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Abstract

Despite ongoing criticism, the practice of involuntary admissions to locked units remains widespread
globally. In this paper, we focus on secure units within residential social care institutions in Slovenia,
which are intended to provide special protection for individuals deemed dangerous to themselves or
others. We conducted semi-structured individual and group interviews with institutional management,
secure unit staff, and residents in all secure units across the country. The findings reveal three key
issues. First, the spatial congregation of residents within secure units tends to exacerbate, rather than
reduce, risk. Second, instead of addressing the specific risks that prompted admission, secure units often
implement generalized restrictions aimed at maintaining internal safety. Third, the overall institutional
structure significantly limits the provision of individualized care and constrains both staff and resident
agency. Although secure units are formally defined as protective environments, the study suggests that
they function primarily as institutional containers. As such, they are not only in violation of human
rights but are also ineffective in fulfilling their intended purpose due to inherent institutional limitations.

We argue that secure units should be abolished and replaced by community-based services.
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Introduction

Since the mid-20th century, social movements, es-
pecially those led by people with disabilities, have
advocated for the right to live in the community,
rather than in institutions. This stance has been giv-
en special emphasis by article 19 of the Convention
on the Rights of Persons with Disabilities (CRPD)
and continuously by the activities of the Commit-
tee on the Rights of Persons with Disabilities.>

Despite the significance of the CRPD, its
implementation has faced substantial challenges
and obstacles? In practice, people’s rights are often
not upheld, particularly for people with the most
intensive needs, who are frequently denied the
opportunity to live in the community and instead
remain segregated in institutional settings.* This
remains the case despite increased research atten-
tion in recent decades on restrictive and coercive
practices and a broad international consensus
on the need to reduce their uses While some dis-
agreement persists regarding the circumstances
under which nonconsensual treatment may be
permissible, there is universal agreement that such
treatment must not be justified on the basis of dis-
ability or perceived disability.® Despite a growing
body of evidence suggesting that such practices
can be significantly reduced or even abolished alto-
gether, institutionalization and coercion continue
to serve as cornerstones of contemporary mental
health services’

Social work and other helping professions in
mental health are characterized by an immanent
contradiction between care and control. This ten-
sion marks a point of collision between divergent
social and ethical positions and mirrors the dual
mandate of these professions.® On one hand, prac-
titioners are tasked with supporting individuals in
becoming as independent as possible within soci-
ety, while on the other hand, they simultaneously
exercise responsibilities on behalf of the state that
represent a form of social control. This contra-
diction has been well documented in scholarship
addressing risk, institutional care, and coercive
practices.

This paper is based on qualitative research
conducted in locked “secure units” within residen-

tial social care institutions (RSCIs) in the Central
European country of Slovenia. These settings offer
a valuable context for examining how care and
control operate in practice within institutional
environments.

The paper pursues two aims. First, its scholarly
aim is to examine the implications of “care” deliv-
ered behind closed doors for both residents and
staff. This inquiry is urgent from a scientific point
of view because this type of care is highly neglected
in research while at the same time representing the
most intrusive and restrictive “support” setting for
people with disabilities. Second, the paper has a
practical objective. Given that our research is guid-
ed by human rights and social justice perspectives,
we aim to analyze the limitations of institutional
care in secure units to inform and influence chang-
es toward a rights-based mental health policy and
to support the development of community-based
alternatives. To address these dual aims, we ask the
following research questions: (1) How does formally
coercive care in secure units shape care practices?
and (2) What effects does formally coercive care in
secure units have on residents?

The service and legal national context

Mental health services in Slovenia are marked by
a division between acute treatment in psychiatric
hospitals and long-term placement in RSCIs. The
number of beds in psychiatric hospitals began to
decline in the 1970s, as long-term patients were
increasingly transferred to RSCIs that had been
established after the Second World War. Today,
Slovenia—a country with around two million in-
habitants—still relies heavily on institutional forms
of care. As of 2023, 4,565 children and adults with
intellectual and mental disabilities lived in RSCIs,
with the vast majority (75%) living in facilities
housing more than 25 residents.”

