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Imagine seeking help because you are unwell, only to realise that
what is happening now matters less than what is already written
in your medical record. Symptoms are interpreted through the
lens of a previous diagnosis; questions are limited, and further
exploration even more so. Instead of a thorough assessment,
there is a sense that conclusions have already been drawn. This is
not an isolated experience: 58% of respondents report feeling that
evaluations of their health were based exclusively on their prior
clinical history rather than on a comprehensive assessment of
their current situation.

At the same time, care pathways appear confusing and
fragmented. Professionals do not communicate with one another,
guidance is unclear, and no one truly explains what the next steps
should be. A lack of coordination between care providers is
reported by 46.6% of participants, while 44.8% indicate
insufficient information about available services. In psychiatry—
where care should integrate biological, psychological, and social
dimensions—this fragmentation carries even greater
consequences. As a result, people begin to postpone or avoid
seeking care, not because they feel better, but out of fear of
being dismissed or of receiving inadequate treatment. Indeed,
45% report having delayed or avoided care due to concerns
about the quality of treatment. This is the paradox: a system
designed to provide care ultimately drives people away,
worsening individual suffering and, over time, increasing the
clinical and social burden of care itself.

The paradox of a care system that
drives patients away
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You are prescribed a pharmacological treatment without truly
knowing what to expect: how it may make you feel, whether it
will sedate you, alter your body or your mind, how long you will
need to take it, or what will happen if it does not work. You
follow the instructions either because you trust the clinician or
because you feel you have no real alternatives. Yet without
genuine understanding, it becomes difficult to adhere to
treatment, to ask questions, or to report side effects. Thirty-eight
per cent of patients report having received treatments or
diagnostic tests without any explanation of their necessity, and
59% felt pressured to accept care or medication they were not
comfortable with. In many cases, care is reduced to medication
alone (50%), with alternative options not discussed (39%). Consent
may be obtained, but it often remains purely formal.

When people do not understand their care, the clinical
relationship itself weakens. Sixty-one per cent of respondents
report poor listening or a lack of empathy from healthcare
professionals, while 41% describe feeling treated more as a
collection of symptoms than as a person. In more than one third
of cases, individuals’ experiences were questioned or minimised.
This is compounded by the absence of clear information about
what will happen after treatment, reported by 70% of
respondents, and by the lack of structured emotional support,
which 58.5% report not having received. The paradox is clear:
without communication, listening, and genuinely informed
consent, even available treatments become harder to follow
and less effective, turning the clinical relationship from a tool
for care into a source of distance.

Imagine being expected to follow important
instructions written in small print, hastily provided,
while being told that “there is no time to explain.”
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Nearly one in two people (48%) report not having been informed
of their rights, including the right to refuse treatment or to
provide genuinely informed consent. In more than one third of
cases, decisions are made without the person’s active
involvement, within a paternalistic framework in which choices
are made “for your own good” without explanation or
consultation.

This lack of information and participation can quickly translate
into a tangible loss of self-determination. Thirty-seven per cent of
patients report being excluded from decision-making processes,
while 32.3% describe their psychiatric diagnosis as functioning as
a lasting label that limits both their rights and their credibility. In
nearly 30% of cases, experiences of power imbalance or
psychological coercion emerge, and for one in five individuals,
treatments occurred without genuine consent, even when they
were formally lawful. These experiences are not confined to
exceptional settings: they occur in first-contact services,
outpatient clinics, and long-term care contexts, extending to
inpatient and crisis-management settings. The paradox is that
paternalistic practices—long considered normal and even
protective—are now shown to worsen care outcomes: they
undermine self-determination, weaken consent, and
ultimately compromise the very protection and effectiveness
the system claims to provide.

Not knowing you have rights means
being unable to exercise them.
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Imagine being forced to choose which part of yourself can be
allowed to deteriorate: your mental stability, your physical
health, your relationships, or your sexual life. Even when a
procedure ends or a treatment is changed, the effects do not
always stop there. What remains are lasting traces that shape
everyday life—often invisible in clinical records, taken for granted
as “acceptable,” until you are the one who has to live with them
every day. Survey responses indicate that, for a significant
proportion of people, the experience of care has been associated
with substantial consequences for physical and cognitive health.

One third of respondents report persistent cognitive impairment,
while one in five describe a permanent physical disability. Others
report treatment-induced metabolic conditions, such as diabetes
or hypertension, or chronic neurological problems. Even when the
harm is not permanent, the impact can be considerable: more
than 40% describe temporary but debilitating side effects, and
around 30% report cognitive or motor changes that interfere with
daily functioning. More than one in three individuals report a
decline in self-esteem or body image, while over a quarter
experience a reduction in sexual desire. In one in five cases, social
isolation is reported as having worsened or emerged during the
course of treatment, and for some individuals, sexual dysfunctions
arise that significantly affect quality of life and intimate
relationships.

When Care Leaves Lasting Marks on
Health and Daily Life
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The Italian Bipolar Association (AIBP) is the first and only national organisation in Italy
founded and led by people living with bipolar disorder, with the involvement of family
members, healthcare professionals, and activists. AIBP was established in response to
a clear gap in the Italian mental health system: the limited recognition of lived
experience as a legitimate source of knowledge, the lack of practical support tools,
and the exclusion of people with bipolar disorder from decision-making processes,
information pathways, and the governance of care.

In the Italian context, people with bipolar disorder have historically been described
through diagnostic categories and clinical frameworks, while remaining largely
absent from the definition of care priorities, the evaluation of services, and the
production of knowledge about the systems that affect them. AIBP was created to
address this imbalance by recognising lived experience not as a personal or anecdotal
contribution, but as a form of knowledge that can inform clinical practice, professional
training, and health policy. This principle underpins the association’s bottom-up
model.

In its day-to-day activities, AIBP gathers hundreds of first-hand accounts, supports
individuals across their care journeys, develops tools for prevention and long-term
stability, and delivers bottom-up training initiatives grounded in users’ real and
expressed needs. This positioning allows the association to observe directly what
works and what fails within mental health services, not only at the level of clinical care,
but also across relational, organisational, and institutional dimensions.

On this basis, data collection is not a separate or abstract exercise for AIBP, but an
integral part of its support, advocacy, and engagement with the healthcare system.
Collecting data makes it possible to bring together experiences that would otherwise
remain fragmented or invisible, and to build a shared evidence base to support
dialogue, service improvement, and collective accountability.

01. Introduction 
Why This Report: The Bottom-Up Model 
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This field-based work has made a structural gap increasingly clear: in Italy, there is no
systematic, independent, or comparable data on people’s experiences within
psychiatric care pathways. This gap is especially evident in relation to the ethical and
relational quality of care, the protection of patients’ rights, territorial inequalities, and
the impact of malpractice on trust in the healthcare system.

More than forty years after Law 180/1978, known as the Basaglia Law, the Italian
psychiatric reform— inspired by the work of Franco Basaglia and the Democratic
Psychiatry movement — marked the dismantling of the asylum-based model and
the abolition of the psychiatric hospital as a total institution. It introduced a
community-based system of care and redefined the role of hospital psychiatry as a
limited, non-segregating intervention formally oriented toward the protection of
rights.

Level What Currently Exists What Is Missing

Regulatory Framework

Law 180/1978 (the Basaglia Law)
establishes fundamental principles
for the protection of rights and
places limits on the most severe
and overt violations, such as
institutionalisation, arbitrary
deprivation of liberty, and
involuntary confinement¹.

An updated regulatory framework
that recognises and clearly defines
forms of harm, abuse, or
malpractice that do not stem from
institutionalisation, but instead
arise from the clinical,
organisational, and relational
practices of contemporary
psychiatric care.

System Implementation
Mental health services organised at
the regional level, with territorially
differentiated care models.

There is a lack of shared tools and
mechanisms to ensure that rights
are effectively upheld across the
country; fragmentation, regional
inequalities, and ongoing barriers
to access and continuity of care
continue to affect people’s
everyday lives.

01. Introduction
From the First Report to the Second

8

¹ Legge 13 maggio 1978, n. 180 (Accertamenti e trattamenti sanitari volontari e obbligatori), testo integrale vigente,
Normativa – Il portale della legge vigente: https://www.normattiva.it/uri-res/N2Ls?urn:nir:stato:legge:1978-05-13;180 

² SOSPSICHE, Le disparità regionali in psichiatria: un ostacolo alla salute mentale in Italia, 27 giugno 2024.
https://www.sospsiche.it/news-fisam/salute-mentale-news-in-dettaglio.html?tx_news_pi1%5Bnews%5D=134519
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Level What Currently Exists What Is Missing

Scientific and Institutional Debate

Legal analyses of professional liability
and informed consent, empirical
studies based on administrative data,
and national surveys on experiences
within mental health services ⁴ ⁵ ⁶.

There is a lack of systematic and
ongoing analysis of people’s lived
experiences within mental health
services, particularly in relation to
ethical, relational, and
communicative aspects, as well as
trust in the system. These
experiences are still treated as
isolated accounts rather than as
structural data.

Monitoring
The collection of administrative and
clinical data on service access,
interventions, and outcomes ⁵ ⁶.

Independent national mechanisms to
monitor patient experiences, capable
of distinguishing between individual
episodes and broader, structural
patterns of systemic dysfunction.

Recognition of Harm

Legally recognised violations remain
largely confined to extreme cases or
to narrowly defined, formally
categorised situations.

What remains largely unaddressed is
the recognition of everyday
malpractice, relational violations, and
systemic inequalities, which continue
to be treated as isolated cases rather
than as indicators of structural
weaknesses within the system.

01. Introduzione
Dal primo report al secondo
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³ Cassano G.B., Sbrana A., Come migliorare e salvaguardare la legge psichiatrica in Italia, Journal of Psychopathology.
https://old.jpsychopathol.it/article/come-migliorare-e-salvaguardare-la-legge-psichiatrica-in-italia/

⁴ Dalla Balla, F. (2019). I paradigmi normativi dell’amministrazione psichiatrica: servizi territoriali e strumenti per
l’autodeterminazione terapeutica a quarant’anni dalla Legge Basaglia. BioLaw Journal, 1(1), 399–432.
https://teseo.unitn.it/biolaw/article/view/1334/1336

⁵ Lasalvia, A., Bodini, L., Fin, V., et al. (2025). Lived experience in Italian mental health services: A national survey of peer
support and co-production practices. BMC Health Services Research, 25, 1235.
https://doi.org/10.1186/s12913-025-13407-z

⁶ Lorettu, L., Nivoli, A., Milia, P., Depalmas, C., Piu, D., Taras, G., Riondino, L., & Nivoli, G. (2020). La responsabilità
professionale in psichiatria: evoluzione e criticità. Rivista di Psichiatria, 55(Suppl. 1), S3–S8.
https://www.rivistadipsichiatria.it/archivio/3504/articoli/34899/
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Their value lies in the consistency and
repetition of the findings: the same critical
issues emerge across different tools and levels
of analysis, from individual experience to
clinical practice and, ultimately, to the
organisation of services. This convergence of
evidence points to structural problems that
affect quality of care, trust in the healthcare
system, and health outcomes for people with
bipolar disorder. The report therefore does
not stem from an abstract theoretical
exercise, but from a concrete and shared
need, identified through close observation of
the everyday experiences of those who live
with, use, and work within mental health
services. 

This approach is also aligned with
international models, where the systematic
collection of experience-based data has
strengthened service accountability,
improved quality of care, and supported the
protection of rights. At the same time, this
report represents a starting point for further
development, including the expansion of data
collection, collaboration with professionals
and researchers, validation of the methods
used, and the creation of shared tools to
monitor mental health services over time.

This document is AIBP’s second public report
and represents a key step in the association’s
work. While the first report focused mainly on
collecting and presenting testimonies—
aimed at bearing witness, increasing visibility,
and breaking the silence—this second report
responds to the need to turn lived experience
into structured evidence, without flattening
its complexity or reducing it to simple
numerical indicators.

The data presented in this report are drawn
from real-life experiences and are preliminary
and descriptive in nature. They are not
intended to replace academic research, nor to
generate statistical generalisations about the
Italian population as a whole.

10

01. Introduction

This report brings together and provides a
coordinated analysis of multiple data
sources collected directly by AIBP over
recent years, including:

a national online survey on malpractice,
inequalities, and rights violations in
psychiatric care;
a qualitative thematic analysis based on
service users’ narratives;
data used in clinical and training settings
to support dialogue and comparison with
mental health professionals;
an operational mapping of mental health
services, conducted service by service and
region by region, enabling observation of
the actual structure of care provision across
the country.

The aim is to make this evidence accessible
and usable, so that it can inform care

practices that are more equitable, effective,
and respectful of people’s dignity, through

ongoing dialogue with those who experience
them directly.
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The evidence analysed in this document is drawn from a range of tools and data-
collection approaches developed and used by the Associazione Italiana Bipolari (AIBP)
within its associative, training, and institutional activities.

More specifically, data collection was based on:

online surveys disseminated through targeted campaigns and the association’s
communication channels;
voluntary participation by the individuals involved;
descriptive quantitative analysis combined with thematic qualitative analysis;
an operational census of mental health services, conducted region by region and
service by service.

