni in cui abbiamo dovuto mmh 

effettuare terapia contro la volontà delle persone, per... in quel momento obbligarle a curarsi, 

perché era strettamente indispensabile, e... nel tempo questa cosa anche ci ha fatto molto male 

a molti e ha portato a un far capire alla persona, che sì agivamo in qualche modo una forma di 

potere, però alla fine effettivamente stava peggio se non si curava. 

 

Excerpt 6.11. Chiedo a Franco del caso Santiago, che ha portato alla luce divergenze sulla 

gestione di pazienti tra SPDC e Violet MHC. Franco mi racconta che Santiago di frequente si 

allontanava dal reparto, e che non è che gli operatori non facessero nulla per fermarlo: lo 

inseguivano (Franco ricorda di essere uscito dal perimetro dell’ospedale insieme a Paolo, in 

divisa, a disagio per il fatto che potesse capitare qualcosa per la strada al ragazzo o per ciò che 

i passanti potevano pensare e vedere), lo ostacolavano, tentavano di convincerlo a rientrare, 

allertavano le forze dell’ordine e il CSM. Claudio avrebbe voluto che lo bloccassero 

atterrandolo, e ha anche telefonato in reparto pretendendo di dire ai medici come comportarsi, 

“sgridando” Paolo per aver lasciato allontanare il ragazzo. Mi dice: “questa è la contraddizione 

di questi luminari ideologizzati che rifiutano la contenzione meccanica ma praticano queste 

cose”, e: “questa è la psichiatria dei grandi ideologici”. 

 

Excerpt 6.12. Nadia: Noi abbiamo capito che un rapporto di potere è sbagliato. È 

controproducente e... e rischioso. E quindiii non, il rapporto di potere è quello sul quale noi 

rivendichiamo sempre il fatto che non va bene, cioè quando io dico anche in riunione: "il 

programma non deve essere deciso sul paziente ma col paziente", perché quello è un rapporto 

di potere. […] è chiaro che il paziente può trovarsi in una condizione per cui non è in grado in 

quel momento di capire cos'è meglio per lui, tu lo indirizzi. Però devi sentire un po’ desideri, 

voglie, cioè no? Devi coinvolgere sennò non funzionerà, è, è un rapporto proprio di cura, 

terapeutica, per cui se io ho un'altra patologia, è come una volta, no? Hai un cancro non glielo 

dico. Ma santo cielo, deve fare la chemioterapia, cosa fai non glielo dici? È uguale! […] è chiaro 

che le nostre patologie sono un tantino diverse perché prendendo la sfera emotiva, la sfera del 

pensiero, dell'organizzazione, insomma, si complica la faccenda, tu devi, devi in qualche modo 

indirizzare sulla base di abilità sopite che c'erano, che devi tirar fuori, che non ci son mai state, 

che devi ricostruire, dipende, no? Però- 

Intervistatrice: Però con la cooperazione tu dici del paziente. 

Nadia: Ma sì assolutamente, assolutamente, sennò non vai da nessuna parte. 

Excerpt 6.13. Ivan [medico della Medicina d’urgenza] chiede se non sia possibile darle 

qualcosa di più forte per bocca, di modo da evitare l’iniezione. Franco è dubbioso, Liliana è 

sempre molto oppositiva e difficilmente accetterà di assumere qualcosa di nuovo e di diverso 

dal solito. Sia Ivan che l’infermiera che è con lui suggeriscono con grande naturalezza di 
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aggirare il problema mettendo la terapia nell’acqua o nel succo di frutta senza dirglielo di modo 

che non se ne accorga e non protesti. Franco storce il naso, mi guarda, fa un mezzo sorriso (del 

tipo: “ci risiamo”) e gli dice che si tratta di pratiche della vecchia psichiatria. Ivan e l’infermiera 

sembrano non vedere il problema, il medico dice anche che così come in stato di necessità si 

può fare un’iniezione contro la volontà del paziente così si può somministrare per via orale 

senza il consenso, ma Franco non è convinto da questo argomento perché si tratta non solo di 

assenza di consenso ma anche di assenza di consapevolezza (invece ben presente nell’iniezione 

fatta di forza). 

