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surveys are widely disseminated and accessible to
maximise the breadth of information received.

The perspectives of lived experience are integral to
these efforts. In establishing the Commission, we have
developed a framework that ensures integration of
people with lived experience in all aspects of the work,
which includes involvement in ensuring diversity in
the composition of the commissioners, in directly
addressing resource hierarchies and power imbalances,
in broadening consultation and knowledge generation
activities, and in synthesis and dissemination. This
framework will be achieved through the inclusion of
people with lived experience as commissioners, on our
editorial board and in each of our working groups, and
by establishing a lived experience working group to
ensure that all activities and outputs are co-produced. In
this approach, we seek to provide a template for the full
inclusion of those with lived experience in future Lancet
Commissions.

We aim to publish the Commission report in 2022.
However, we envisage this publication as a starting
point and plan to continue this work beyond the initial
report to ensure opportunities for further syntheses of
evidence, development of proposals, and ongoing and
open dialogue.

The scarcity of adequate responses compounds
the considerable hardships felt by the millions of
individuals and families affected by psychoses globally.
Those who experience psychoses remain among
the most marginalised and discriminated against in
societies worldwide. This discrimination has been
further highlighted by the COVID-19 pandemic (eg,
in the neglect to prioritise people with a psychosis for
vaccination in many countries, despite evidence that
these individuals are more likely to be infected and
to have worse outcomes). The Commission will argue
forcefully for the need to prioritise research and action,
for urgent investment to develop rights-based and

effective services and population-level strategies to
ameliorate the adversities and exclusion faced by this
group, and for the rights of those with a psychosis.
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Save Trieste’s mental health system

The Trieste model of mental health care is recognised
by WHO as a world standard for community psychiatry.
It has inspired programmes in dozens of countries and
is a beacon of hope for clinicians, patients, and families
everywhere.

However, Trieste, the city in northern lItaly, is now
threatened by a right-wing government promoting
privatisation and the dismantling of what it mis-
perceives to be politically left-wing psychiatry. This is
painfully reminiscent of the destruction of community
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psychiatry in the USA by President Ronald Reagan in
1980.

For people who have never seen the Trieste model in
action, it might sound too good to be true. How can
any mental health system help patients with severe
and chronic conditions with so few hospitalisations
and so little involuntary treatment? | was once among
the profound sceptics. But immersion during five visits
convinced me that Trieste is the best place in the world
to be a patient with a mental disorder—whereas visits
to patients in prisons and on the streets of the USA
convinced me that the USA is among the worst. It is
startling how well patients do when they are treated
well in Trieste; how much sicker they become when
neglected in the USA.

Trieste’s approach is based on four principles: patients
are citizens deserving dignity and respect; there is great
therapeutic value in including them in the city’s daily
activities; work with the community creates an inclusive
social fabric that welcomes patients; and patients
function best when we preserve their freedom and play
to their strengths.

Trieste promotes mental health with its strong
emphasis on interpersonal relations, family involve-
ment, improved living conditions, and opportunities
to work and play. Involuntary treatment, seclusion,
and closed doors are eliminated in a system that
is markedly caring and inviting. Neglect in the
USA allows acute symptoms to become chronic,
allows worse symptoms to emerge, and promotes
demoralisation.

Trieste once had 1200 mental hospital beds for
240000 people; now it has only six general hospital
beds and 30 overnight community centre beds."
Deinstitutionalisation was a brilliant success in Trieste
because its community services are so good; it was
a dismal failure in the USA because our community
services are so lacking. The closing of 90% of US hospital
beds in the past 60 years has resulted in the national
shame of 600000 patients with mental illness being
incarcerated or homeless.?

To work well, closing beds must be accompanied by
opening society. Trieste provides supportive housing;
24-hour community centres and crisis response;
home care; social clubs; paid jobs in entrepreneurial
companies created and run by the Trieste mental
health system; recreational opportunities; and social
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service help obtaining economic assistance. Families
and friends are welcomed into an environment that
is creatively designed and attractively furnished. The
pleasant club-like atmosphere is normalising—you
usually cannot tell who is a member of staff, who is a
patient, or who is family or a visitor. Recognising that
recreation and pleasure are an important part of life,
the centres sponsor parties, trips, exercise, and art and
theatre workshops. The model has proven its worth,
safety, practicality, community acceptance, and cost-
effectiveness.’

Community services follow the user to home,
hospitals, nursing homes, prisons, and forensic facilities.
Home visitors learn about living conditions, mediate
conflicts with family or neighbourhood, administer
medication, and accompany people as needed to
government agencies or the workplace.

It is cruelly ironic that the USA pioneered the
best community psychiatry and actually served
as a model for Trieste. After his election in 1960,
President Kennedy acted on his strong personal
motivation to improve the plight of people with
mental illnesses; his sister Rosemary had received
appalling treatment. Kennedy’s Community Mental
Health Centers Act funded programmes in every state
to meet the needs of the patients being discharged
from dysfunctional psychiatric hospitals. Money
saved from closing hospitals was meant to provide
housing and treatment in the community. This was
an inspiration for Franco Basaglia, the creator of the
Trieste model, who spent 6 months in the USA in
1969 studying deinstitutionalisation and community
psychiatry.

What a strange twist of fate that Trieste bloomed
into a place with the best community psychiatry in
the world just as the USA dismantled what until then
had been the best. When Reagan defunded Kennedy's
Community Centers, they either closed or went private
and stopped accepting people with severe illnesses who
were uninsured or expensive to treat.

Community psychiatry is cost effective, and defunding
turned out to be very expensive. Neglecting people
with mental illnesses greatly increased costs for police,
prisons, hospitals, emergency rooms, nursing homes,
and services for the homeless.* Indifference to the
suffering of people with mental illnesses is not only
inhumane, it has economic consequences.

For the “You can help “Save

Trieste” petition see
https://www.change.org/p/

international-mental-health-

collaborating-network-save

trieste-s-mental-health-system

For an analysis see https://www.

independent.co.uk/

independentpremium/world/

trieste-mental-health-italy-
politics-b1870595.html

745



Comment

746

Saving Trieste is not just a local Italian question; it is
symbolic of saving decent community psychiatry and
housing for people with mental illnesses everywhere.
| declare no competing interests.
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