All data-collection activities took place outside controlled experimental or clinical
settings and did not involve any intervention, modification, or influence on the care
pathways of the individuals involved.
The data reflect a multi-year process of collection, organisation, and analysis carried
out directly by AIBP, grounded in the observation of needs emerging from real-world
contexts. Although not collected within academic or experimental settings, the data
were developed and analysed within an explicit, coherent, and clearly articulated
methodological framework.

The report brings together four main types of data, collected for different purposes
and through different methods, and analysed within a single, shared interpretative
framework.

02. Types of Data
Presented

11

Taken together, these data make it possible to observe how psychiatric care
operates from multiple perspectives, including people’s lived experience, the
clinical relationship, and the concrete organisation of services across the
territory. Their value lies not in the size of the sample, but in the repeated
emergence of the same critical issues across different tools, contexts, and
complementary levels of analysis. This convergence makes it possible to
interpret individual experiences not as isolated episodes, but as recurring
signals of how the care system functions—or fails to function.
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The report includes the preliminary findings of the National Survey on Malpractice,
Inequalities, and Violations in Psychiatric Patient Care, promoted by the
Associazione Italiana Bipolari (AIBP). The survey was disseminated online through
targeted campaigns and the association’s communication channels, and was
designed to collect information on care experiences within both public and private
services, across different stages of the psychiatric care pathway.

Unlike other tools developed and used by AIBP, this survey was intentionally opened
to a broader population, including:
– people living with bipolar disorder;
– people living with other severe psychiatric conditions;
– family members and caregivers, understood as those who support people in care on
a daily basis and directly observe their interactions with mental health services.

This methodological choice, described in detail in the survey’s study protocol, reflects
the need to examine malpractice and systemic criticalities not as issues tied to a
single diagnosis, but as cross-cutting dynamics within psychiatric care. The inclusion
of multiple perspectives also allows for the consideration of intersectional factors—
such as family role, caregiving responsibilities, social conditions, and pathways of
access to services—which can significantly shape care experiences and intensify their
impact.

The data presented in this report represent a preliminary phase of data collection and
analysis. They do not constitute definitive academic validation, but instead provide a
structured and coherent empirical basis for identifying recurring patterns, guiding
further analysis, and informing future methodological developments, as outlined in
the study protocol.

⁷ Associazione Italiana Bipolari, Protocollo di Studio Sondaggio Nazionale sulle Pratiche Scorrette, gli Abusi e le
Discriminazioni nella Cura dei Pazienti Psichiatrici (maggio 2025) https://associazioneitalianabipolari.it/wp-
content/uploads/2025/05/Protocollo-di-Studio-Sondaggio-Nazionale-sulle-Pratiche-Scorrette-gli-Abusi-e-le-
Discriminazioni-nella-Cura-dei-Pazienti-Psichiatrici-1.pdf 
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02.   Tipologia dei dati
presentati
2.1. Quantitative Data
2.1.1. National Online Survey
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https://associazioneitalianabipolari.it/wp-content/uploads/2025/05/Protocollo-di-Studio-Sondaggio-Nazionale-sulle-Pratiche-Scorrette-gli-Abusi-e-le-Discriminazioni-nella-Cura-dei-Pazienti-Psichiatrici-1.pdf
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2.1.2. Clinical–Relational Data –
Training and Conference Use
Part of the data presented is drawn from collections and re-elaboratiions used in
clinical and training settings, in particular within the conference “Body, Mind, and
Bipolar Disorder: From Crisis to Integrated Care.” In this context as well, the data
derive primarily from people living with bipolar disorder and were used to explore the
role of the body, early warning signs, treatment side effects, and material conditions in
mood stability and treatment adherence.

These data represent a clinical and relational translation of the evidence emerging
from AIBP’s associative work and make it possible to engage directly with
professionals, linking lived experience to concrete implications for care.

⁸ Associazione Italiana Bipolari, Corpo, mente e disturbo bipolare: dalla crisi alla cura integrata (settembre 2025)
https://associazioneitalianabipolari.it/wp-content/uploads/2025/12/Corpo-mente-e-disturbo-bipolare-dalla-crisi-alla-
cura-integrata.pdf 

2.1.3. Structural and Systemic Data –
Mental Health Services Census
Finally, the report includes data generated through a systematic effort to contact
mental health services, carried out by AIBP service by service and region by region
over a two-year period. In this case, the data are not self-reported by service users, but
consist of information collected directly by the association on existing services, their
responses to contact, their willingness to engage in dialogue, and the initiation of
collaborative activities.

For the regions included in the dataset, this work achieved full coverage of existing
services, effectively constituting a near-census rather than a sample. This material
makes it possible to examine the actual structure of care provision and to relate users’
reported experiences to the concrete opportunities available at the territorial level. In
this way, individual experiences can be connected to the organisation of services,
making territorial and organisational inequalities visible.
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The report also incorporates a qualitative thematic analysis based on narratives
collected through the campaign “Bipolar Disorder: Beneath the Tip of the Iceberg.”
This dataset consists exclusively of contributions from people living with bipolar
disorder and focuses on subjective experiences, the meanings attributed to care, and
recurring patterns of relational, communicative, and institutional criticalities.

Although the number of contributions is limited, the analysis was conducted in a
systematic manner and made it possible to identify recurring themes that are also
reflected in the quantitative data and in the clinical–relational evidence presented in
the report. This material is not intended to represent the population as a whole, but
rather to add interpretative depth to the numerical findings and to clarify how and
why certain practices, communication styles, or organisational choices may produce
negative—or, conversely, protective—effects on the care experience.

From this perspective, the findings provide a concrete foundation for future
developments in training and education. The aim is to use this evidence to design
training pathways promoted by the Associazione Italiana Bipolari and, in the longer
term, potentially replicable at the international level through the European network,
should data collection be expanded on a broader scale. These pathways could be
directed at university programmes and professional training contexts in psychiatry,
psychology, and the health and social care professions, complementing diagnostic
frameworks with practical guidance on how people actually need to be supported:
which words help build a therapeutic alliance, which phrases risk worsening the
situation, and how language shapes both the effectiveness and acceptability of care.

The same data can also support anti-stigma initiatives, as well as education and
awareness-raising activities related to bipolar disorder. Data collection was
deliberately structured to distinguish between different episodes and phases of the
condition, recognising that what may be helpful in one context—for example during a
depressive episode—may be ineffective or harmful in another, such as during a manic
episode. This distinction makes it possible to develop more targeted, realistic, and
experience-based communication and training tools that are closely aligned with
people’s lived experience.
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Methodological Framework and Transparency

This report brings together several data-collection activities promoted by the
Associazione Italiana Bipolari (AIBP) over the course of 2025, developed within its
associative, training, and institutional work. The aim is to provide a complementary
account of people’s reported experiences along psychiatric care pathways, together
with selected observable aspects of how the mental health system and the territorial
service network operate in practice. Taken together, these activities fall within an
observational and descriptive design. Data collection took place outside controlled
experimental or clinical settings and did not involve interventions, manipulation of
variables, or any influence on the care pathways of the individuals involved. The report
was not designed to test causal hypotheses, but to make visible recurring patterns,
converging critical issues, and experiential trajectories emerging from systematic field
observation.

Data sources
The report is based on three main types of data, analysed within a shared
interpretative framework:

Experiential data, collected directly from individuals through a structured national
survey and exploratory data collections developed via thematic campaigns on the
association’s social media channels. Participation was voluntary and unpaid, with
recruitment carried out primarily through AIBP’s digital and community channels,
following a convenience sampling approach consistent with the associative and
bottom-up nature of the project. The national survey was the only instrument
guided by a formal study protocol and explicitly included the participation of
caregivers. The social media–based collections served an exploratory and
generative function, aimed at identifying recurring themes, shared language, and
unmet needs.
Thematic qualitative data, derived from textual contributions and spontaneous
materials, used to deepen understanding of meanings, relational dynamics, and
subjective experiences, particularly across different episodes and phases of bipolar
disorder. These materials were not intended to provide systematic measurement,
but to complement and contextualise the quantitative findings.
Structural and systemic data, derived from the census of mental health services
conducted by AIBP through standardised contacts with service providers. This
component examines service organisation, availability, and responsiveness, and is
used to situate reported experiences within a broader organisational and territorial
framework.
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Methodological Framework and Transparency

Analysis and Integration of Evidence
Analytical approaches were defined in relation to the nature of the data collected.
Survey data were summarised using descriptive statistics (counts and percentages) to
observe how frequently specific experiences and critical issues were reported within
the sample. Qualitative materials were analysed using a thematic approach, aimed at
identifying recurring and convergent patterns. The integration of quantitative,
qualitative, and structural components is a central feature of the report. The
quantitative data make internal distributions and frequencies within the sample
visible; the qualitative data help clarify meanings, dynamics, and contexts; and the
service census adds a systemic perspective, allowing individual experiences to be
interpreted in relation to the concrete organisation of care.

Sampling limitations and scope of the data
The data presented in this report are based on voluntary participation and
convenience sampling. This means that respondents were likely primarily
individuals who had a reason to take part, for example because they had
experienced difficulties, inappropriate practices, or negative interactions within
mental health care pathways. As a result, people who did not encounter significant
problems with services are likely to be underrepresented. For this reason, the report
does not aim to estimate the prevalence of abuse or malpractice in Italy, nor to
provide nationally, regionally, or temporally representative figures. T

he findings should not be read as a comprehensive picture of the mental health
system, but as a focused analysis of specific experiences. The purpose of this work is
different: to understand, among those who reported critical experiences, which
types of inappropriate practices occur most frequently, in which care settings
they arise, and what consequences they have for trust, the therapeutic alliance,
and continuity of care. In this sense, the report does not measure how widespread
the phenomenon is, but how it takes shape and where it tends to concentrate. The
value of the data therefore lies in their ability to identify recurring patterns and
structural problems, making visible dynamics that would otherwise remain isolated or
difficult to recognise. The report should be understood as an exploratory analytical
tool, intended to clarify these phenomena and to support dialogue with services, as
well as the development of more targeted and effective future interventions.
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This chapter presents the evidence emerging from the National Survey on
Malpractice, Inequalities, and Violations in Psychiatric Patient Care, promoted by the
Associazione Italiana Bipolari (AIBP). The survey represents the first nationwide effort
to systematically collect data on psychiatric care experiences from the direct
perspective of those involved. The initiative arises from the recognition of a structural
gap in the Italian context: the lack of independent and comparable data able to
capture not only clinical outcomes, but also the relational, communicative, and ethical
quality of care pathways, including malpractice, inequalities in access, and critical
issues related to informed consent.

The survey was designed as a descriptive and observational tool, with the aim of
identifying recurring patterns in care experiences rather than estimating prevalence
or establishing causal relationships. The structure of the questionnaire, defined and
documented in the study protocol, was developed to cover key areas of the
psychiatric care pathway, including access to services, the diagnostic process,
continuity of care, the clinical relationship, informed consent, and the subjective
outcomes of the care experience.

Unlike other data-collection tools used by AIBP, the survey was intentionally opened
to a broad range of respondents, including people living with bipolar disorder, people
living with other severe psychiatric conditions, and caregivers. This methodological
choice reflects the need to examine malpractice and systemic criticalities as cross-
cutting dynamics within the psychiatric care system, rather than as issues linked to a
single diagnosis.
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Data were collected on a voluntary basis through an online questionnaire,
disseminated via targeted campaigns and the association’s communication channels.
Chapter 3 provides a structured overview of the findings from the National Survey on
Malpractice in Psychiatric Patient Care and is organised into the following sections:

3.1 Demographic characteristics of the sample, which outlines the main socio-
demographic, clinical, identity-related, and intersectional variables of respondents.
This section allows readers to understand the experiential positions from which
responses were provided and to appropriately contextualise the evidence presented
in subsequent sections;

3.2 Access, diagnosis, and continuity of care – context and reference framework,
which examines difficulties in accessing services, challenges within the diagnostic
process, and disruptions in long-term care, analysed as interconnected phases of the
care pathway;

3.3 Clinical relationship, communication, and consent, which explores proposed
treatment approaches, levels of involvement in decision-making, clarity and adequacy
of information, the presence of pressure or purely formal consent, the quality of the
practitioner–patient relationship, the emotional support provided, and the role of
multidisciplinary care;

3.4 Malpractice and rights violations, focusing on breaches of self-determination and
the institutional and systemic shortcomings emerging from reported experiences;

3.5 Subjective outcomes and health-related consequences, analysing reported
impacts in terms of permanent or temporary harm to health, as well as emotional,
relational, and sexual consequences associated with care experiences;

3.6 Context and stage of the care pathway in which malpractice occurred,
examining the settings and services in which inappropriate or harmful practices were
experienced (first-contact services, outpatient care, hospital settings, residential
facilities, and emergency interventions), as well as the phase of the care pathway in
which these episodes took place.

03. The National Survey on Malpractice in
Psychiatric Care
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3.7 Timing, setting, and consequences of the reported episode, focusing on the
temporal and geographical context of the reported experiences, any reporting or
complaint actions undertaken, and the consequences described in terms of health,
wellbeing, and personal life;

3.8 Attitudes and experiences with healthcare professionals, analysing
respondents’ perceptions and evaluations of healthcare staff behaviour, including
aspects such as respect, listening, availability, communication, and the emotional
experience of the care interaction.