Excerpt 6.14. Chiara: [Il TSO effettuato in CSM] dà la misura il fatto di affrontare la questione 

diii, dell’autenticità della relazione, nel senso che: “noi ti staremo vicino anche quando le cose 

stanno andando molto male”, quindi non c'è un: “ok, quando sei a un punto vai da un'altra parte” 

oppure: “se ne occuperà qualcun altro”, mmh... Sì, si approfondisce in realtà la relazione 

terapeutica. 

Excerpt 6.15. Un episodio di tentato allontanamento si è verificato sabato pomeriggio: la 

ragazza era alle macchinette al primo piano con Elettra e l’operatrice di cooperativa, quando si 

è rifiutata di tornare in reparto premendo per uscire dal padiglione (di nuovo verso la balaustra). 

Elettra chiede all’operatrice di salire in reparto a chiamare i colleghi, poi, rimasta sola e con la 

paura che la ragazza le scappasse e si gettasse dalla balaustra davanti ai suoi occhi, si agita e 

nel tentativo di gestire la situazione alza la voce con la ragazza chiudendola fisicamente in un 

angolo contro il muro per impedirle di allontanarsi. […] Nadia racconta ai colleghi che 

l’infermiera ieri si è sfogata con lei e che l’accaduto l’ha molto spaventata: si è accorta infatti 

di aver perso il controllo e di essere diventata aggressiva. […] La caposala difende l’infermiera 

dicendo che l’accaduto consente anche a Giulia di capire che anche gli operatori sono persone, 

che si preoccupano per lei al punto da agitarsi e che quindi a lei ci tengono. 

Excerpt 6.16. Paolo: Se tu contieni, secondo me mmh... non hai più bisogno di stare insieme 

alla persona perché c’è qua in dispositivo che previene la necessità di entrare in relazione. 

Excerpt 6.17. Paolo: Io son convinto che se la porta fosse chiusa nonnn, non avrebbero questo 

senso di responsabilizzazione rispetto a quello che accade, e mmh le persone sarebbero chiuse 

molto di più nelle stanze, gli operatori. 

Excerpt 6.18. Nadia: Io son partita dal presupposto cheee averle comporta che da una ne metti 

due e poi ne metti duecento. E quindi ho fatto l’estremista per cui nel momento in cui sono 

arrivata e c’erano ho detto: “bene, si buttano”. […] È un pigliarsi per i fondelli dire: “non 

contengo mai, però vuoi mai, ce le ho lì sotto”, no perché tu accogli la possibilità di farlo. 

Excerpt 6.19. Giorgio: Io ho convertito una contenzione meccanica in una farmacologica in 

Anestesia, perché non eraaa tollerabile, perché più, più di altri questa persona [affetta da grave 

deficit cognitivo] non aveva strumenti per comprendereee lo stato di contenzione meccanica, e 

questa contenzione la esasperavaaa al punto cheee io ho passato la notte a, non avevo, esaurendo 

le possibilità farmacologiche, per cuiii al mattinooo l’ho trasferita in Anestesia. […] [La 

contenzione meccanica rappresenta] un trauma psicologico importantissimo, e molte volte non 

è sufficiente a gestire l’agitazione, per cui forse un’organizzazione che preveda una sedazione 

in un ambiente idoneo a monitorare le funzioni forse è più sicura. Secondo me sì. La 

contenzione meccanica è proprio anche mmh... una formaaa che ha delle valenze anche 

psichiche per la personaaa... sono di un impatto importante, e quindi in quel senso lì è... una 

cosa molto forte, mmh, l’optimum sarebbe una contenzione farmacologica in un ambiente 
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idoneo che ti permetta diii gestirla in modo sicuro, perché molte volte quella fisica è a sostegno 

di quella farmacologica che mai può essere come quella in Anestesia perché, in un reparto di 

rianimazione, non siamo attrezzati per quello. 

Excerpt 6.20. Paolo: Quante volte capita che gli operatori stanno lì senza fare un cazzo? […] 

Alcuni momenti succede che tu ti accorgi che sono sedute in corridoio e non, e non, e non fanno 

un-, niente, perché non ci sono pazienti, oppure, ecco, quelle volte lì quello potrebbe essere 

tutto uno spazio dedicato a delle persone per stare con loro, farsi raccontare delle cose, ecco, e 

cercare con le persone di costruire una migliore alleanza. 