Institutional care in Slovenia, as defined
by the Social Care Act, encompasses all forms of
assistance provided in an institution, by another
family, or in another organized setting that replac-
es or supplements the functions of a person’s home
and family. This includes, in particular, accom-
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modation, organized meals, care, and health care.
RSCIs provide institutional care for adults with
intellectual and psychosocial disabilities. RSCIs
predominantly consist of open units, where only
voluntary placements are permitted under the So-
cial Care Act. However, most of these institutions
also include locked “secure units.”

Locked units are not a recent phenomenon
in Slovenia. RSCIs in which secure units operate
today were traditionally—until the early 2000s—
entirely closed, with residents’ movement restricted
and departure from the institution permitted only
with staff authorization. In addition, RSCIs had
various prototypes of secure units serving different
functions, such as admission units, units for per-
sons with “challenging behavior,” and units used
for disciplinary purposes.

The first Mental Health Act, adopted in 2008,
defined secure units within RSCIs as the only
setting in which the formal deprivation of liberty
was permitted. As stated in the act’s explanatory
memorandum, the key principles underlying this
formalization were proportionality, the use of the
least restrictive measures, and the requirement that
restrictions be imposed solely on the basis of a court
decision.” As we demonstrate in our paper, how-
ever, this legalization did not achieve its intended
effect. While RSCIs formally opened their doors,
closed and restrictive spaces within them—secure
units—were preserved.”

Slovenia represents a rather unique legal
situation in Europe since we are not aware of any
other European country where it is possible to
formally deprive persons of their liberty if they
are not in need of acute psychiatric treatment. In
most countries in which deprivation of liberty
in the social care sector is lawful, it is regulated
through mental capacity legislation according to
which a person can be formally detained if they
lack capacity to consent.®* However, formal social
care detention internationally largely applies to
“community settings,” while the Mental Health
Act applies to detention in psychiatric—that is,
medical—institutions.™

According to the Mental Health Act, a secure
unit is a unit in a social care institution (e.g., an

J. SKRABAN AND A. KAPUS /| GENERAL PAPERS, 113-124

RSCI) where people, due to their needs, receive
continuous special protection and care and cannot
leave the institution of their own free will (article
2(17)).% As established in article 74, admission to a
secure unit requires meeting the following cumula-
tive criteria: the person has completed or does not
need acute psychiatric treatment; the person re-
quires continuous care and protection that cannot
be provided elsewhere; the person poses a danger
to themselves or others; the danger results from a
mental disorder impairing their judgment and be-
havior control; the danger cannot be mitigated by
other forms of care; and the person meets the other
conditions for admission to a RSCI. Admission to
secure units may be either voluntary or involuntary
under the Mental Health Act. Additionally, the use
of mechanical restraints with belts and seclusion is
permitted (article 29).

Detention in secure units therefore regulates
living arrangements (and is not intended to “cure”
a “mental illness,” as is the case with mental health
detention), which makes it aligned with the stated
rationale of social care detention internationally.®
However, the fact that it is implemented within a
social care institution may be explained by the
institutional model, which predominated in Slove-
nian social care since the aftermath of the Second
World War.

In Slovenia, there are 13 secure units within
six RSCIs, with a total capacity of 187 beds.” The
average number of beds per unit is 14.4 (minimum
5, maximum 24). In 2023, 69% of the units were op-
erating over capacity, with an average occupancy of
130%. Single rooms are rare; most rooms accommo-
date two or three residents. Because the doors are
kept closed, the units are often spatially cramped,
with limited common areas.