Taken together, these findings provide an initial, structured snapshot of the
experiences reported by survey participants and constitute a concrete basis for
dialogue with services, professionals, and institutions. The aim is not to assign
individual responsibility, but to identify recurring dynamics that can be interpreted as
indicators of systemic fragility.

The number of responses included in the different analyses may vary depending on
the relevance of the questions, the inclusion criteria, and the completeness of
responses. For each item or group of items, the corresponding denominators are
reported in the relevant tables and graphical representations.

03. The National Survey on Malpractice in
Psychiatric Care
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Methodological Notes
for the Reader: How to
Read These Data

Why Causal Conclusions Cannot Be
Drawn from This Study 
This is a cross-sectional study. This means that data
were collected at a single point in time through a
questionnaire, asking participants to report on past
experiences. In other words, individuals are not
followed over time, there is no observation of what
happens “before” and “after,” and no temporal
sequence can be established. Instead, the study
captures an overall snapshot of the situation as it
appears at the time of data collection.

This type of data is useful to:

make visible experiences that often remain
isolated or unheard;
show that certain critical issues are not isolated
cases;
identify recurring patterns across the care
pathway;
highlight areas where deeper investigation,
better listening, and targeted intervention are
needed.

So why are these data important?

Because this study does not answer the question, “What exactly caused what?”
But it does address an equally fundamental question: “What are people experiencing, and how

often?”

If a person reports today,

“I experienced malpractice and then my
health worsened,”

we cannot directly observe what
happened step by step over time. What
we are hearing is a retrospective
account, reconstructed after the fact
and based on memory and subjective
experience.

This means that individuals are not
followed over time, as they would be in a
study that continuously observes what
happens “before” and “after.”

It is similar to looking at a photograph:

we can see what is in the image,
but we cannot reliably reconstruct the
entire sequence of events that came
before it.
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For example, the regional distribution of reported cases reflects the
geographic origin of respondents and the location of the episodes
they described, and does not allow for estimates of the actual
frequency of malpractice across different territories. The
percentages observed therefore do not represent indicators of
regional prevalence, but rather describe the concentration of
reported experiences within the sample.

The distribution of reports by year indicates when respondents
place the experiences they describe, not how many malpractice
episodes actually occurred in each year. These data show how
widespread certain experiences are among survey participants, but
they do not allow conclusions to be drawn about whether the
phenomenon is increasing or decreasing over time. The fact that
many reports refer to recent years is largely due to recall effects:
people tend to remember more recent experiences more clearly
and, today, are better able to recognise and articulate them.
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Methodological Notes
for the Reader: How to
Read These Data

Examples

Prevalence refers to how many people, at a given
point in time, report having experienced a certain
situation.
It is similar to asking: “How many of the respondents
say they have experienced this at least once?”

This report measures the prevalence of reported
experiences: it describes how widespread they are
among respondents, not when they began nor how
many new cases occur each year.

Incidence, by contrast, refers to how many new
cases occur within a given period of time, for
example over the course of a year.
To measure incidence, individuals would need to be
followed over time in order to observe when an
experience occurs for the first time. This type of
information cannot be derived from a survey
completed at a single point in time
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“Did you experience significant side effects?”
“Did you stop or reduce your medication?”

If we find that many people who
experienced side effects later
reduced their treatment, we
cannot automatically conclude
that:

When reading a data point, it is natural to think:
“If many people experienced this situation and then another, the first must

have caused the second.”

A Simple Example

Let us imagine asking 200 people:

Reasons there may be many other
possible explanations:

“Side effects caused people to reduce their
medication.”

the person was already considering
discontinuation;
there were work-related or family-related
difficulties;
the relationship with the clinician was
fragile;
the medication was changed for other
clinical reasons.
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The survey shows that these experiences co-occur, not that one caused
the other.

Methodological Notes
for the Reader: How to
Read These Data

These are 

called

confounders 
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This chapter is based on responses collected
through the National Survey on Malpractice
in Psychiatric Patient Care. The analysed
sample consists of 211 adult respondents (N =
211). For clarity and formal consistency
throughout the text, N refers to the total
number of survey participants, while n
indicates the size of specific subgroups
analysed. This section provides a systematic
description of the main socio-demographic,
clinical, and identity-related characteristics of
respondents, with the aim of making the
sample profile to which the evidence
presented in subsequent sections refers fully
transparent.

Respondent Position in Relation to
Diagnosis
In response to the question regarding
personal experience of one or more
psychiatric diagnoses included in the survey,
60% of respondents (n = 127) reported having
one or more of the listed diagnoses. A further
34% (n = 72) indicated that they completed
the questionnaire as a close person, family
member, or representative of an individual
with one or more psychiatric diagnoses. A
smaller proportion of the sample, equal to 5%
(n = 11), reported having none of the diagnoses
included in the survey and not belonging to
any of the above categories.

Relationship to the Person Concerned
Among respondents who completed the
survey in reference to another person, the
most frequently reported relationship was
that of a family member or legal guardian
(88%; n = 61), followed by partners or spouses
(13%; n = 9). Responses corresponding to
professional caregivers and to friends or
acquaintances were residual (n = 1 for each
category).

Basic Socio-Demographic Characteristics
Nine per cent of respondents (n = 18) reported
being aged between 18 and 24 years; 22% (n =
45) fell within the 25–34 age group; 23% (n =
48) within the 35–44 group; 21% (n = 43)
between 45 and 54 years; 17% (n = 35)
between 55 and 64 years; and 5% (n = 10)
between 65 and 74 years. No responses were
recorded from individuals under the age of 18
or aged 75 years and over. With regard to
gender identity, 80% of respondents (n = 160)
identified as female and 16% (n = 32) as male.
A further 2% of the sample (n = 3) identified as
non-binary or third gender, while an
additional 2% (n = 4) preferred not to disclose
their gender identity.
The vast majority of respondents reported
Italian as their first language (97%; n = 193).
The remaining 3% of the sample (n = 6)
indicated a different native language;
however, all respondents in this subgroup
reported feeling sufficiently confident in their
understanding of the questionnaire.
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3.1 Sample Characteristics

What Are Intersectional Data and Why Do
They Matter

Analysing data through an intersectional lens
means recognising that experiences of care
are not the same for everyone. Age, gender,
level of education, language, health
conditions, social status, and other
characteristics can significantly shape how a
person accesses services, whether they feel
heard, and how they experience their care
pathway.

Considering these factors together helps
avoid oversimplified interpretations and
allows for a clearer understanding of who is
more exposed to difficulties or inequalities.
Intersectional data therefore make visible
differences that might otherwise remain
hidden and help guide more equitable and
targeted interventions.
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Clinical Characteristics of the Sample
Among the 211 respondents included in the sample, 69.7% (n = 147) reported a diagnosis of
bipolar disorder type I or II. Other psychiatric diagnoses frequently reported included borderline
personality disorder (17.1%; n = 36), generalised anxiety disorder (12.3%; n = 26), obsessive–
compulsive disorder (11.8%; n = 25), and post-traumatic stress disorder (11.4%; n = 24). Additional
diagnoses reported included cyclothymia (9.5%; n = 20), major depressive disorder (9.0%; n = 19),
schizoaffective disorder (8.5%; n = 18), other personality disorders (8.1%; n = 17), panic disorder
(6.6%; n = 14), persistent depressive disorder (dysthymia) (3.8%; n = 8), and schizophrenia (3.3%; n =
7).

In response to the question regarding the presence of additional psychiatric diagnoses not
included in the main list, 23.1% of respondents (n = 49) reported one or more additional
psychiatric conditions, while 76.9% (n = 162) did not report further diagnoses. This finding
indicates the presence of multiple psychiatric diagnoses in a substantial proportion of the
sample. With regard to co-occurring health conditions, 35.2% of respondents (n = 70) reported
additional physical, neurological, or neuropsychiatric conditions, while 64.8% (n = 129) did not
report conditions of this type.

Diagnosis of the Person Concerned

0 20 40 60 80 100 120 140 160

Bipolar disorder (Type I/II)

Borderline personality disorder

Generalised anxiety disorder

Obsessive–compulsive disorder

PTSD

Cyclothymia

Major depressive disorder

Schizoaffective disorder

Other personality disorders

Panic disorder

Persistent depressive disorder (dysthymia)

Schizophrenia

147

36

26

25

24

20

19

18

17

14

8

7

3.1 Sample Characteristics

ASSOCIAZIONE ITALIANA BIPOLARI
SECOND REPORT – JANUARY 2025



Legal Status and Decision-Making Capacity
Only a very small proportion of respondents
(4 individuals, corresponding to 2%) reported
having experienced compulsory treatment
(TSO). The vast majority (195 individuals, 98%)
reported never having had such an
experience.

With regard to legal decision-making
capacity, 93% of respondents (n = 185)
reported having full decision-making capacity
at the time of completing the survey. A
further 7% of the sample (n = 14) indicated the
presence of limitations in this area.

Identity-Related and Intersectional
Variables
With regard to identity-related variables, 11%
of respondents (n = 21) identified as belonging
to an ethnic or cultural minority group, while
89% of the sample (n = 178) did not identify
with this category. In relation to sexual
orientation and gender identity, 15% of
respondents (n = 29) reported belonging to
the LGBTQ+ community, compared to 85% (n
= 170) who did not report such identification.
Regarding migratory status, 5% of the sample
(n = 9) identified as belonging to a minority
group based on migratory status, while 95%
(n = 190) did not report this condition.

Additional Psychiatric 
Diagnoses

No
76.9%

Yes
23.1%

Other conditions
(physical / neurological / 

neuropsychiatric)

No
64.8%

Yes
35.2%

Ethnic and Cultural 
Minority Status

No
89.4%

Yes
10.6%

LGBTQ+ Identification

No
85.4%

Yes
14.6%
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3.1 Sample Characteristics

CLINICAL CHARACTERISTICS
OF THE SAMPLE 
(COMORBIDITIES)

IDENTITY-RELATED AND
INTERSECTIONAL
 VARIABLES
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Religious or Spiritual Beliefs and Their Consideration in Care
A minority of respondents reported adherence to a religious or spiritual belief system (21%; n =
41), while the majority indicated that they did not identify with any form of such belief (71%; n =
141). A further 8% of the sample (n = 17) chose not to answer the question. Among the 42
respondents who specified a religious or spiritual belief or value system, the most frequently
reported identification was Christian (64.3%; n = 27). Buddhism was reported by 14.3% (n = 6),
while 19.0% (n = 8) indicated a spiritual reference other than those listed. One individual (2.4%; n
= 1) identified as a Jehovah’s Witness. No respondents reported Muslim, Jewish, Hindu, or Sikh
affiliations. With regard to the integration of religious or spiritual dimensions into the care
pathway, 71% of respondents reported that these aspects were not considered. Only 10%
indicated that such dimensions were actively taken into account, while 19% reported that the
question was not applicable to their situation.
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Education level
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Education Level
The educational level of the sample was heterogeneous. No respondents reported having no
formal education. Primary education levels were overall underrepresented: 1.5% of the
sample (n = 3) reported incomplete primary education, and 4.5% (n = 9) indicated completion
of primary school as their highest level of education. Incomplete secondary education was
reported by 9.5% of respondents (n = 19). The most frequently reported qualification was
completion of secondary education, held by 45.2% of the sample (n = 90). Vocational or
technical training was reported by 12.1% of respondents (n = 24). With regard to higher
education, 11.6% (n = 23) reported holding a bachelor’s degree, while 15.6% (n = 31) indicated a
master’s degree or equivalent postgraduate qualification. No respondents reported holding a
doctoral degree.

3.1 Sample Characteristics

ASSOCIAZIONE ITALIANA BIPOLARI
SECOND REPORT – JANUARY 2025



This section examines participants’ reported experiences in relation to access to mental health
services, the diagnostic process, and continuity of care over time.

These dimensions are considered together, as they represent closely interconnected phases of
the same care pathway, in which difficulties arising at one stage can have a significant impact
on the development and long-term stability of care.

Timely access to services, the quality of diagnostic assessment, and the system’s ability to
ensure continuity of care are key elements in the construction of coherent and sustainable
care pathways, particularly for people with complex or long-term clinical conditions.

The analyses presented in this section are based on participants’ responses to the relevant
questionnaire items addressing these areas. The number of responses included may vary
depending on the relevance of the questions, inclusion criteria, and completeness of
responses.
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3.2 Access, Diagnosis, and 
Continuity of Care
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Avoidance or Delay in Seeking Care Due to Concerns About Treatment Quality
Forty-five per cent of respondents (n = 95) reported having avoided or delayed seeking care
due to concerns about the quality of treatment. The remaining 55% (n = 116) indicated that they
had neither postponed nor avoided access to care for this reason.

Difficulties in Accessing Mental Health Care (N = 58; multiple responses)
Among respondents who reported difficulties in accessing mental health care, the most
frequently cited issue was the lack of availability of specialised services, reported by 44.8% (n =
25). Financial constraints were reported by 39.7% (n = 23), followed by long waiting times,
indicated by 36.2% (n = 20).