Excerpt 6.21. Franco: “Proviamo ad utilizzare l’operatore della cooperativa che la affianca per 

fare qualcosa, non solo il guardiano”. 

Excerpt 6.22. Paolo: Qui dentro noi ci avevamo pensato, ma tipo era stato un confronto tra me 

e Luana, “che cazzo facciamo qua? Perché se va avanti così rischiamo, perché stiamo usando 

tutti i farmaci a delle dosi inumane, che se gli succede qualcosa son cazzi nostri”. 

Excerpt 6.23. Giuseppe mi dice di essere molto seccato dal fatto che la psichiatra che lo segue 

non si sia neppure fatta vedere. È seccato e non imbestialito o iroso. Commenta sarcastico: 

“quando però le ho portato il Castelmagno è venuta a prenderselo!”. 

Excerpt 6.24. Arriva in sala infermieri Diego. “Se prima avessi rotto il vetro io avrei voluto la 

puntura, eh, non essere legato al letto”.  Carmine gli dice che se lui spaccasse un vetro, la 

decisione in merito alle conseguenze spetterebbe al medico, non a lui [Diego]. 
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Appendix C 

Interview guides – English translation  
 

 

Interview guide for psychiatrists working in the Pine Ward 
 

I. PROFESSIONAL CAREER 

 

1. How did you get to work here, in this SPDC? 

▪ How did you choose the medical specialty of Psychiatry? 

▪ Have you ever worked in community services? 

▪ In retrospect, would you choose this career again? 

 

II. MENTAL HEALTHCARE WORKERS’ “TRIBES” 

 

2. Research on healthcare organizations usually adopts the metaphor of the village 

inhabited by different tribes. If we apply it to the SPDC, we can recognise the 

psychiatrists’ tribe, the nurses’ tribe, and the OSS’ tribe.  

These tribes can be characterised with respect to the activities they perform, and their 

internal organization (leader, influential members). 

  

I would like you to describe your tribe, and then the others. 

 

3. If you think about the psychiatrists’ tribe, is it possible to distinguish  

different school of thoughts or clinical styles? 

▪ Which implications does this heterogeneity/homogeneity have on  

everyday clinical practice in the SPDC? 

 

4. Carrying on with this tribes metaphor, I would like you to think about the relationships 

between your tribe and the others. 

▪ Which is the professional group with which relationships are more complicated? 

▪ Which situations make cooperation between mental healthcare workers less fluid? 

▪ How are these problems dealt with? 

 

III. ORGANIZATION AND RELATIONSHIPS WITH OTHER SERVICES 

 

5. During the weeks I spent here, I observed great variability in patients, both in terms of 

their clinical profile, and because some of them are already known while others are new. 

Which are the more relevant criticalities you encounter in your daily practice? 

 

6. How would you describe the relationship between this service (SPDC) and the others 

(MHCs, ER, other hospital wards)? 

 

IV. DEALING WITH CRISIS 

 

In these weeks of observation, I happened to see multiple times the occurrence of critical 

situations, which you can deal with using involuntary treatment [TSO] and/or [mechanical] 

restraint. I would like to discuss with you about these two measures. 
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7. I ask you to think about the aspects of involuntary treatment [TSO] and its 

management in SPDC. Are there specific attentions to be paid when caring for an 

involuntarily admitted patient? I am thinking about limitations to the use of cellphone, to 

exit the ward and to receive visits from friends and family. 

 

 

8. When deciding about interrupting an involuntary treatment, or transforming a 

voluntary into an involuntary admission, to what extent you discuss about it with the 

nursing staff? 

 

▪ Do you remember about cases when different orientations emerged? 

▪ Do you remember about cases when TSO has been explicitly requested by the nursing 

staff? 

 

9. Now let’s move to [mechanical] restraint. In these weeks here, I have observed its 

application on several critical occasions [cite relevant episodes]. If you think about these 

and other episodes, which do you think are the reasons for resorting to this measure?  

 

10. In some cases, I have noticed different orientations with respect to the initiation or 

interruption of restraint [cite relevant episodes]. Do you think that some episodes of 

restraint these weeks could have been avoided, or could have had a shorter duration? 