Secure units have received limited research
attention to date, a gap that this paper seeks to
address. A legal analysis conducted as part of
this research found that secure units significantly
violate the rights enshrined in the CRPD.* Quanti-
tative data further reveal concerning trends: a high
rate of involuntary admissions (98%), a substantial
proportion of residents deprived of their legal
capacity (67%), and two dominant pathways to
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admission—44% of residents were admitted follow-
ing discharge from psychiatric hospitals and 34%
were transferred from open units within the same
RSCI.® The data also point to prolonged confine-
ment in secure units, with an average duration of
64 months and a notably low discharge rate (14%),
particularly to community-based settings.

In this paper, we draw on findings from the
research project “Transformation of Secure Units
into Community Services for Adults and Children
with Disabilities”—the first national-level study
focused on secure units within RSCIs. The study
addresses a significant gap in qualitative data
concerning secure units, particularly in relation
to the discrepancy between their legally defined
role under the Mental Health Act and their imple-
mentation in practice. We seek to illuminate the
everyday realities of life within secure units, with
specific attention to institutional practices, obsta-
cles to individualized care, and limitations on user
autonomy.

Methods

We conducted qualitative research in secure units.
We gathered empirical data in all six RSCIs with
secure units in Slovenia. In each RSCI, we con-
ducted semi-structured group interviews with the
institutional management (directors, heads of staff,
and head nurses) and staff members in secure units
(nurses, social care assistants, and social workers).
We also conducted individual semi-structured
interviews with heads of the unit and group or in-
dividual semi-structured interviews with residents
in secure units.

We constructed interview guidelines for each
target group. Interview guidelines for the mem-
bers of institutional management included the
following themes: the history of the institution’s
secure units; challenges in managing the secure
units; views about the role of secure units in the
system of health and social services; and views on
the future of secure units. Interview guidelines
for the staff members in secure units included the
following themes: users’ needs before and during

placement in a secure unit and for a successful dis-
charge; methods of and approaches to care; the use
of seclusion and restraint; examples of successful
interventions; and collaboration with other actors.
Interview guidelines for the heads of secure units
included the following themes: spatial character-
istics of the secure units; organizational aspects
of care; information about the staff; and the role
of secure units within the institution. Interview
guidelines for users included the following themes:
life before the placement; the perception of every-
day life at the unit; and hopes for future.

A total of 30 members of institutional man-
agement, 31 secure unit staff members, 10 heads of
secure units, and 30 residents in secure units par-
ticipated in the study. Interviews with institutional
management were conducted without sampling,
as the intention was to include all members of the
management team. For interviews with staff mem-
bers in secure units, we sought participation from
key roles, including the head of the unit, a social
worker, a nurse, and a social care assistant. In the
case of residents within secure units, we employed
a more flexible, convenience sampling approach.
Upon entering the unit, we spent time engaging
with residents and explaining the purpose of the in-
terview. We interviewed only those who expressed
interest in participating. Interviews took place in
a location of their choice within the unit, without
the presence of staff members. Additionally, we
conducted rapid participant observation (up to two
hours) in each secure unit. We produced thick de-
scriptions immediately after each observation.

Data collection lasted from March to Sep-
tember 2024. Interviews were audio recorded and
transcribed. In a few cases in which participants
(mostly residents) did not want to be audio record-
ed, a thick description of the interview was written.
We analyzed the data using thematic analysis.

All participants received information about
the study and provided either their written or oral
informed consent. The study was granted ethics
approval by the University of Ljubljana Faculty
of Social Work Ethics Committee (approval no.
033-3/2023-26).
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Results

Theme 1: Congregation of residents and
consequent problems

Residents of secure units represent a highly diverse
population, with the sole common denominator
being that they meet the legal requirements for
involuntary placement—namely, that they pose a
danger to themselves or others. This heterogeneity
is often perceived by staff as a significant chal-
lenge: “There is the problem that our secure units
are too mixed. There are people with addictions,
older people, younger people, and each needs spe-
cific support, and also people who have had forensic
treatment” (head of staff).