A substantial proportion of respondents identified stigma or fear of judgement as a barrier to
accessing care (32.8%; n = 19). Other, unspecified difficulties were reported by 25.9% (n = 15).
Geographic barriers, such as distance from clinics or hospitals, were reported by 17.2% (n = 10),
while cultural or language barriers were marginal (1.7%; n = 1).
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3.2 Access, Diagnosis, and 
Continuity of Care
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Systemic Problems That Made Access to Care Difficult
Among respondents who reported difficulties in accessing care, the most frequently cited
systemic issue was a lack of coordination between professionals, reported by 46.6% (n = 27). A
similar proportion, 44.8% (n = 25), reported a lack of clear information about available services,
resulting in difficulties navigating the care system.

Limited availability of economically affordable services was reported by 32.8% of respondents
(n = 18), while 24.1% (n = 14) indicated the presence of additional, unspecified systemic
problems. Bureaucratic barriers, such as difficulties related to referral systems or insurance
coverage, were reported by 8.6% of the sample (n = 5).

Within the same subgroup, 22.4% of respondents (n = 13) reported not having encountered
systemic problems in accessing care.
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Problems Encountered During the Diagnostic and Assessment Process (N = 197; multiple
responses)
Several difficulties emerged during the diagnostic and assessment process. The most
frequently reported issue was delayed diagnosis, indicated by 45.7% of respondents (n = 90),
pointing to delays in recognising or correctly interpreting symptoms.

A substantial proportion of participants also reported the absence of joint assessment with
other specialists (40.1%; n = 79), highlighting limited multidisciplinary integration during the
evaluation phase. Diagnostic oversimplification, defined as rapid diagnostic formulations
based on rigid and poorly contextualised criteria, was reported by 36.0% of respondents (n = 71).

Diagnostic underestimation, involving the attribution of symptoms to pre-existing conditions
or partial explanations, was reported by 31.0% (n = 61). Misdiagnosis emerged in 26.4% of
responses (n = 52). Overdiagnosis, understood as assigning a diagnosis in the presence of
normal behaviours or understandable reactions, was indicated by 14.7% of respondents (n = 29).
Stereotyped diagnosis, influenced by gender-related or other identity-based biases, was
reported by 10.7% (n = 21).

Within the sample, 22.8% of respondents (n = 45) reported not having experienced difficulties
during the diagnostic and assessment process.
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Problems Encountered During the
Diagnostic and Assessment Process

Explanation

Diagnostic overshadowing

Attributing a person’s symptoms to a pre-
existing condition or disability, while overlooking
the possibility of new or co-occurring medical or
psychiatric problems.

Diagnostic oversimplification
A diagnosis made too quickly by relying solely on
written criteria, without adequately considering
the person’s life history or lived experience.

Overdiagnosis

Assigning a diagnosis even when behaviour falls
within the normal range or represents an
understandable reaction to difficult life events,
such as bereavement or trauma.

Lack of joint assessment with other
specialists

The clinician did not collaborate with other
professionals (such as psychologists,
neurologists, or general practitioners) to gain a
more comprehensive understanding of the
clinical situation.

Stereotyped diagnosis
A diagnosis influenced by biases related to
gender, ethnicity, or a person’s appearance,
rather than by the individual’s actual symptoms.

Delayed diagnosis

A diagnosis made late because symptoms were
not recognised or were underestimated,
particularly when the person appeared to be
“functioning well”.
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Problems Encountered During the Clinical and Therapeutic Treatment Process (N = 198;
multiple responses)
A range of problems were reported during the clinical and therapeutic treatment process,
often occurring concurrently. The most frequently reported issue concerned the management
of side effects (57.1%; n = 113), with respondents indicating that monitoring and intervention
regarding adverse effects of pharmacological treatments were not always adequate. A second
highly recurrent issue was the lack of a multidisciplinary approach (53.5%; n = 106), reflecting
limited integration between pharmacological, psychotherapeutic, and educational
interventions. The use of standardised and impersonal treatments, not tailored to individual
needs, was reported by 40.9% of respondents (n = 81).

Excessive or inappropriate use of sedation was reported by 35.9% (n = 71). Polypharmacy that
was insufficiently assessed was indicated by 33.8% (n = 67), while overmedicalisation—defined
as the use of psychotropic medication in the absence of solid or proportionate clinical
indications—was reported in 33.3% of responses (n = 66). Incomplete or inadequate treatment
was reported by 28.3% of respondents (n = 56). Interventions perceived as coercive, including
compulsory hospitalisation or forced administration of medication, were reported by 23.2% (n =
46). Outdated treatments, based on obsolete protocols or not aligned with the most recent
evidence, were indicated by 21.7% (n = 43). Physical restraint was reported by 19.2% of
respondents (n = 38).

Psychotherapy perceived as inappropriate or harmful was reported by 18.7% (n = 37). Acute
events posing a threat to life, such as overdoses or severe clinical crises, were reported by 14.1%
(n = 28). Cases of death of the person concerned were reported by 1.0% of respondents (n = 2).
Within this subgroup, 12.6% of respondents (n = 25) reported not having experienced problems
during the clinical and therapeutic treatment process.
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Symptoms Overlooked Due to a Previous Diagnosis (N = 199)
Forty-nine per cent of respondents reported that some symptoms were overlooked because of
a previous diagnosis. Thirty-six per cent indicated that they had not experienced this situation,
while for 15% the question was not applicable.

Health Assumptions Based Solely on Clinical History (N = 199)
Fifty-eight per cent of respondents reported the perception that assumptions about their
health were made solely on the basis of their clinical history, without further assessment or
investigation. Thirty per cent did not recognise this experience, while 12% indicated that the
question was not applicable.
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Problems Encountered During the Clinical and
Therapeutic Treatment Process

Explanation

Overmedicalisation
Excessive use of psychotropic medication, including in the
absence of clear clinical evidence supporting the
treatment.

Inadequately assessed polypharmacy
Prescription of multiple medications simultaneously
without adequate assessment of combined effects and
drug interactions.

Forced treatments
Compulsory hospitalisation, involuntary treatment (TSO),
or administration of medication without genuinely
informed consent.

Outdated treatments
Use of obsolete protocols or practices that fail to respect
the person’s dignity, such as prolonged physical restraint
or interventions not aligned with current evidence.

Physical restraint
Immobilisation of the person without a genuine clinical
necessity, or used as a form of punishment.

Excessive or inappropriate use of sedation
Use of sedative medication to “silence” or “manage”
individuals considered difficult, rather than adopting
appropriate therapeutic strategies.

Standardised and impersonal treatment
Failure to adapt treatment to the individual needs of the
person.

Standardised and impersonal treatment
Absence of integrated care involving psychotherapy,
education, rehabilitation, and/or social interventions.

Inappropriate or harmful psychotherapy
Blaming approaches, methods lacking scientific validation,
or therapies imposed against the person’s will.

No treatment or incomplete treatment
Lack of adequate care or premature discontinuation of
treatment, particularly when the person is considered
“resistant” or “difficult”.

Negligent management of side effects
Side effects (such as extrapyramidal symptoms, sexual
dysfunction, or weight gain) that are overlooked,
minimised, or denied.

Acute event
An event that posed a threat to the person’s life, such as
overdose or medication intoxication, requiring urgent
medical intervention.
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Access, Diagnosis, and Continuity of Care: Overall Picture

This section brought together participants’ reported experiences related to access to mental
health services, the diagnostic pathway, and continuity of care over time. Taken together,
responses indicated that these phases were not experienced as separate steps, but as
interconnected elements of a single care pathway. The data suggested that difficulties did not
cluster at one specific point; rather, they tended to recur and reinforce one another,
contributing to care experiences that were frequently fragmented or discontinuous.

Difficulties in Accessing Services

Critical issues emerged already at the point of access to services. Many participants reported
organisational barriers, long waiting times, and difficulties in understanding where to seek
help or how to navigate the system. A substantial proportion also reported having delayed or
avoided seeking care due to concerns about the quality of the services available. Among those
who encountered concrete obstacles, the most frequently reported difficulties included a lack
of specialised services, financial barriers, and prolonged waiting times, often compounded by
unclear information and a pervasive sense of disorientation. Within this context, poor
coordination between professionals emerged as a key systemic factor limiting effective access
to care.

Challenges in the Diagnostic Process

The diagnostic and assessment phase was similarly characterised by significant challenges.
The most frequently reported issue concerned delayed diagnosis, which in some cases
extended over several years. This was often accompanied by limited integration between
professionals and approaches, with assessments perceived as overly simplified or insufficiently
attentive to the person’s overall clinical and personal history. Some participants reported
experiences of symptom minimisation, misdiagnosis, or diagnoses shaped by stereotypes
rather than by thorough and comprehensive evaluation. A smaller proportion of respondents,
however, reported not having encountered major difficulties during this phase.

Clinical Treatment and Therapeutic Management

During treatment, the most critical area concerned the management of side effects, which
was often described as inadequate or insufficiently monitored over time. This issue was
frequently linked to the absence of a multidisciplinary approach and to the use of standardised
treatment strategies perceived as poorly tailored to individual needs. With varying frequency,
participants also reported experiences of excessive sedation, insufficiently assessed
polypharmacy, overmedicalisation, and treatment approaches considered incomplete or
outdated.
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Interventions Experienced as Coercive or Not Shared

Some participants reported interventions that were experienced as imposed, including
compulsory hospitalisations or the forced administration of medication, which had a negative
impact on their overall care experience. In a smaller proportion of cases, accounts also included
acute clinical events or particularly severe outcomes.

Continuity of Care and Transitions Between Services

A further critical issue concerned continuity of care over time. The experiences collected
highlighted difficulties in maintaining stable clinical reference points and in effectively
managing transitions between different phases or services within the care pathway. These
discontinuities affected perceptions of coherence and reliability of care, making it more
difficult to build trust and to develop a shared therapeutic plan.

Symptom Underestimation and Diagnostic Rigidity

Across all phases of the care pathway, there was a strong and recurrent reporting of new or
clinically relevant symptoms being overlooked because of a pre-existing diagnosis. Many
participants described the feeling that assessments were shaped primarily by past clinical
history, without further investigation or updating. This approach contributed to a perceived
lack of personalisation of care and to a sense of not being adequately heard.

Taken together, the data showed that difficulties within mental health care pathways were
not isolated episodes, but recurred across access, diagnosis, and treatment. The overall
picture pointed to continuity, coordination, and personalisation of care as central areas of
fragility, despite the diversity of individual experiences within the sample.

The evidence presented was based on responses to the specific questionnaire items
addressing these areas; the number of responses included may have varied depending on the
relevance of the questions and the completeness of the responses provided.
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This section examines participants’ reported experiences in relation to the clinical relationship,
communication practices, and the informed consent process within psychiatric care. The
quality of the relationship between individuals and healthcare professionals—together with
the clarity of the information provided and the degree of involvement in decision-making—
represents a central element in the effectiveness, adherence, and sustainability of care
pathways. The evidence presented in this section is based on responses to the questionnaire
items specifically addressing these aspects and allows observation of how the clinical
relationship and communication are experienced across different care settings. The number of
responses included may vary depending on question characteristics and the completeness of
responses.

Pharmacological Treatment Only (N = 199)
Fifty per cent of respondents reported having been treated exclusively with medication. A
further 47% indicated that they had also received other forms of intervention, while for 4% the
question was not applicable. With regard to the discussion of alternative treatment options,
55% of respondents reported that possibilities beyond pharmacological treatment—such as
psychotherapy or lifestyle modifications—were considered. By contrast, 39% indicated that
such options were not discussed, while 6% reported that they did not recall whether this
aspect had been addressed.

37

3.3 Clinical Relationship,
Communication, and Consent

Were you treated 
only with 

medication?

Yes
49.7%No

46.7%

Non applicabile
3.5%

Were alternative 
treatment options 

discussed with you?

Yes
54.8%

No
39.2%

I don't remember
6%

Treatments or tests 
recommended 

without explanation 
of their necessity

No
53.3%

Yes
37.7%

Not applicabile
9%

Did you feel 
pressured to accept 

treatments or 
medications you 

were not 
comfortable with?

Yes
59.3%

No
32.2%

Non so
8.5%

Were you given 
instructions or clear 
plans for a follow up 

after your 
treatment?

No
69.8%

Yes
16.6%

I don’t know / I
don’t remember

13.6%

Involvement in Decision-Making and Adequacy of Treatment

Strongly agree Agree Neutral Disagree Strongly disagree

Did you have enough time to evaluate the options and ask questions
before starting treatment?

Do you believe that the number or type of recommended treatments
was excessive or unnecessary?

ASSOCIAZIONE ITALIANA BIPOLARI
SECOND REPORT – JANUARY 2025



Involvement in Decision-Making and
Adequacy of Treatment (N = 198)
With regard to the perceived time available to
evaluate treatment options and ask questions
before starting treatment, 19.7% of
respondents expressed agreement or strong
agreement, while 26.8% reported a neutral
position. The majority, accounting for 53.6%,
expressed disagreement or strong
disagreement, indicating that they did not
feel sufficiently involved in the decision-
making process.

Concerning the adequacy of the number or
type of recommended treatments, 36.4% of
respondents expressed agreement or strong
agreement, 31.3% reported a neutral position,
and 32.3% expressed disagreement or strong
disagreement. Overall, while a portion of
respondents evaluated the proposed
treatments as adequate, a substantial share
reported limited involvement in decision-
making during the phases preceding the
initiation of treatment.