 

11. On the other hand, can you recall cases which, according to you, would have required 

the application of restraint? 

 

12. We know that restraint can be prescribed only by a doctor. How do you deal with 

critical situations during the night shift, when the doctor is not in the ward? 

 

13. In other psychiatric wards, as well as in scientific literature, we have encountered 

different opinions about a possible therapeutic dimension of restraint.  

What do you think about it? 

 

V. THE IDEAL SPDC 

 

14. I would like to conclude this interview by asking you something which takes us in an 

imaginary world. What could be done to make this and other Piedmontese SPDCs the 

best SPDCs possible? 
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Interview guide for nurses and OSS working in the Pine Ward 
 

I. PROFESSIONAL CAREER 

 

1. How did you get to work here, in this SPDC? 

 

2. How did you learn to work in Psychiatry? 

 

 

II. MENTAL HEALTHCARE WORKERS’ “TRIBES” 

 

3. Research on healthcare organizations usually adopts the metaphor of the village 

inhabited by different tribes. If we apply it to the SPDC, we can recognise the 

psychiatrists’ tribe, the nurses’ tribe, and the OSS’ tribe.  

These tribes can be characterised with respect to the activities they perform, and their 

internal organization (leader, influential members). 

  

I would like you to describe your tribe, and then the others. 

 

 

4. Carrying on with this tribes metaphor, I would like you to think about the relationships 

between your tribe and the others, as well as with patients and relatives. 

▪ Which are the main difficulties you encounter? 

 

5. During the weeks I spent here, I observed great variability in patients, and not only the 

classical schizophrenic patient. Do you think that some of these patients should not be 

here? Why? How would it be possible to avoid their admission? Who should care for 

them? 

 

6. I have also noticed that you have both unknown and already known patients 

admitted here. Which differences do you notice in working with them, and how do 

you understand how to deal with new patients? 

 

III. ORGANIZATION OF WARD’S ACTIVITIES 

 

7. During these weeks, I have observed a different orientations from your colleagues with 

respect to the ward’s rule, the permeability of spaces devoted to the staff (e.g. nurses’ 

room), the control over smoke, and so on. I have noticed different degrees of flexibility in 

interpreting these rules. How do you intend them? 

 

8. Now I would like to consider the routines of the SPDC: handovers between shifts, 

morning visits, smoke time, coffee break in the afternoon, visits from relatives. Do you 

think that these routines are influenced according to the day (weekday or holiday) and 

psychiatrist and colleagues on duty? 

 

IV. DEALING WITH CRISIS 

 

In these weeks of observation, I happened to see multiple times the occurrence of critical 

situations, such as non-compliance with therapy and psychomotor agitation, which put regular 

care practices at risk. The ward you can deal with these situations using involuntary treatment 
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[TSO] and/or [mechanical] restraint. TSO concerns psychiatrists but has relevant consequences 

for the life on the ward, while restraint operatively involves also nurses and OSS.  

 

These crises entail some risks for both patients, in terms of trauma related to restraint, and the 

staff, in terms of injuries. 

 

9. Have you even been involved in injuries or accidents? [If not] Do you remember a 

relevant episode occurred to a colleague of yours? Could it be avoided, and how? 

 

 

10. In the ward I have observed different opinions and practices concerning restraint. 

According to you, which are the reasons sufficient to resort to restraint? 

 

11. Also with respect to what should be done with a restrained patient I have heard 

different opinions. While everybody agrees about the need to regularly monitor vital 

parameters, of course, different visions are present concerning patient’s autonomy (e.g. 

partial removal of belts to allow him/her to eat autonomously), smoke, presence of a 

healthcare worker with the restrained person. What do you think about this? What is 

your approach with a restrained person? 

 

12. In other psychiatric wards we have encountered different opinions about a possible 

therapeutic dimension of restraint, or educative function. 

What do you think about it? 

 

V. THE IDEAL SPDC 

 

13. I would like to conclude this interview by asking you something which takes us in an 

imaginary world. What could be done to make this and other Piedmontese SPDCs the 

best SPDCs possible? 
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Interview guide for psychiatrists working in the Iris Ward 
 

I. PROFESSIONAL CAREER 

 

1. How did you get to work here, in this SPDC? 

▪ How did you choose to medical specialty of Psychiatry? 