The accumulation of residents with diverse
needs has numerous consequences, ranging from
minor everyday challenges in the provision of care
to serious safety issues: “There is a woman with
intellectual disability. She is undressing herself and
there is a young guy after forensic treatment who
can get irritated by a smallest thing” (head nurse).

This congregation of people in closed space
complicates the provision of care; it also sig-
nificantly impacts the daily life within the unit
and can lead to increased tensions and frequent
disturbances. A resident of a secure unit reported
that “we hardly get any rest because we have no
room for it, only in seclusion room you can be alone,
but there is always a camera.” Rapid participant ob-
servation in secure units clearly showed that these
problems are structural in nature and depend less
on how the units are arranged, the type of spaces
they offer, how modern or welcoming these spaces
are, or how overcrowded they are.

In some cases, tensions escalate into the use
of restrictive practices. In one unit, staff reported a
case of a resident constantly banging on the door,
throwing himself on the floor, crying, and scream-
ing for hours on end. Staff reported:

In the case of our loud resident who disturbs the
whole unit—in most cases we put him in the
seclusion room for the very reason of protecting
him. We withdraw him so that he does not get hurt
by other residents. Sometimes we do it more to calm
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the whole unit down, to leave him alone and to get
him to back off. (head of secure unit)

Theme 2: Controlling risk in secure units

Generalized restrictions. In order to manage po-
tential risks, all secure units implement generalized
restrictions, which include the prohibition of belts,
shoelaces, cables and cords, and any object that
could potentially cause injury. In some units, plates
are made of unbreakable material. Cigarettes are
distributed according to a schedule and lit by staft,
while lighters are attached to the courtyard fence
because residents are not allowed to have them on
their person. There are also restrictions on the use
of phones, which residents are allowed to use only
at certain times.

Some restrictions are written in house rules.
In some cases, house rules appear to override leg-
islation, since they restrict residents more than is
required by law and deprive them of important
rights guaranteed by the law. During our research,
we detected notable restrictions on phone and in-
ternet access, along with limitations on visits. In
one case, phone use was limited to twice a day for
half an hour, and visits were limited to one hour
daily. Some users considered the measures too
strict, while staff emphasized that all measures were
implemented in the best interest of the residents, as
they help prevent dangerous situations.

Crisis management. In secure units, verbal com-
munication is the primary method employed by
staft to manage crisis situations. During interviews,
staff emphasized their awareness of the importance
of providing individualized support during such
episodes. In addition to conversation, staft also em-
ploy various non-verbal strategies to help residents
de-escalate, including engagement in structured
activities, participation in interest groups, and
accompanied walks—all aimed at promoting re-
laxation and redirecting attention.

When these approaches are insufficient, more
intensive interventions are used, such as admission
to a psychiatric hospital or the use of seclusion and
mechanical restraint. These measures are used,
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according to interviewees, only in exceptional
situations—primarily in cases of severe self-harm,
repeated suicide attempts, or aggression toward
others. However, admissions to acute treatment in
psychiatric hospitals during placement in a secure
unit remain relatively infrequent, affecting only
14% of residents per year.>® The use of seclusion and
restraint varies significantly across secure units.
An analysis of secondary data obtained from the
competent ministry indicated that in 2023, one
institution did not employ any such measures, a
second used seclusion with one resident, a third
with two residents, and a fourth institution applied
both seclusion and mechanical restraint with twen-
ty-one residents. Data from two institutions are
unavailable. Our study identified the need for imp-
rovements in both the ministry’s methodology for
obtaining official records and the record-keeping
practices of the institutions themselves.

The variation in practices across institutions
indicates that the use of seclusion and restraint
depends largely on the working methods in indi-
vidual secure units. In one interview, it was noted
that staff tend to prefer using the seclusion room
over physical restraint. Staff explained that they
perceive seclusion as a “softer” form of restriction.
Interviewees at several other institutions pointed
out that physical restraint is also more demanding
to implement from an organizational perspective,
given that it requires at least five staff members.
This may be another reason why staff more often
choose seclusion over restraint.