Pressure to Accept Treatments or
Medications
Fifty-nine per cent of respondents reported
having felt pressured to accept treatments or
medications they were not comfortable with.
Thirty-two per cent indicated that they had
not experienced this situation, while 9%
reported that they did not know or did not
remember.

Problems in the Clinician–Patient
Relationship (N = 196; multiple responses)
Several problematic elements were reported
in the clinician–patient relationship, often
occurring concurrently.

The most frequently reported issue
concerned lack of empathy or insufficient
listening, indicated by 61.2% of respondents (n
= 120), with relationships described as cold,
judgmental, or distant.

Lack of continuity of care, associated with
frequent changes of therapists or the absence
of a structured follow-up, was reported by
43.4% of respondents (n = 85). An approach
perceived as dehumanising, focused primarily
on symptoms rather than on the person, was
reported by 41.3% (n = 81).

Issues related to communication and consent
also emerged with notable frequency. The
perception that informed consent was not
fully ensured, due to the use of medical
language that was difficult to understand or
to imposed decisions, was reported by 37.2%
of respondents (n = 73). Patient-blaming
attitudes were reported by 36.7% (n = 72).

Clinical gaslighting, understood as the
minimisation or questioning of reported
experiences, was reported by 31.1% of
respondents (n = 61). Difficulty openly
addressing topics such as suicide and self-
harm, described as silence or the presence of
taboos, was reported by 30.1% (n = 59).
Differences in treatment related to social or
cultural status were less frequent but still
present, and were reported by 7.7% of
respondents (n = 15).

Within the sample, 17.3% of respondents (n =
34) reported not having experienced
problems in their relationship with healthcare
professionals.
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Emotional or Psychological Support During Treatment (N = 200)
With regard to the availability of emotional or psychological support during treatment, 58.5%
of respondents (n = 117) reported not having received any form of support. A further 19.5% (n =
39) indicated that support was provided spontaneously, without the need to request it, while
17.5% (n = 35) reported that support was offered only after an explicit request. For 4.5% of
respondents (n = 9), the question was not applicable. Overall, the data indicate that for a
substantial proportion of the sample, emotional or psychological support did not constitute a
meaningful component of the treatment pathway.

Listening, Respect, and Person-Centred Care (N = 198)
With regard to the consideration of personal values, preferences, and individual needs within
treatment, responses show a predominance of neutral or negative positions. Eighteen point
three per cent of respondents expressed agreement or strong agreement that these aspects
were adequately taken into account, while 33.0% reported a neutral position. By contrast,
48.7% expressed disagreement or strong disagreement, indicating a limited perception of
person-centred care within the treatment pathway.

A similar pattern emerges with respect to the time dedicated by healthcare professionals to
listening to and addressing individuals’ concerns. In this case, 24.8% of respondents expressed
agreement or strong agreement that sufficient time was devoted to listening, 23.2% reported a
neutral position, and 52.1% expressed disagreement or strong disagreement. Overall, more
than half of respondents reported negative evaluations regarding the quality and adequacy of
listening received during their treatment experience.
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Problems Identified within Institutions and the Healthcare System (N = 196; multiple
responses)
At the institutional and healthcare system level, respondents reported several critical issues.
The most frequently mentioned concerned overcrowded services and staff shortages, reported
by 53.1% of respondents (n = 104), with direct consequences for the time available to patients
and the overall quality of care.

A similarly high proportion of respondents reported a lack of collaboration with the broader
social support network, including family members, friends, and community-based services
(52.6%; n = 103), as well as the absence of structured rehabilitation pathways (52.0%; n = 102).
These findings point to care models that are often limited to acute phases, with significant
challenges in ensuring continuity of care over time.

Unacceptably long waiting times, particularly for first appointments or access to specialist
services, were reported by 43.9% of respondents (n = 86). Inappropriate or premature
discharges, involving a return home without adequate support, were reported by 30.1% (n = 59).

Additional concerns included negligent conditions within care settings, such as unsafe
environments or inadequate hygiene standards (25.5%; n = 50), and lack of privacy, related to
insufficient confidentiality in the handling of clinical information or consultations conducted in
non-protected settings (24.5%; n = 48). Barriers to access, including linguistic, economic,
cultural, or bureaucratic obstacles, were reported by 10.2% of respondents (n = 20). Within the
sample, 15.8% of respondents (n = 31) reported no institutional or system-level problems.
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Involvement and perceived usefulness of
multiple professionals in care (n = 200;
usefulness assessment n = 149)
With regard to the involvement of multiple
healthcare professionals in the care pathway,
62.0% of respondents (n = 124) reported that
their care included more than one
professional figure. By contrast, 35.0% (n = 70)
indicated that their care did not involve
multiple professionals, while 3.0% (n = 6)
reported that they did not know or did not
recall.

Among respondents who evaluated the
usefulness of involving multiple professionals,
42.3% (n = 63) expressed a positive
assessment, indicating that multidisciplinary
work was beneficial to their treatment.
Conversely, 41.0% (n = 61) reported that such
involvement was not perceived as useful,
while 16.8% (n = 25) indicated that they did not
know or did not recall.

Overall, these findings show that, although
the involvement of multiple healthcare
professionals is relatively common,
perceptions of its usefulness are mixed. This
suggests that the mere presence of a
multidisciplinary team does not necessarily
translate into an experience perceived as
effective or well coordinated.
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Clinical relationship, communication, and informed consent: overview
The data collected in this section provided a detailed account of how participants experienced
the clinical relationship, communication with healthcare professionals, and the informed
consent process. Responses revealed the presence of recurring patterns alongside a non-
uniform distribution of reported issues, with markedly different experiences across the sample.

Treatment framework and therapeutic options
With regard to treatment planning, a clear polarisation emerged between exclusively
pharmacological pathways and approaches that also included other forms of intervention. The
opportunity to discuss therapeutic options beyond medication alone was reported in a
substantial proportion of cases, but it did not appear to be a systematic practice. A comparable
share of participants reported that such alternatives were not discussed. This finding
highlighted significant variability in how information was provided and in the degree of
dialogue around therapeutic choices.

Involvement in decision-making processes
Analysis of involvement in therapeutic decision-making indicated that the most frequently
reported experience was the perception of insufficient time to consider proposed options and
to ask questions prior to treatment initiation. Assessments of the appropriateness of
recommended treatments were distributed across positive, neutral, and negative evaluations,
with no clear predominance of favourable judgments. Overall, a central theme emerged:
involvement in decision-making was often limited in the phases preceding treatment
initiation, regardless of respondents’ ultimate views on the adequacy of the therapies
proposed.

Perceived pressure and informed consent
Consistent with the findings on decision-making involvement, the perception of pressure to
accept treatments or medications that were not fully shared or agreed upon represented one
of the most frequently reported experiences in this section. This element stood out among the
data related to communication and informed consent, clearly outweighing responses
indicating the absence of such pressure.

Relationship with healthcare professionals
Regarding the relationship between healthcare professionals and patients, analysis of
multiple-response items revealed a clear hierarchy among reported issues. The most
frequently cited concern was a lack of empathy and attentive listening. This was followed—at
lower but still substantial frequencies—by a lack of continuity of care and the adoption of
approaches perceived as dehumanising and primarily symptom-focused. Issues related to
communication and informed consent occupied an intermediate position within this overall
pattern.
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Experiences of informed consent perceived as incomplete, instances of patient blame, and the
minimisation of reported lived experiences were widespread. Difficulties in openly addressing
topics such as suicide and self-harm emerged with slightly lower frequency. Differences in
treatment related to social or cultural status were reported less often. A minority of
respondents reported no issues in their relationship with healthcare professionals.

Listening, respect, and person-centred care
Responses concerning listening, respect, and person-centredness reinforced this overall
pattern. Neutral and negative evaluations were more frequent than positive ones, both in
relation to the consideration of personal values, preferences, and individual needs, and to the
time dedicated to listening and addressing concerns. Across both dimensions, positive
assessments represented the least frequent responses.

Institutional and system-level issues
At the institutional and health system level, the most frequently reported issues related to
service overcrowding and staff shortages. Closely following, with similar frequencies, were the
lack of collaboration with the person’s social support network and the absence of structured
rehabilitation pathways. Waiting times perceived as unacceptable occupied the next position,
followed by discharges considered inappropriate or premature. Conditions of neglect within
care settings and issues related to the protection of privacy were reported less frequently.
Barriers to access of a linguistic, economic, cultural, or bureaucratic nature were the least
frequently reported area. As in other sections, a minority of participants reported no
institutional or system-level problems.

Multidisciplinary involvement
Finally, with regard to the involvement of multiple professionals in the care pathway, the data
indicated that such involvement was reported more often than its absence. However, among
those who assessed its usefulness, positive and negative evaluations were distributed almost
evenly. This finding pointed to substantial heterogeneity in reported experiences and to a lack
of consistency in how the effectiveness of multidisciplinary work was perceived.
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This section examines the experiences reported by participants in relation to practices
perceived as inappropriate and to violations of rights occurring throughout psychiatric care
pathways. Respect for self-determination, fundamental rights, and procedural safeguards
represents an essential foundation of care, particularly in contexts marked by power
asymmetries and heightened vulnerability.

The analyses presented are based on responses to the questionnaire items specifically
addressing these issues and allow for an examination of how such practices are experienced
and interpreted by individuals within mental health services. The number of responses
considered may vary depending on the relevance of the questions and the completeness of
the responses.

Violations of  rights and self-determination (N = 192; multiple response)
A substantial number of respondents reported experiences consistent with violations of
human rights and self-determination within the context of care. The most frequently reported
issue concerns a lack of information about one’s rights, indicated by 47.9% of respondents (n =
92).

Exclusion from decision-making processes, with no active involvement in care-related choices,
was reported by 37.0% of respondents (n = 71). Decisions perceived as paternalistic, made
without the direct involvement of the person concerned, were indicated by 35.9% (n = 69).
Episodes of institutional stigma—where a psychiatric diagnosis influenced access to rights or
the type of treatment received—were reported by 32.3% of respondents (n = 62).

Experiences of abuse of power or psychological coercion, including implicit pressure or veiled
threats, were reported by 28.6% (n = 55). Treatments carried out without consent perceived as
genuinely informed, even when formally legitimate, were indicated by 20.3% of respondents (n
= 39). Excessive control over private life, including restrictions on personal relationships or
individual choices, was reported by 14.6% (n = 28).

Overall, 31.3% of respondents (n = 60) reported not having experienced violations of human
rights or self-determination. Taken together, the data indicate that many participants
associate their care experiences with practices perceived as limiting autonomy, dignity, and
the ability to actively participate in decisions affecting their lives.
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3.4.2 Conclusion – Inappropriate
Practices and Violations of Rights
Perceived Inappropriate Practices and Violations of Rights

The data presented in this section described how participants experienced and understood
practices perceived as inappropriate or as violations of rights and self-determination within
psychiatric care pathways. Responses showed a varied pattern of experiences, with different
issues reported more or less frequently across the sample.

Information about rights and participation in decision-making

The most frequently reported issue concerned the lack of information about one’s rights. This
emerged clearly across responses, suggesting that unclear, insufficient, or inaccessible
information represented one of the main problems identified by participants. With slightly
lower but still substantial frequency, respondents reported being excluded from decision-
making processes and experiencing decisions perceived as paternalistic. Together, these
experiences reflected limited involvement of individuals in decisions concerning their own
care.

Institutional stigma and power imbalances

Another set of experiences, reported with intermediate frequency, related to episodes of
institutional stigma. In these cases, a psychiatric diagnosis was perceived as influencing access
to rights or shaping the type of treatment received. At similar levels of frequency, participants
described situations experienced as abuse of power or psychological pressure. These accounts
referred to implicit pressure, veiled threats, or relationships perceived as unbalanced, even in
the absence of formally coercive measures.

Consent perceived as not genuinely informed and control over private life

Reported less frequently, but still present within the sample, were experiences of treatments
carried out without consent perceived as genuinely free and informed, even when such
treatments were formally legitimate. Participants also described forms of control experienced
as excessive over their private lives, including restrictions on personal relationships or
individual choices. Although less common than other issues, these experiences contributed to
outlining how violations of self-determination were lived and interpreted.

Absence of violations and variability of experiences

Alongside reports of practices perceived as inappropriate, a non-negligible proportion of
participants stated that they did not experience violations of rights or self-determination
within their care pathways. This finding highlighted the wide variability of experiences within
the sample.
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3.4.2 Conclusion – Inappropriate
Practices and Violations of Rights
Overall, among participants who reported negative experiences, practices perceived as
inappropriate are mainly concentrated in how information is provided, how people are
involved in decision-making, and how power is managed within the care relationship. More
direct forms of control or restriction of personal life are reported less often.
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This section examines the subjective outcomes and health-related consequences reported by
participants in relation to their care experiences. Beyond traditional clinical outcomes, care
pathways can have significant effects on psychological, physical, and relational wellbeing, as
well as on overall quality of life, both in the short and long term. The evidence presented in this
section is based on responses to questionnaire items specifically addressing these dimensions
and allows these impacts to be observed from the direct perspective of those involved. The
number of responses considered may vary depending on the nature of the questions and the
completeness of the responses.

Impacts on health and personal well-being
The responses highlight significant and heterogeneous consequences for participants’ health
and well-being, affecting physical, cognitive, emotional, relational, and sexual domains. With
regard to permanent health damage (N = 109), the most frequently reported outcome is
persistent cognitive impairment, accounting for 33% of responses.