▪ Have you ever worked in community services? 

▪ In retrospect, would you choose this career again? 

 

II. MENTAL HEALTHCARE WORKERS’ “TRIBES” 

 

2. Research on healthcare organizations usually adopts the metaphor of the village 

inhabited by different tribes. If we apply it to the SPDC, we can recognise the 

psychiatrists’ tribe, the nurses’ tribe, and the OSS’ tribe.  

These tribes can be characterised with respect to the activities they perform, and their 

internal organization (leader, influential members). 

  

I would like you to describe your tribe, and then the others. 

 

3. If you think about the psychiatrists’ tribe, is it possible to distinguish  

different school of thoughts or clinical styles? 

▪ Which implications does this heterogeneity/homogeneity have on  

everyday clinical practice in the SPDC? 

 

4. Carrying on with this tribes metaphor, I would like you to think about the 

relationships between your tribe and the others. 

▪ Which is the professional group with which relationships are more complicated? 

▪ Which situations make cooperation between mental healthcare workers less fluid? 

▪ How are these problems dealt with? 

 

III. ORGANIZATION AND RELATIONSHIPS WITH OTHER SERVICES 

 

5. During the weeks I spent here, I observed great variability in patients, both in terms 

of their clinical profile, and because some of them are already known while others are 

new. Which are the more relevant criticalities you encounter in your daily practice? 

 

6. How would you describe the relationship between this service (SPDC) and the 

others (MHCs, ER, other hospital wards)? 

 

IV. DEALING WITH CRISIS 

 

As you know, the reason why I am here is because of your no-restraint approach. I would 

like to discuss with you about how you deal with crisis and which practices allow to avoid 

the use of mechanical restraint. In these weeks, I have seen how most critical situations 

have been dealt with mainly through relational containment [‘contenimento relazionale’], 

therapy administration and, in some cases, involuntary treatment [TSO]. 

 

 

7. Could you provide a definition of ‘relational containment’ and describe actions 

which may be labelled as such? 
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8. I would like you to discuss about the notion of ‘pharmacological restraint’, which, 

as far as I have understood, can be intended in two ways: PRN [‘as-needed’] 

medication, and regular administration of sedative therapy. 

▪ Do you agree with this definition? 

▪ Under which circumstances is one form of pharmacological restraint or the other 

necessary? 

 

9. Another measure I have not observed but I heard of is the one practiced in the 

Intensive Care Unit [‘anesthesiologic restraint’]. Are there situations in your 

experience which led (or almost led) to its adoption? 

 

10. Talking about involuntary treatment [TSO], I would like you to discuss about its 

execution in the SPDC. Are there specific rules for involuntarily admitted patients 

(e.g. limitation is using their cell phones, exit permissions, receiving visitors)? 

 

11. When you have to decide about executing a TSO or transforming a voluntary into 

an involuntary treatment, do you discuss about it with the nursing staff? 

 

12. To conclude on the way in which you deal with crisis, I would like you to think 

more generally about the notion of containment/restraint in psychiatry.  

▪ Pharmacological therapy can be intended as having both a curative and a sedative 

purpose. Do you think this interpretation is correct?  

How are these purposes pursued in this SPDC? 

▪ If by ‘contenere’ we mean ‘to set a limit’ to a disruptive behaviour, what makes 

mechanical restraint less preferable than physical or pharmacological one? 

 

13. According to you, which are the necessary conditions for a service to be no-

restraint? 
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Interview for nurses and OSS working in the Iris Ward 

I. PROFESSIONAL CAREER 

 

1. How did you get to work here, in this SPDC? 

 

▪ Have you ever worked in community services? 

 

2. How did you learn to work in Psychiatry? 

 

 

II. MENTAL HEALTHCARE WORKERS’ “TRIBES” 

 

2. Research on healthcare organizations usually adopts the metaphor of the village 

inhabited by different tribes. If we apply it to the SPDC, we can recognise the 

psychiatrists’ tribe, the nurses’ tribe, and the OSS’ tribe.  

These tribes can be characterised with respect to the activities they perform, and their 

internal organization (leader, influential members). 

  

I would like you to describe your tribe, and then the others. 

 

 

3. Carrying on with this tribes metaphor, I would like you to think about the 

relationships between your tribe and the others. 