Theme 3: Institutional limits to care

Restricted time for individual support. Staff
believe that having a good relationship with users
plays an important role in ensuring quality care
and a pleasant environment. They consider it im-
portant to adapt to individual needs, build trust,
and create a positive atmosphere that enables coop-
eration. In interviews, staft highlighted their efforts
to establish an individualized approach to each
resident, paying attention to specific needs, com-
munication styles, and personal characteristics.
They see staff flexibility and in-depth knowledge of
the residents as the key to a successful relationship.

Spending the entire day with residents allows them
to gain insight into residents’ current mood and to
focus on what matters in the moment, rather than
on past incidents. As one head of unit—reflecting
a broader sentiment among interviewees—noted,
“We engage in a lot of conversation and strive for
cooperation. It is the only way we can function”
(head of unit). In order to create a pleasant atmo-
sphere, staff also spend time with users through
shared activities such as board games, walks, and
watching television.

Staff provide care to residents within a fixed
institutional schedule, which includes medica-
tion dispensation, meals, escorted leave from the
unit, occupational therapy, and other structured
activities. As described by one head of unit, ser-
vice delivery is heavily dependent on daily staff
routines, which are primarily institution-centered
rather than person-centered:

I must arrange in the morning to distribute 21
residents to three employees. But if two residents
have one-to-one attention, theres a big difference,
don’t you think? It would provide much better-
quality care. But in the morning, you are tied to
certain hours, for example already in terms of
medication ... Basically, the problem is that there
is not much time to spend with users, to be honest.

More focused attention is typically provided only in
acute crises or in situations of residents’ increased
needs, when a staff member works individually
with a resident to de-escalate and provide emotion-
al support: “Residents always come to us because
of deteriorating health or mental health—threats
of self-harm or even attempted suicide or whatev-
er. Above all, they need us. To take your time, but
that’s the hardest thing” (head of unit). However,
such responses are reactive rather than part of a
sustained, individualized care approach.

Limitations to person-centered care. Staff in
secure units reported that, in addition to their
general approaches, they primarily use two social
work methods to assess situations and provide
individualized care: individual planning and risk
assessment, both required by national sub-reg-
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ulations. Individual care plans are created by
multidisciplinary teams—including social workers,
therapists, and care staff—and aim to reflect a
particular user’s interests, needs, and goals. Users
are involved in the planning process when they
express preferences, and relatives or key staff may
contribute based on their close knowledge of the
individual. Risk assessments are used to identify
individual risks and tailor the environment and
support strategies—for example, adapting furni-
ture or checking footwear to prevent falls. Staff
make adjustments such as lowering beds or pro-
viding helmets, cushions, or railings, and regularly
reevaluate these measures as residents’ conditions
change. In cases where a safety measure presents
more risk than benefit, alternatives are sought. The
overarching goal is to ensure safety while respect-
ing the individual’s needs and supporting a more
autonomous and meaningful life.

A pronounced institutional paradox is evident
within secure units. On one hand, staff operate
within a framework of rules, regulations, and struc-
tured daily schedules that shape their routines and
constrain available time. On the other, some staff
members express a clear commitment to provid-
ing individualized support to residents; however,
such personalized care is often constrained by the
institutional context itself. This tension becomes
particularly salient in light of residents” expressed
needs and desires, which predominantly concern
life outside the unit. In interviews, residents fre-
quently articulated wishes such as being able to
visit shops, attend events, reconnect with family or
friends, or return home. In essence, they were artic-
ulating a desire for ordinary, everyday experiences.
Yet secure units can offer only controlled activities
that mimic such experiences—a regulated simula-
crum of everyday life.