This is followed by other permanent effects not attributable to a specific category (27%) and
permanent physical disability (20%). Medication-induced metabolic disorders, such as diabetes
or hypertension, account for 14% of reports, while chronic neurological problems, including
movement disorders or extrapyramidal syndromes, are reported in 6% of cases.

Temporary health damage also emerges as widespread. Among the reported outcomes (N =
151), reversible but highly debilitating side effects—such as nausea, dizziness, or rapid weight
gain—represent the largest share (42%). Temporary cognitive or motor impairments account
for 30% of responses, while unspecified temporary effects fall into the “other” category (12%).
Transient metabolic alterations associated with pharmacological treatments are reported in
9% of cases, and medication intoxications requiring urgent medical intervention in 6%.

In the emotional, relational, and sexual domains (N = 156), the most frequently reported impact
is a worsening of self-esteem or self-image, indicated in 34% of responses. This is followed by
reduced or lost libido and sexual desire(27%) and social isolation, either aggravated by or
directly resulting from the care experience, reported in 20% of cases.
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Subjective outcomes and consequences for health

The data presented in this section provided a detailed overview of the subjective outcomes
and health-related consequences reported by participants in relation to their care experiences.
Responses showed a varied distribution of impacts across multiple dimensions of wellbeing,
with different levels of severity and duration.

Permanent harm to health

With regard to permanent harm to health, the most frequently reported outcome was
persistent cognitive impairment. This category represented the most commonly reported form
of long-term harm. It was followed, at a moderate level of frequency, by permanent effects not
clearly attributable to specific categories and by permanent physical disability. Metabolic
disorders associated with pharmacological treatments and chronic neurological problems
were reported less often, remaining present but comparatively less common outcomes within
this area.

Temporary harm to health

Temporary harm to health appeared to be widespread and was characterised by a broad range
of manifestations. The most frequently reported outcome in this category consisted of
reversible but highly burdensome side effects, such as severe physical symptoms or significant
weight changes. Less frequently reported were temporary impairments in cognitive or motor
functioning. Unspecified temporary effects and transient metabolic disturbances followed in
the distribution of responses. Medication intoxication requiring urgent medical intervention
represented the least frequently reported category among temporary harms.

Emotional, relational, and sexual impacts

At the emotional, relational, and sexual level, the data revealed a clear pattern of reported
impacts. The most frequently described experience was a worsening of self-esteem or self-
image. This was followed by a reduction or loss of libido and sexual desire. Social isolation,
described as being worsened or directly linked to the care experience, was reported less often.
Taken together, these dimensions outlined a set of consequences primarily affecting
subjective wellbeing and interpersonal relationships.

Overall, the descriptive analysis indicated that the consequences reported by participants
spanned multiple levels of severity and duration. Both permanent outcomes and temporary
effects emerged, with a substantial impact on cognitive, physical, and emotional–relational
domains.
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This section analyses the care settings and phases of the care pathway in which participants
place their experiences of malpractice or inappropriate practices.

Identifying the settings and moments in which such episodes occur is a relevant element for
understanding the organisational and institutional dynamics that may facilitate their
emergence or limit their recognition.

The analyses presented are based on responses to the questionnaire items dedicated to these
aspects and allow observation of how experiences are distributed across different services and
stages of the care pathway. The number of responses considered may vary depending on the
relevance of the questions and the completeness of responses.

First-Contact Healthcare Services (N = 159; multiple responses)
Reports of malpractice are particularly prevalent in first-contact healthcare services, indicating
that critical issues may arise already in the initial phases of access to care. The most frequently
reported setting is psychiatric emergency services, which account for 34% of reports (n = 89).
This is followed by hospital emergency departments, indicated in 30% of cases (n = 77), and
general practitioners, reported in 21% of responses (n = 54). Psychiatric emergency ambulances
(118 services) account for 11% of reports (n = 28), while out-of-hours medical services are
indicated in 5% of cases (n = 12). Taken together, these data show that malpractice is not
confined to specialist or advanced care settings, but may already emerge at the point of first
access, with potential consequences for the subsequent course of the care pathway.

51

3.6 Contexts in Which Inappropriate
Practices Occurred

First-contact healthcare 
services

Experiences of inappropriate 
practices

0 20 40 60 80 100

Psychiatric emergency services

Hospital emergency department

General practitioner

Emergency medical services (psychiatric ambulance)

Out-of-hours medical service

89

77

54

28

12

ASSOCIAZIONE ITALIANA BIPOLARI
SECOND REPORT – JANUARY 2025



Outpatient and specialist settings (N = 172; multiple responses)
Within outpatient and specialist care settings, reports are widely distributed and concern both
public and private services. The most frequently reported setting is the Community Mental
Health Centre (CMHC), accounting for 49% of reports (n = 84). This is followed by outpatient
psychiatric consultations, in either public or private settings, reported in 47% of cases (n = 80),
and experiences with private psychiatrists, indicated in 34% of responses (n = 59). Smaller
proportions concern public-sector psychologists (16%, n = 28) and Community Psycho-Social
Centres (CPS), reported in 13% of cases (n = 22). Assessments related to disability benefits or
Law 104 account for 9% of reports (n = 15), while research facilities are marginal (2%, n = 3). The
category “other” represents 19% (n = 33) of responses and includes outpatient contexts not fully
captured by the predefined options. Overall, these data indicate that inappropriate practices
are also present in ongoing and specialist care settings, and not exclusively in emergency
situations.

Residential and community-based facilities (N = 107; multiple responses)
In residential and community-based facilities, reports of inappropriate practices are more
strongly concentrated in services responsible for managing acute phases and coercive
measures. Psychiatric Acute Inpatient Units (SPDC) represent the most frequently reported
setting, accounting for 46% of reports (n = 71). Involuntary treatment orders are reported in 28%
of cases (n = 43), while conditional voluntary treatment is indicated in 21% of responses (n = 33).
Psychiatric evaluations for courts and forensic assessments account for 4% of reports (n = 6),
while REMS (secure residential facilities for the execution of security measures) are marginal
(1%, n = 1). Overall, these findings show that inappropriate practices tend to cluster in residential
settings linked to crisis management, inpatient care, and restrictive measures, with significant
implications for self-determination and the subjective experience of care.
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3.6 Contexts in Which Inappropriate
Practices Occurred

Stage of the care pathway in which inappropriate practices occurred (N = 177; multiple
responses)
Responses show that reported inappropriate practices are distributed across different stages
of the care pathway, rather than being confined to a single moment. The most frequently
reported stage is the treatment phase, including therapy or medication management,
indicated by 68.9% of respondents (n = 122). Initial assessment or the diagnostic process
represents another critical phase, reported by 55.9% of respondents (n = 99), suggesting that
difficulties may emerge already at the earliest points of contact with services. Crisis
intervention settings are reported by 48.0% of respondents (n = 85), while issues occurring
during follow-up or subsequent care are indicated by 46.9% (n = 83), showing that critical
issues may persist beyond the acute phase of treatment.

Discharge planning and transitions between services are reported by 32.2% of respondents (n =
57), highlighting a specific vulnerability during handovers and care reorganisation. Finally, 11.9%
of respondents (n = 21) refer to other stages not captured by the predefined options. Overall,
these data indicate that inappropriate practices are not limited to a single phase of the care
pathway, but may occur at multiple and sometimes overlapping points, revealing a pattern of
vulnerabilities across the entire continuum of care.
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Care settings and stages of the care pathway

The analysis of data related to care settings made it possible to situate the inappropriate
practices reported by participants across a range of services and at different moments along
the care pathway. Reports were not concentrated in a single, clearly defined context, but were
distributed across multiple areas of the healthcare system.

First-contact healthcare services

Within first-contact services, reports were primarily concentrated in settings dedicated to
emergency management. Psychiatric emergency services emerged as the most frequently
reported context, followed by hospital emergency departments. General practitioners were
mentioned less often, while psychiatric emergency ambulances and out-of-hours medical
services were reported more rarely. This distribution indicated that experiences of
inappropriate practices were already present at the earliest stages of access to care, in
environments characterised by high operational pressure and limited time availability.

Outpatient and specialist settings

In outpatient and specialist settings, reports were widespread and not limited to a single type
of service. Community Mental Health Centres represented the most frequently reported
context. These were followed by outpatient psychiatric consultations in both public and private
settings, as well as experiences with private psychiatrists. Public-sector psychologists and
Community Psycho-Social Centres were reported less often. Assessments related to disability
benefits or Law 104, as well as research facilities, occupied a marginal position in the
distribution of responses. The proportion of responses classified as “other” further indicated the
presence of a wide range of outpatient contexts not fully captured by the predefined
questionnaire options. Overall, these findings showed that inappropriate practices were also
reported within services intended for ongoing and continuous care.

Residential and community-based facilities

With regard to residential and community-based facilities, reports were predominantly
concentrated in contexts responsible for crisis management and inpatient care. Psychiatric
Acute Inpatient Units (SPDC) represented the most frequently reported setting. These were
followed by involuntary psychiatric treatment and, at lower frequencies, conditional voluntary
treatment. Psychiatric consultations in judicial contexts and secure residential facilities for the
execution of security measures were mentioned only rarely. This distribution placed reported
experiences primarily within settings characterised by higher levels of care intensity and
greater restrictions, highlighting their relevance for issues of self-determination and the
subjective experience of care.
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Stages of the care pathway

The analysis of care pathway stages showed that reported inappropriate practices were
distributed across different moments of care. The treatment phase, understood as the
management of therapy and medication, was the most frequently indicated stage. This was
followed by the initial assessment or diagnostic process and by crisis intervention. Issues
reported during follow-up and subsequent care were also widely represented. Transitions
between services and discharge planning were indicated less often, while other stages not
captured by the predefined options accounted for a residual proportion.

Taken together, these data described a distribution of reported inappropriate practices
spanning first-contact services, outpatient settings, residential facilities, and multiple stages of
the care pathway. Rather than being confined to a single area, inappropriate practices
appeared across the continuum of care.

55

3.6.1 Conclusion – Contexts in Which
Inappropriate Practices Occurred

ASSOCIAZIONE ITALIANA BIPOLARI
SECOND REPORT – JANUARY 2025



This section examines the temporal and geographical placement of the episodes reported by
participants, as well as the consequences described in terms of health, well-being, and
personal life. The temporal and contextual dimensions of these experiences are important for
understanding how such episodes fit into individuals’ care histories and into the functioning of
services over time. The evidence presented is based on responses to the questionnaire items
addressing these aspects and allows for a systematic examination of these dimensions. The
number of responses considered may vary depending on the characteristics of each question
and the completeness of responses.

Year in which the reported episode occurred (N = 178)
Reported episodes are distributed across a broad time span, from 2000 to 2025, with a
progressively increasing concentration in more recent years. The early 2000s account for
relatively small proportions: the year 2000 is reported in 4.5% of cases (n = 8), while 2001 and
2002 each account for 2.2% (n = 4). The year 2003 represents 2.8% (n = 5), 2004 and 2005 each
account for 3.9% (n = 7), 2006 for 3.4% (n = 6), and 2007 for 4.5% (n = 8). From 2008 onwards, a
gradual increase is observed: both 2008 and 2012 are reported in 6.2% of responses (n = 11),
2009 in 5.1% (n = 9), 2010 in 6.7% (n = 12), and 2011 in 5.6% (n = 10). During the period 2013–2015,
reports increase further, with 2013 and 2015 each indicated in 9.6% of cases (n = 17) and 2014 in
7.9% (n = 14). From 2016 onwards, a marked concentration of reported experiences emerges.
The years 2016 and 2019 each account for 18.0% of reports (n = 32), 2017 for 19.7% (n = 35), and
2018 for 22.5% (n = 40). The most recent years show the highest proportions: 2020 is reported in
24.2% of cases (n = 43), 2021 in 27.0% (n = 48), 2022 in 29.2% (n = 52), 2023 in 37.1% (n = 66), and
2024 in 36.0% (n = 64). The year 2025, ongoing at the time of data collection, is reported in 21.3%
of responses (n = 38). Overall, the temporal distribution highlights a clear concentration of
reported experiences in more recent years.

Region in which the reported episode occurred (N = 178)
Reports of inappropriate practices or healthcare-related shortcomings are distributed across
most of the national territory, with higher concentrations in certain regions. Lombardy is the
most frequently reported region, accounting for 23.6% of reports (n = 42). This is followed by
Apulia, reported by 11.2% of respondents (n = 20), and Tuscany, with 9.0% (n = 16). Piedmont
accounts for 7.9% of reports (n = 14). A group of regions shows similar proportions: Veneto,
Liguria, Lazio, and Abruzzo are each reported by 6.2% of respondents (n = 11). Emilia-Romagna,
Campania, and Sardinia each account for 3.9% of reports (n = 7). Lower proportions are
observed for Friuli Venezia Giulia and Marche (2.2% each; n = 4), Umbria and Calabria (1.7%; n =
3), and Trentino–Alto Adige/Südtirol, Basilicata, and Sicily (1.1%; n = 2). Valle d’Aosta is reported in
a single case (0.6%), while no reports are recorded for Molise. Overall, the geographical
distribution indicates that reported experiences are not confined to a single area of the
country, but involve many regions, with higher concentrations in more densely populated
areas and those with a greater volume of healthcare services.
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3.7.1 Conclusion – Time, Location, and
Consequences of the Reported Episode
Temporal and geographical distribution of reported episodes

From a temporal perspective, reported episodes were distributed across a wide time span,
ranging from the early 2000s to the period in which data collection took place. The earliest
years included a relatively small number of reports, while from the late 2000s onwards there
was a gradual increase in the number of experiences attributed to subsequent years. This
pattern became particularly clear from 2016–2017 onwards, with a growing concentration of
reports in more recent years and a substantial proportion of experiences located between 2020
and 2024. The current year was also represented, although with fewer reports than in the
immediately preceding years, taking into account that data collection did not cover the full
year. Overall, the data described a distribution weighted towards more recent years, while still
including experiences reported over a period of more than twenty years.