 

▪ Which situations make cooperation between mental healthcare workers less fluid? 

 

 

III. ORGANIZATION OF WARD’S ACTIVITIES 

 

4. During the weeks I spent here, I observed great variability in patients, both in terms 

of their clinical profile, and because some of them are already known while others are 

new. Which are the more relevant criticalities you encounter in your daily practice? 

 

5. During these weeks, I have observed a different orientations from your colleagues 

with respect to the ward’s rule, the permeability of spaces devoted to the staff (e.g. 

nurses’ room), exits, and so on. I have noticed different degrees of flexibility in 

interpreting these rules. How do you intend them? 

 

IV. DEALING WITH CRISIS 

 

As you know, the reason why I am here is because of your no-restraint approach. I would 

like to discuss with you about how you deal with crisis and which practices allow to avoid 

the use of mechanical restraint. In these weeks, I have seen how most critical situations 

have been dealt with mainly through relational containment [‘contenimento relazionale’], 

therapy administration and, in some cases, involuntary treatment [TSO]. 
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7. Could you provide a definition of ‘relational containment’ and describe actions 

which may be labelled as such? 

 

8. I would like you to discuss about the notion of ‘pharmacological restraint’, which, 

as far as I have understood, can be intended in two ways: PRN [‘as-needed’] 

medication, and regular administration of sedative therapy. 

▪ Do you agree with this definition? 

▪ Under which circumstances is one form of pharmacological restraint or the other 

necessary? 

▪ Does the nursing staff ask doctors to modify a therapy which was difficult for you to 

deal with, e.g. because of aggressiveness? 

▪ Which role do you think ‘reputation’ of an already known patient has in decision of 

his/her therapy once s/he is admitted here? 

▪ How do you deal with crisis when the doctor is not present, at night or weekends? 

 

 

9. Another measure I have not observed but I heard of is the one practiced in the 

Intensive Care Unit [‘anesthesiologic restraint’]. Are there situations in your 

experience which led (or almost led) to its adoption? 

 

10. Talking about involuntary treatment [TSO], I would like you to discuss about its 

execution in the SPDC. Are there specific rules for involuntarily admitted patients 

(e.g. limitation is using their cell phones, exit permissions, receiving visitors)? 

 

11. Even though the decision to execute a TSO concerns the psychiatrists, some 

colleagues of yours suggested that nurses spend more time with patients and so they 

have a knowledge which is useful in evaluating the necessity of a TSO. 

 

▪ Do doctors discuss with you about TSO? 

▪ Do you remember about episodes when you [nurses and doctors] have had different 

opinions? 

 

12. To conclude on the way in which you deal with crisis, I would like you to think 

more generally about the notion of containment/restraint in psychiatry.  

▪ If by ‘contenere’ we mean ‘to set a limit’ to a disruptive behaviour, what makes 

mechanical restraint less preferable than physical or pharmacological one? 

 

13. According to you, which are the necessary conditions for a service to be no-

restraint? What could be improved and how? 
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Interview guide for psychiatrists working at the Cedar Centre 
 

I. PROFESSIONAL CAREER 

 

1. How did you get to work here, in this Mental Health Centre? 

▪ How did you choose to medical specialty of Psychiatry? 

▪ Have you ever worked in a hospital psychiatric ward (SPDC)? 

▪ In retrospect, would you choose this career again? 

 

II. MENTAL HEALTHCARE WORKERS’ “TRIBES” 

 

2. Research on healthcare organizations usually adopts the metaphor of the village 

inhabited by different tribes. If we apply it to the MHC, we can recognise the 

psychiatrists’ tribe, the nurses’ tribe, as well as other professional groups.  

These tribes can be characterised with respect to the activities they perform, and their 

internal organization (leader, influential members). 

  

I would like you to describe your tribe, and then the others. 

 

3. If you think about the psychiatrists’ tribe, is it possible to distinguish  

different school of thoughts or clinical styles? 

▪ Which implications does this heterogeneity/homogeneity have on  

everyday clinical practice in the MHC? 

 

4. Carrying on with this tribes metaphor, I would like you to think about the 

relationships between your tribe and the others. 

▪ Which is the professional group with which relationships are more complicated? 