Theme 4: Challenges to user choice, agency, and
empowerment

Doing time
Residents in secure units mostly spend time in

common areas or hallways with couches (watching
television or playing board games); some remain in
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bed after breakfast until the next meal or smoking
time. This pattern of “hanging around” was ob-
served across all secure units included in the study.
Residents participate in various activities, usually
within the secure unit itself, including occupation-
al therapy sessions where they can draw, create, and
occasionally earn small allowances. They may also
help with daily tasks such as folding bibs or clean-
ing floors. For those unable or unwilling to attend
occupational therapy, there are alternatives aimed
at encouraging independence, such as the super-
vised use of the kitchen to prepare food or coftee, as
observed in two units. Overall, the lives of residents
remain largely confined to the secure unit.
Institutions differ in the extent to which they
prioritize activities outside the unit—such as vaca-
tions, excursions, public events, sports activities,
religious gatherings, performances, or shopping
trips—which staff consider important for socializa-
tion. However, data show that there is no uniform
practice across institutions; access to such activities
varies from one unit to another and depends on the
willingness of the management and staff.

Restricted capacity for activities outside the unit.
Since secure units operate under locked-door poli-
cies that restrict residents’ movement, the question
of leave from the unit (e.g., short walks, day trips, or
weekend stays with family) often arises in practice.
Leave may be accompanied or unaccompanied.
Some institutions allow one staff member to ac-
company all residents at a time, while others limit
accompaniment to no more than three residents
per staff member. One institution allowed three
residents unaccompanied leave, reportedly follow-
ing a court suggestion. Another had a resident who
regularly went home for several days at a time: “It is
not just going out for a coffee, it is going home for
several days” (head of staff).

Participation in outside activities was re-
peatedly highlighted by staff and management as
good practice. An important part of the activities
in institutions are daily leave or walks; however,
they also expose the limitations of secure units in
providing individualized support. Staft reported
that although they try to ensure that residents go
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outside daily, not all residents have this opportuni-
ty: “Those who do not get a turn on a given day can
go next time” (social worker). Limited staff and the
unit’s organization restrict residents’ opportunities
to exit the unit: “They don’t allow it. They don’t
even allow me visits without their escort ... So, it
is very poorly arranged for me” (resident). In one
institution, the lack of physical accessibility was the
primary reason some residents did not go outside—
the secure units were on the first and second floors,
there was no elevator, and there was no terrace
attached to the units. We observed that residents
with limited mobility who used wheelchairs had
not been outside the unit for a long time.

Decision-making concerning leave varies
across secure units. In one institution, a profes-
sional board approve leave requests; in others, the
psychiatrist’s opinion is decisive. As one social
worker noted, “The previous psychiatrist used to
approve unaccompanied exits. Now the current
psychiatrist does not choose to do that” (social
worker). In some cases, institutions have deferred
leave decisions to the courts, which may approve
or reject requests based on their interpretation of
movement restrictions. However, the Supreme
Court has held that the courts are responsible only
for determining whether admission to a secure unit
complies with the conditions set out in the Mental
Health Act, leaving decisions about (un)accompa-
nied leave to the discretion of professionals within
the institution.”

General lack of autonomy. Similar to the issue of
exits, other examples demonstrate that residents
in secure units lack autonomy in decision-making
about their own lives. Institutional control extends
to daily activities, care provision, medication, and
living arrangements: “You cannot choose who you
are in a room with ... They just make sure men and
women are not mixed” (resident). Consequently,
residents’ freedom to make decisions is significant-
ly limited. While some residents have contact with
mental health advocates, their efforts often fail to
bring about meaningful change, as ultimate deci-
sions rest with the professional team in agreement
with the psychiatrist.