Geographical distribution of reported episodes

With regard to geographical location, reports were distributed across a wide portion of the
national territory. Some regions accounted for a higher number of reported episodes.
Lombardy emerged as the most frequently indicated region, followed by a group of regions
with intermediate levels of reporting, including Apulia, Tuscany, and Piedmont. Several other
regions showed similar but lower proportions of reports, while some were represented by very
small numbers or single cases. Taken together, the data described a broad territorial
distribution, involving regions in Northern, Central, and Southern Italy, without indicating a
concentration limited to specific geographical areas.

Interpretative limits of temporal and geographical data

It is important to note that the temporal and geographical information collected referred
solely to the year and the region in which respondents located the reported episode. These
data did not allow reconstruction of changes over time, nor did they permit estimation of
incidence, prevalence, or year-to-year variation. Similarly, the geographical distribution did not
allow conclusions about the actual spread of inappropriate practices at the regional level, nor
comparisons between territories, as it reflected only the location of episodes reported by the
survey sample.

Overall, the descriptive analysis outlined a picture in which reported experiences were
predominantly located in more recent years and distributed across many Italian regions.
What emerged was a broad temporal and territorial spread of reports, which situated
participants’ experiences in context without allowing conclusions about trends over time or
about the true distribution of the phenomenon across regional settings.
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This section examines participants’ perceptions and evaluations of the attitudes and
behaviours of healthcare staffencountered throughout their care pathways. Elements such as
respect, listening, availability, and communication style play a central role in shaping the care
experience, trust in services, and the possibility of building an effective therapeutic alliance.
The analyses presented here are based on responses to questionnaire items specifically
addressing these aspects and allow insight into how these dimensions are experienced across
different care settings. The number of responses considered may vary depending on the
relevance of the questions and the completeness of responses.

Direct consequences of inappropriate practices on health and well-being (N = 179; multiple
responses)
Responses indicate that the reported inappropriate practices are, in most cases, associated
with substantial consequences at the clinical, psychological, social, and relational levels. The
most frequently reported outcomes concern mental well-being: 60.9% of respondents report
an increase in psychological distress, while 60.3% associate the experience with a worsening of
psychiatric symptoms. A significant impact also emerges in relation to the care system itself.
Loss of trust in the healthcare system is reported by 58.1% of respondents, while a more
generalised loss of trust in all helping professionals (including doctors, psychologists, and
educators) is reported by 45.8% of the sample. Consistently, 44.1% report avoidance of, or fear
related to, accessing future healthcare services, suggesting a potential disruption in continuity
of care.

Responses further show a frequent association with avoidable clinical deterioration. Nearly half
of respondents (49.2%) report the onset of acute crises or relapses, while 34.1% report severe
side effects that were ignored, minimised, or inadequately managed. Additionally, 30.2% report
outcomes consistent with trauma-related or post-traumatic stress symptoms. The
consequences for daily functioning and social life are also widely represented. Increased social
isolation is reported by 41.3% of respondents, while 41.9% report negative impacts on work or
education, including prolonged absences, job loss, or interruption of studies. Loss of autonomy
or functional regression is reported by 32.4% of the sample. At the relational level, 30.2% report
a breakdown of family or personal relationships, while 27.9% report increased stigma or
discrimination following the experience. Treatment discontinuation or withdrawal from care is
reported by 30.7% of respondents, highlighting a further point of vulnerability in care
trajectories. Economic consequences are also significant: 33.0% report financial burdens,
including costs related to alternative treatments, uncovered medications, or legal assistance.
Smaller proportions report forced interruption of previously effective treatments (5.6%) or
involvement in judicial proceedings perceived as unnecessary or unjustified (6.1%). A minority
of respondents (4.5%) report no consequences, while 10.6% indicate other outcomes not
captured by the predefined categories.
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Overall, the distribution of responses shows that the reported inappropriate practices are
associated, for the majority of respondents, with multiple and co-occurring consequences,
affecting both mental health and social functioning, as well as the relationship with healthcare
services. As this was a multiple-response question, the percentages reflect the frequency with
which specific consequences were reported within the sample and do not constitute
estimates of incidence or prevalence in the general population.
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negative evaluations of the relational
experience. A total of 59.1% of respondents
expressed agreement with the statement
(agree: 30.1%; strongly agree: 29.0%),
indicating a perceived presence of
judgemental attitudes on the part of
healthcare staff. Disagreement responses
were comparatively limited: 11.9% reported
disagreement and 5.7% strong disagreement
(17.6% overall). A further 23.3% of respondents
selected a neutral position. Overall, this
distribution suggests that for a substantial
proportion of the sample, interactions with
healthcare staff were experienced as
evaluative or stigmatising, with potential
negative effects on the quality of the
therapeutic relationship, open
communication, and individuals’ willingness
to express needs, difficulties, or symptoms
authentically.

Perceived disrespectful or degrading
behaviours by healthcare staff (N = 177)
For the statement “Healthcare staff were
disrespectful or degrading towards me,”
responses indicate a considerable prevalence
of experiences perceived as harmful to
personal dignity. Overall, 48.6% of
respondents agreed with the statement
(strongly agree: 26.3%; agree: 22.3%), reporting
behaviours considered disrespectful or
degrading during the course of treatment.
Disagreement responses were less frequent:
18.3% reported disagreement and 8.6% strong
disagreement (26.9% overall). A further 24.6%
of respondents selected a neutral position.
The distribution of responses suggests that a
substantial proportion of the sample
perceived communication styles or 

Perceived empathy in the care relationship
(N = 177)
In response to the statement “Healthcare staff
demonstrated empathy toward me,” the
findings point to an overall critical assessment
of the relational dimension of care. Negative
evaluations predominate: 27.3% of
respondents strongly disagree and 21.6%
disagree, resulting in a total of 48.9% who did
not perceive empathy in staff behavior.
Positive evaluations are less frequent: 19.9%
agree and 4.0% strongly agree (23.9% overall).
A non-negligible proportion of respondents
selected a neutral position (27.3%), suggesting
experiences perceived as ambivalent, variable,
or not clearly interpretable in terms of
emotional support received.

Perceived suspicion and distrust in
healthcare staff behavior (N = 177)
Regarding the statement “Healthcare staff
showed suspicion or distrust toward me,”
responses indicate a substantial presence of
attitudes perceived as distrustful within the
care relationship. A majority of respondents
(52.8%) reported agreement (agree: 33.3%;
strongly agree: 19.5%), indicating that they
perceived suspicion or lack of trust on the
part of healthcare staff.  Disagreement
responses are considerably less frequent, with
13.8% disagreeing and 6.3% strongly
disagreeing (20.1% overall), while 27.0% of
respondents reported a neutral position.

Perceived judgmental attitudes in
interactions with healthcare staff (N = 177)
In response to the statement “Healthcare staff
appeared judgmental toward me,” the
findings show a marked imbalance toward 
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Agreement responses are less frequent: 24.7%
of respondents report agreement or strong
agreement (agree: 10.9%; strongly agree:
13.8%). A further 28.2% selected a neutral
position.

Perceived pressure in treatment-related
decision-making (N = 177)
For the statement “I felt under pressure from
healthcare staff when making decisions
about my treatment,” the distribution of
responses shows a predominance of
agreement. A total of 50.3% of respondents
fall within the agree or strongly agree
categories (agree: 25.7%; strongly agree:
24.6%), indicating that approximately half of
the sample perceived pressure during the
decision-making process related to their
treatment. Disagreement responses account
for 21.1% overall (disagree: 16.0%; strongly
disagree: 5.1%), while 28.6% of respondents
selected a neutral position.

behaviours incompatible with a respectful,
person-centred approach, with potential
implications for feelings of safety, trust in
professionals, and the overall quality of the
therapeutic relationship.

Minimisation or dismissal of reported
symptoms (N = 177)
For the statement “Healthcare staff
minimised or ignored my symptoms,” the
response distribution shows a clear
predominance of agreement. A total of 56.9%
of respondents reported agreement or strong
agreement (agree: 31.3%; strongly agree:
25.6%), indicating that more than half of the
sample perceived their symptoms as being
downplayed, devalued, or insufficiently
acknowledged during treatment.
Disagreement responses account for 21.0%
overall (disagree: 16.5%; strongly disagree:
4.5%), while 22.2% of respondents selected a
neutral position. Overall, responses are
markedly skewed towards agreement, with a
non-negligible proportion of neutral positions
and a minority who did not report this
experience.

Perceived exaggeration of reported
symptoms by healthcare staff (N = 177)
In response to the statement “Healthcare staff
exaggerated my symptoms,” the distribution
of responses shows a predominance of
disagreement. A total of 47.2% of respondents
report disagreement or strong disagreement
(disagree: 32.8%; strongly disagree: 14.4%),
indicating that nearly half of the sample did
not perceive an amplification of their
symptoms by healthcare staff.

62

3.8 Attitudes and Experiences with
Healthcare Staff

ASSOCIAZIONE ITALIANA BIPOLARI
SECOND REPORT – JANUARY 2025



Emotional Maltreatment by Healthcare
Staff (N = 177)
For the statement “I experienced emotional
maltreatment by healthcare staff (e.g. being
mocked or ignored when I asked for help),”
the distribution of responses shows a
predominance of agreement. A total of 50.6%
of respondents fall into the agree or strongly
agree categories (28.2% and 22.4%,
respectively), indicating that approximately
half of the sample reports having experienced
events consistent with emotional
maltreatment during treatment.
Disagreement accounts for 35.1% overall
(disagree: 18.4%; strongly disagree: 16.7%),
while 14.4% express a neutral position.

Perceived Improvement in Mental Health
Following Treatment (N = 177)
Responses to the item concerning
improvement in mental health are
predominantly concentrated in the
disagreement categories. Nearly half of the
sample (49.7%) report not having observed an
improvement attributable to the treatment
received (disagree: 15.4%; strongly disagree:
34.3%). Positive evaluations are less frequent
(29.1% overall), while 21.1% of respondents
report a neutral position.

Perception of Being Labelled as Extreme or
Irrational Behaviour (N = 177)
In response to the statement “I felt I was
treated as if my behaviour were extreme or
irrational,” responses show a clear
concentration in the agreement categories.
More than half of the sample (56.6%) report
agreeing or strongly agreeing (34.3% and
22.3%, respectively), while disagreement is less
frequent (21.7% overall; disagree: 12.6%; 

Adequacy of Privacy in Communication
with Healthcare Staff (N = 177)
For the statement “I had sufficient privacy to
speak freely with healthcare staff,” responses
are distributed heterogeneously across
categories. A total of 39.8% of respondents
express a positive evaluation (agree: 28.4%;
strongly agree: 11.4%). Disagreement accounts
for 32.9% of the sample overall (disagree:
17.6%; strongly disagree: 15.3%), while 27.3% of
respondents report a neutral position.

Physical Maltreatment by Healthcare Staff
(N = 177)
For the statement “I experienced physical
maltreatment by healthcare staff (e.g. being
physically restrained without my consent),”
the distribution of responses shows a
predominance of disagreement. A total of
65.9% of respondents fall into the disagree or
strongly disagree categories (22.0% and
43.9%, respectively), indicating that the
majority of the sample does not report having
experienced this type of event. Agreement
accounts for 21.9% overall (agree: 9.8%;
strongly agree: 12.1%), while 12.1% express a
neutral position.

Verbal Maltreatment by Healthcare Staff (N
= 177)
For the statement “I experienced verbal
maltreatment by healthcare staff (e.g. being
called offensive names),” the distribution of
responses shows a predominance of
disagreement. A total of 58.1% of respondents
fall into the disagree or strongly disagree
categories (23.0% and 35.1%, respectively).
Overall agreement accounts for 24.7% of the
sample (agree: 13.2%; strongly agree: 11.5%),
while 17.2% express a neutral position.
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strongly disagree: 9.1%). A further 21.7% of
respondents express a neutral position.

Inappropriate Physical Contact by
Healthcare Staff (N = 177)
For the statement “I was touched
inappropriately by healthcare staff,” the
majority of responses fall within the
disagreement categories. Overall, 71.3% of
respondents report disagreeing or strongly
disagreeing (22.4% and 48.9%, respectively),
while agreement is less frequent (14.9%
overall; agree: 4.6%; strongly agree: 10.3%). A
total of 13.8% of respondents express a neutral
position.
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Strongly agree Agree Neutral Disagree Strongly disagree

Healthcare staff demonstrated empathy towards me.

Healthcare staff showed suspicion or distrust towards me.