▪ Which situations make cooperation between mental healthcare workers less fluid? 

▪ How are these problems dealt with? 

 

III. ORGANIZATION AND RELATIONSHIPS WITH OTHER SERVICES 

 

5. During the weeks I spent here, I observed great variability in service users, both in 

terms of their clinical profile, and because some of them are already known while 

others are new. Which are the more relevant criticalities you encounter in your daily 

practice? 

 

6. How would you describe the relationship between this service (MHC) and the 

psychiatric ward (SPDC)? What about the other territorial services, both psychiatric 

and non-psychiatric (‘Centro Diurno’, SerD, etc.)? Which are the most relevant 

difficulties? 

 

IV. DEALING WITH CRISIS 

 

I would like you to consider the role that MHC has in dealing with psychiatric crisis. 

 

7. How does the MHC attempt to intercept and face crisis? Which tools does it have to 

deal with problematic and non-compliant patients? 
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8. According to your experience, which are the conditions motivating the measure of 

involuntary treatment (TSO)? When and how is it possible to avoid it? 

 

9. How is this measure adopted? Is there specific attention to be paid to preserve the 

therapeutic relationship? 

 

[Example: Carmela’s withdrawal from the coercive intervention on Giuseppe, by avoiding 

signing his TSO proposal and being in the ward when he arrived]. 

 

10. I would like discuss with you about a specific organization of psychiatric services 

adopted in few Italian contexts, which includes the opening of Mental Health Centres 

24 hours a day, and the opportunity to admit patients in their facilities. 

 

▪ Which advantages and disadvantages do you see in such organization? 

▪ Which would be the necessary conditions to implement it here,  

and which might be the obstacles? 

 

V. THE IDEAL MHC 

 

11. I would like to conclude this interview by asking you something which takes us in 

an imaginary world. What could be done to make this and other Piedmontese MHCs 

the best MHCs possible? 
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Interview guide for nurses working at the Cedar Centre 
 

I. PROFESSIONAL CAREER 

 

1. How did you get to work here, in this Mental Health Centre? 

 

2. How did you learn to work in Psychiatry? 

 

II. MENTAL HEALTHCARE WORKERS’ “TRIBES” 

 

2. Research on healthcare organizations usually adopts the metaphor of the village 

inhabited by different tribes. If we apply it to the MHC, we can recognise the 

psychiatrists’ tribe, the nurses’ tribe, as well as other professional groups.  

These tribes can be characterised with respect to the activities they perform, and their 

internal organization (leader, influential members). 

  

I would like you to describe your tribe, and then the others. 

 

3. Carrying on with this tribes metaphor, I would like you to think about the 

relationships between your tribe and the others. 

▪ Which are the main difficulties you encounter? 

 

 

III. ORGANIZATION AND RELATIONSHIPS WITH OTHER SERVICES 

 

4. During the weeks I spent here, I observed great variability in service users, both in 

terms of their clinical profile, and because some of them are already known while 

others are new. Which are the more relevant criticalities you encounter in your daily 

practice? 

 

6. How would you describe the relationship between this service (MHC) and the 

psychiatric ward (SPDC)? What about the other territorial services, both psychiatric 

and non-psychiatric (‘Centro Diurno’, SerD, etc.)? Which are the most relevant 

difficulties? 

 

IV. DEALING WITH CRISIS 

 

I would like you to consider the role that MHC has in dealing with psychiatric crisis. 

 

7. How does the MHC attempt to intercept and face crisis? Which tools does it have to 

deal with problematic and non-compliant patients? 

 

8. Crisis can entail some risks for the staff, sometimes leading to injuries. [If not] Do 

you remember a relevant episode occurred to a colleague of yours? Could it be 

avoided, and how? 

 

 

9. I would like discuss with you about a specific organization of psychiatric services 

adopted in few Italian contexts, which includes the opening of Mental Health Centres 

24 hours a day, and the opportunity to admit patients in their facilities. 
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▪ Which advantages and disadvantages do you see in such organization? 

▪ Which would be the necessary conditions to implement it here,  

and which might be the obstacles? 