However, some positive examples exist. In one
institution, assemblies allow residents to express
wishes and needs, fostering increased participa-
tion—for example, a resident who had previously
avoided going out expressed a desire to spend more
time outside. Another institution holds group dis-
cussions to gather residents’ feelings and opinions,
including those of non-verbal residents, whose
perspectives are gleaned through facial expressions
and behavior: “Yes, they are present. We observe
their facial expressions—they express discomfort
very clearly” (registered nurse). One institution
reported that residents participate in all decisions,
including financial matters, with written and
signed agreements on money for cigarettes, coffee,
and personal needs, which residents can review
anytime.

Discussion

As we can deduce from the findings, the concept
of risk is central to understanding the function
and rationale of secure units. These facilities can
be characterized as “containers” for individuals
deemed “risky,” a designation rooted in the Mental
Health Act, which permits admission to secure
units only for those assessed as posing a risk to
themselves or others. This approach is not unique
to Slovenia; rather, it reflects a broader trend, both
across European Union member states and globally,
where risk or danger constitutes a common crite-
rion for involuntary admission to mental health
facilities.”> Our findings strongly suggest that the
concentration of “risky” users exacerbates, rather
than mitigates, risk.

As has been suggested, a court order that
places a person in a secure unit makes care more
vigilant to risks, and, ultimately, the notion of risk
is likely to overrule the notion of care.” This reflects
a well-documented trend in health and social care,
whereby care practices become “defensive” in the
face of an intensified focus on risk.>* Consequent-
ly, the concept of risk has been heavily criticized
as morally conservative and repressive.” In the
context of secure units, this critique is particularly
relevant, as the management of “risky” residents
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renders care more defensive and less inclined
to embrace risk-taking, resulting in generalized
restrictions, limited activities outside the unit, con-
strained leave, and a general lack of user autonomy.

The presence of generalized restrictions and
other risk-management strategies within secure
units might appear logical due to their stated
protective role implied by their legal definition.
However, social work theory emphasizes that risk
is situated primarily within situations and contexts
rather than being an inherent characteristic of an
individual.** Admission to a secure unit does not,
in itself, alter or address the underlying risk-re-
lated situations that initially led to the admission;
rather, it removes the person from those contexts
and places them behind the closed doors of the
unit. For example, while the data are rich about
general restrictions within the unit, no profession-
al reported efforts to address the risks identified
as the reason for placement as defined by a court
order. This has important implications for social
policy, particularly in relation to the effectiveness
and appropriateness of secure care as a means of
managing risk.

While the Mental Health Act defines secure
units not only in terms of risk but also with refer-
ence to the provision of continuous protection and
care, our findings suggest a significant divergence
between this stated objective and the realities of
practice. The research did not reveal deficiencies
in staff capacity or motivation to deliver individ-
ualized support. Rather, it is the structural and
institutional design of secure units that inherently
limits the possibility of such care by constraining
attention to specific needs, communication styles,
and personal characteristics due to scheduled ac-
tivities such as medication dispensation, meals,
and escorted group leaves. The institutional con-
text, defined by fixed daily schedules and house
rules (which in some cases override restrictions
posed by the legislation), offers little opportunity
for spontaneous, authentic human interaction
between staff and residents, which is essential for
recovery.” Moreover, the secure setting imposes
significant constraints on the application of core so-
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cial work methods—particularly person-centered
planning—which were developed for, and are most
effectively implemented within, community-based
and non-restrictive environments.*

As our research demonstrates, residents in
secure units are offered limited access to daily
activities, face significant restrictions in accessing
external services, and are generally deprived of
opportunities for meaningful agency. These
conditions reflect the enduring influence of an
institutional model of “care,” which continues
to shape practice despite longstanding critiques.
Indeed, the experiences documented in our study
closely mirror the dynamics described by Erving
Goffman in his seminal analysis of total institu-
tions, suggesting that despite the passage of time,
many of the core features he identified remain
present in contemporary secure care settings.” The
institutional environment, routines, and enclosed
spaces do not support residents in recovery but
instead require them to adapt to the rules and re-
strictions imposed by secure units. In other words,
our study suggests that care is not the main task
but a secondary activity within the framework of
protection and institutional management in secure
units. Care adapts to security and institutional
culture, and not the other way around. Despite the
introduction and widespread influence of normal-
ization theory several decades ago, the aspiration
of “gloriously ordinary lives” remains elusive for
many individuals with disabilities, particularly
those with high or complex support needs.