Healthcare staff appeared judgemental towards me.

Healthcare staff were disrespectful or degrading towards me.

Healthcare staff minimised or ignored my symptoms.

Healthcare staff exaggerated my symptoms.

I felt under pressure from healthcare staff when making
decisions about my treatment.

I had sufficient privacy to speak freely with healthcare staff.

I experienced physical mistreatment by healthcare staff (for
example, being physically restrained without my consent).

I experienced verbal mistreatment by healthcare staff (for example,
being called offensive names).

I experienced emotional mistreatment by healthcare staff (for
example, being mocked or ignored when asking for help).

I experienced an improvement in my mental health as a result of
the treatment received.

I felt treated as if my behaviour were extreme or irrational.

I was touched in an inappropriate way by healthcare staff.
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Attitudes and Experiences with Healthcare Staff
The data collected in this section provided a detailed account of how participants perceived
the attitudes, behaviours, and relational approaches of healthcare staff encountered
throughout their care pathways. Overall, responses showed a varied distribution of
experiences, with a clear predominance of critical evaluations across several areas, alongside
heterogeneous positions within the sample.

Direct consequences of inappropriate practices on health and well-being
With regard to the direct consequences of practices perceived as inappropriate on health and
well-being, the majority of participants associated these experiences with multiple and
overlapping outcomes. The most frequently reported consequences concerned a deterioration
in mental wellbeing and psychiatric symptoms. These outcomes were accompanied by a
marked impact on the relationship with the healthcare system. In particular, loss of trust in
health services and the extension of mistrust to all helping professionals emerged as highly
common, together with fear of, or refusal to, seeking care again in the future. Alongside these
elements, a substantial proportion of participants reported acute crises or clinical relapses,
severe side effects that were inadequately managed, and outcomes consistent with stress- or
trauma-related conditions.

Impact on daily functioning and social life
The impact on daily functioning was reported with high frequency and affected multiple areas
of life. Among the most commonly reported outcomes were increased social isolation and
difficulties in work or educational settings. These were followed by loss of autonomy or forms
of functional regression. At the relational level, participants reported breakdowns in family or
personal relationships and a worsening of experiences of stigma or discrimination. Treatment
discontinuation or abandonment also represented a recurrent outcome. Financial
consequences, related to healthcare expenses, medications, or legal support, were widely
reported. Forced interruption of previously effective treatments and judicial involvement
perceived as unnecessary were indicated less often. A minority of participants reported no
consequences or outcomes not captured by the predefined categories.

Empathy, trust, and the relational climate
At the relational level, evaluations of empathy pointed to an overall pattern weighted towards
negative or mixed perceptions. A substantial proportion of participants did not recognise
empathic behaviour on the part of healthcare staff, while positive evaluations were less
frequent. The presence of a notable share of intermediate responses suggested experiences
perceived as variable or inconsistent, depending on the setting and the professionals involved.
Perceptions of suspicion, distrust, and judgemental attitudes emerged particularly strongly. 
In these domains, agreement responses clearly outweigh disagreement, indicating that a
significant portion of the sample experienced the care relationship as marked by mistrust,
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evaluation, or stigmatisation. Here again, intermediate responses reflect non-uniform
experiences; however, the overall weight of critical evaluations remains predominant.

Disrespectful behaviours, decision-making pressure, and privacy
With regard to disrespectful or degrading behaviours, reports indicated a substantial presence
of experiences perceived as undermining personal dignity, although with a more varied
distribution compared to other areas. By contrast, perceptions of symptom exaggeration by
healthcare staff showed a more balanced pattern, with a predominance of disagreement and a
sizeable proportion of neutral responses, making this one of the least polarised aspects.

Perceived pressure in treatment-related decision-making was instead widely reported and
stood out among the most frequently cited critical issues. Assessments of privacy in
communication presented a mixed picture, with a relatively even distribution of positive,
negative, and neutral judgements, suggesting highly variable experiences across different care
contexts.

Mistreatment and perceived treatment outcomes
Responses concerning physical mistreatment and inappropriate physical contact showed a
predominance of disagreement, indicating that these experiences were not among the most
frequently reported. Emotional mistreatment, however, was widely reported and ranked
among the most prevalent relational experiences. Verbal mistreatment occupied an
intermediate position, with a notable share of critical evaluations, though less pronounced
than those related to emotional mistreatment.

Finally, perceptions of mental health improvement following treatment were predominantly
negative, with a substantial proportion of participants not recognising any benefit attributable
to the care received. Consistently, feeling labelled as exhibiting extreme or irrational behaviour
emerged as a frequent experience and stood out among the most clearly reported critical
aspects.

Overall, the data depicted perceptions of healthcare staff attitudes and behaviours
characterised by a predominance of experiences perceived as disrespectful, judgemental, or
coercive, and associated with multiple consequences for wellbeing, daily functioning, and the
relationship with services. At the same time, the distribution of responses highlighted marked
heterogeneity of experiences within the sample.
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04. Bipolar Disorder:
Beneath the Tip of the
Iceberg – An Analysis of
Real-World Experiences
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Addressing communication in bipolar disorder is not simply useful: it is a clinical and
human priority. Even today, many people with psychiatric disorders are treated as if
they were patients with acute physical conditions, through standardised, impersonal,
and often cold forms of communication. Brief, protocol-driven phrases that might
appear neutral in a general medical context can instead have a significant negative
impact on the psychological wellbeing of a person with bipolar disorder.

In the case of a physical condition, such as a fractured limb, the quality of
communication certainly affects the patient’s subjective experience, but it does not
alter the direct clinical outcome: with appropriate treatment, the arm heals. In
psychiatric care, by contrast, the way therapeutic dialogue is conducted profoundly
influences the course of treatment. Communication perceived as cold, judgemental,
or rushed can be emotionally destabilising, increase distrust toward professionals, and,
in more delicate cases, trigger a worsening of the clinical picture.

In bipolar disorder, the relational and communicative dimension is an integral
part of therapy. The goal is not merely to provide information, but to create a safe,
welcoming, and non-stigmatising framework in which the patient can feel
recognised as a person, rather than reduced to a diagnosis. Empathy, respect, and
human warmth are not optional elements: they form the foundations of an
effective and sustainable therapeutic relationship.

High-quality communication fosters trust, encourages collaboration, and supports
adherence to treatment. It enables individuals to express what they are truly
experiencing, to anticipate early warning signs of crisis, and to share their experiences
more accurately, thereby improving the quality of available clinical information.
Moreover, it helps preserve a sense of dignity, identity, and agency—dimensions that
are often undermined in more institutionalised care settings.
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For mental health professionals, developing disorder-specific communication
skills reduces the risk of conflict, improves clinical effectiveness, and helps
prevent avoidable critical situations. For family members, understanding the
importance of genuine, non-judgemental listening can be decisive in everyday
relationships, particularly during the most unstable phases of the disorder.

Recognising the central role of communication in the treatment of bipolar disorder
means moving beyond a narrow, reductionist view of care toward an integrated
approach that acknowledges the emotional, relational, and social dimensions of
mental health. It means clearly affirming that words, tone, listening, and presence are
not secondary or supportive elements, but core components of care itself. Thoughtful
and attentive communication is the foundation for building strong therapeutic
alliances, supporting meaningful recovery pathways, and safeguarding the dignity
and wellbeing of people living with a complex psychiatric condition.

The campaign “Bipolar Disorder: Beneath the Tip of the Iceberg” is the first
national initiative promoted by the Associazione Italiana Bipolari, created with the
explicit aim of improving understanding of bipolar disorder and fostering a
concrete, ongoing dialogue between people with lived experience, mental health
professionals, and civil society.

The campaign is grounded in a reflection that has guided our work from the outset:
knowing the clinical definition of bipolar disorder does not equate to understanding
what it is like to live with it. Professionals are often well equipped to identify
symptoms, but less accustomed to listening to people in the full complexity of their
lived experience. Depressive, manic, and mixed episodes are described in technical
terms, while relational contexts, invisible suffering, and the identity-level
consequences of these experiences are too often overlooked.

In 2025, in collaboration with Telefono Amico, we began designing a dedicated
training programme for volunteers responding to crisis situations. The starting point
was a public survey addressed to people diagnosed with bipolar disorder. Hundreds of
responses were collected on what helps and what worsens experiences across
different phases of the condition. This material generated a rich body of insights,
which were subsequently reorganised into a structured thematic analysis. From this
process, the campaign emerged.
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“Bipolar Disorder: Beneath the Tip of the Iceberg” is not a traditional information
campaign, but a space for listening and reflection. We did not begin with what we
wanted to say, but with what people needed to tell. We chose to place real
experiences at the centre—words that hurt or help, and the ways in which
communication can shape the course of the illness, trust in care, and the ability to ask
for help.

The campaign ran for one month and was conducted entirely online through the
Associazione Italiana Bipolari’s Instagram channel, which reaches over 1,800 followers.
Participation was open and voluntary, with the aim of collecting first-hand accounts
from people diagnosed with bipolar disorder about what had been helpful—and what
had been harmful—during different phases of the condition.

This initiative is addressed to multiple audiences.
For people with bipolar disorder and their families, it offers a space to share lived
experience and to feel represented in a way that is accurate, respectful, and free
from distortion or oversimplification.
For mental health professionals, it provides a free, practical training resource that
is immediately applicable in clinical practice and grounded in real-world data.
For the general public, it offers an opportunity to move beyond prejudice and
misinformation, and to engage more closely with a reality that is often
misunderstood.
For the media, it proposes a different language for talking about bipolar disorder—
one that is respectful, precise, and detached from stereotypes

The aim of the campaign is not only to raise awareness,
but to contribute to a tangible shift in how bipolar

disorder is perceived and addressed across different
contexts—clinical, familial, social, and educational. The

title itself points to what so often remains unseen:
unspoken emotions, difficult communication, and the

invisible wounds that accumulate beneath the surface.

04. Bipolar Disorder: Beneath the Tip of the
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Experiences
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Method and Analytical Framework

The analysis presented in this chapter is based on textual materials collected through
open-ended questions and spontaneous contributions shared via the social media
channels of the Associazione Italiana Bipolari. This mode of data collection made it
possible to capture a wide range of lived experiences, language patterns, and
expressed needs directly voiced by people with bipolar disorder, in an anonymous
format and without mediation through structured researcher–participant interaction.
The material was analysed using a qualitative thematic analysis approach, aimed at
identifying recurring elements, interpretative categories, and communicative patterns
that are emotionally and relationally salient. The focus was not placed on clinical
content in a narrow sense, but on the meanings attributed to words received and on
the impact that specific communicative styles can have across different phases of the
disorder (depression, mania or hypomania, mixed states, psychosis, and suicidal
ideation).

The exploratory and unstructured nature of the data collection carries important
methodological implications. In particular, the analysis is strongly dependent on how
participants chose to formulate and position their responses. Linguistically similar
phrases may appear across different macro-themes—for example, within both
harmful and protective forms of communication—not due to analytical inconsistency,
but because they were used with different intentions, emotional contexts, and
meanings by participants themselves. This type of material does not always allow for
the detection of subtle nuances related to tone, irony, prior relational history, or the
situational context in which a statement was delivered. A more in-depth
reconstruction of these dimensions would require the use of semi-structured
interviews or other more formal qualitative methods specifically designed to explore
intentionality, context, and meaning in a systematic way.

Consequently, the themes presented in this chapter should not be understood as
rigid or exhaustive categories, but as interpretative groupings derived from recurring
patterns within the collected narratives. The reappearance of similar elements across
different sections reflects the complexity of lived experience and the inherently
relational nature of language in psychiatric care. The aim of this analysis is not to
provide a definitive taxonomy of communication in bipolar disorder, but to make
visible those linguistic practices that, from the perspective of the people involved, are
most frequently associated with experiences of protection or harm. In this sense, the
chapter is conceived as a practical and educational tool, grounded in lived experience,
intended to support listening, relational practice, and communicative awareness
within care settings.
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Depression —“Talk to Me. Don’t Let Me Disappear.

The depressive phase of bipolar disorder represents one of the most complex,
painful, and fragile expressions of the condition. It is not merely a lowering of mood,
but a systemic collapse of vital energy, sense of self, and the ability to make
meaning of reality. In this state, communication—from family members, friends,
healthcare professionals, or colleagues—takes on a critical role. It can function as a
source of connection and containment, or become a disintegrating force that
amplifies suffering, exclusion, and suicidal ideation.

The thematic analysis that follows is based on a systematic examination of first-
hand accounts related to the depressive phase of bipolar disorder, with particular
attention to forms of communication experienced as harmful or, conversely, as
supportive. The themes identified do not emerge as static categories, but as
interconnected systems that together convey a layered picture of depressive
vulnerability. Words can invalidate subjective experience or restore its dignity; they
can sever the bond—or help preserve it.

The analysis is structured around three main macro-themes, each subdivided into
sub-themes that illustrate recurring communicative patterns. A final cross-cutting
theme explores the role of identity and shame in relational dynamics during crisis.
The aim is not merely descriptive, but interpretative: to illustrate the underlying
mechanisms of each communicative mode, their psychological and relational
consequences, and the ways in which they can shape the trajectory of suffering.

4.1. Phase 1: Depression —
“Talk to Me. Don’t Let Me Disappear.”
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