 

V. THE IDEAL MHC 

 

10. I would like to conclude this interview by asking you something which takes us in 

an imaginary world. What could be done to make this and other Piedmontese MHCs 

the best MHCs possible? 
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Appendix D 

Informed consent – Letter for the interviewees  
 

 

[Name of the city] _____________ 

 

Dear Mr./Ms. ____________________ 

 

Thank you for having accepted to participate to this interview on your professional practice in 

the [name of the service] where you work. 

 

With this declaration, signed by the Principal Investigator of the research and the interviewer, 

the research team commits to use the information you provide for solely scientific purposes. 

Analysis of the data will respect the principles of protection and confidentiality, indicated in 

the protocol approved by the ethical committee. 

 

According to the principle of protection, the analysis of the empirical material and its use for 

scientific publications will be conducted to exclude every possible harm to the participants in 

this study, both healthcare staff and patients, whose dignity will not be offended. 

 

According to the principle of confidentiality, information obtained from this interview will be 

analysed and used for scientific publications without any reference to the services and people 

involved. Identification will be prevented by using pseudonyms and, if necessary, by 

altering details (e.g. sex or age of the participant) in order to protect the anonymity of 

individuals and institutions. 

 

Principal Investigator of the research 

Prof. Mario Cardano 

 

 

The interviewer 

Eleonora Rossero 
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Appendix E 

Notation for interviews transcription and quoted excerpts128 
 

Questions  

(interviewers’ speech)  

and answers  

(interviewees’ speech) 

Questions and other interventions pronounced by the 

interviewer are written in bold, to distinguish them from 

the interviewees’ speech. 

 

Interviewees’ speech is written using a normal font. Each 

segment of conversation is preceded, in the excerpts 

included in this dissertation, by the name (pseudonym) of 

the interviewee. His/her role and service are specified at 

the beginning of the excerpt only. 

 
Example: 

 
Gaia (nurse, Pine Ward): We’ve been called often by other 

wards to restrain, or for an agitated patient, to care for him, 
to send one of our nurses to another ward. 

 

Interviewer: You mean keeping that patient in that 
ward, but asking you to go there and restrain him? 

Direct speech/Polyphony 

Direct speech (either hypothetical or quoted from 

someone else’s discourse) reported by the interviewee is 

indicated between inverted commas. 

 
Example: 

 

Doctors take us into consideration and say: “no, we do not 
unrestrain him”. 

Names (people, services, cities) 

Identification of places, individuals and institutions is 

prevented by omitting real names and substituting them 

with [xxx’s name]. 

 
Example: 

 
In [name of the city] it had ten beds. 

Emphasis 

Parts of the discourse emphasized by the interviewee are 

between slashes, while expressions pronounced with a 

high tone of voice are reported in capital letters. 

 
Examples: 

 

 
128 Drawn from the Atb (‘Analisi delle transizioni biografiche’) notation presented in Cardano (2011: 

301-306). 
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When a community doctor is on duty, he spends a lot of time 
here, in the ward /with us/ [emphasised], not in the external 

medical office. 
 

They come and see them in THAT moment, right? 

Pauses 

Short pauses (less than 3 seconds) are indicated with 

ellipsis. Longer pauses are expressed through “(long 

pause)” or the indication of seconds of silence when 

relevant. 

 
Example: 
 

The presence of the police when you do not have other 

[relational] tools anymore, it gives substance… It’s symbolic. 

Extra-linguistic aspects 

Elements such as laughing, sighing, or coughing, or 

phrases pronounced in a certain way (e.g. whispering, 

using a low tone of voice) are indicated in brackets, while 

the relative sentence is put between slashes. 

 
Example: 
 

/He’s the doctor on call/ [she laughs]. 

Expunged segments 

Segments of the interview expunged from the quoted 

excerpt are indicated with: […]. 

 
Example: 
 

They were kept there in observation and then admitted if 
necessary. […] We used to have the pure psychiatric patient. 

Researcher’s comments 

Researcher comments or relevant translations of the 

original word/expression are in squared brackets. 

 
Example: 
 

Then if we talk about dialogue, about a specific approach, 
[that’s another story]. 

 

I was the one who had to close the belts [‘fascettare’]. 

Particularly relevant segments 

 

Segments which are considered particularly relevant to 

the argument expressed in the paragraph where the 

excerpt is quoted are in italic. 

 
Example: 
 

Marzia says they [nurses] are only healthcare workers. 
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