While staff noted that limited personnel
constrain their ability to devote sufficient time to
individual residents, we contend that increasing
staffing levels would only partially address the
underlying structural problems. The challenges
are primarily structural in nature and do not de-
pend on staffing level and unit design; rather, they
stem from the institutional character of the units.
In short, secure units not only breach the human
rights of residents but fundamentally undermine
residents’ recovery and the ability of staft to facil-
itate that recovery.
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Implications for practice and research

Our implications for practice are grounded in
human rights as articulated in the CRPD. The
noncompliance of secure units with the CRPD,
together with the ineffectiveness of institutional
“containment” strategies for individuals deemed
“risky,” as suggested by our findings, carries signif-
icant implications for social policy in Slovenia. In
particular, the Mental Health Act, which currently
provides the legal basis for secure units, requires
fundamental reform. Our research highlights
the urgent need to establish intensive, commu-
nity-based care that avoids congregating users;
ensures housing and support within the commu-
nity; eliminates generalized restrictions; delivers
individualized, person-centered care (addressing
people’s diverse needs); and promotes meaningful
activities, community inclusion, and flexible sup-
port without imposing unnecessary limitations on
residents’ freedom of movement.

We believe that such a shift would ensure com-
pliance with article 19 of the CRPD. Beyond their
indisputable noncompliance with the CRPD, se-
cure units should be abolished due to their inherent
structural limitations in providing care and their
prioritization of protection over individualized
support; efforts should focus on replacing these
units, as opposed to merely improving conditions
within them? Intensive, community care, once
established, must be fully integrated into networks
of community-based services. An increase in users’
needs should not result in institutionalization. Ad-
ditionally, any service designed to provide intensive
support should be grounded in principles other
than “risk,” considering the substantial criticism
of this concept and its repressive implications in
practice* This approach aligns with the CRPD’s
emphasis on autonomy and inclusion.’

In short, while human rights provide a crucial
normative foundation, deinstitutionalization offers
a practical framework for implementing necessary
future reforms. Within the broader framework of
the deinstitutionalization of RSClIs, residents in
secure units must be prioritized for resettlement,
and secure units themselves should be prioritized
for closure. This is imperative, as these settings are

associated with the most severe breaches of human
rights enshrined in the CRPD, particularly articles
12, 14, 15, and 19. Establishing this priority is par-
ticularly important given international evidence
indicating that, in practice, individuals with less
complex support needs are often prioritized in
deinstitutionalization processes, while those in
secure units are frequently overlooked.** We recog-
nize that this entails a fundamental shift in society’s
approach to long-term mental health crises—one
that extends well beyond incremental reform

Our implications for future research arise
from the observation that secure units have received
limited scholarly attention. First and foremost,
sustained research on secure units and their alter-
natives is urgently needed at the national level to
build a robust evidence base for reform. To support
this process, it is essential that decision-makers,
service users, practitioners, and researchers collab-
oratively develop a core set of indicators to guide
and evaluate reform. This dataset should include
high-quality data on the use of seclusion and me-
chanical restraint, as these are the most invasive and
restrictive practices currently in use. Crucially, the
minimal dataset must incorporate both quantita-
tive and qualitative data to ensure a comprehensive
understanding of the practices, their impacts, and
potential alternatives.

Strengths and limitations

While the sample included all RSCIs with secure
units and key staff members within them, making
the data representative of secure units in RSClIs, the
study does have some limitations. First, the study
design did not adequately capture the perspectives
of residents themselves. Consequently, it may be
critiqued as yet another study conducted about
people with disabilities rather than with them,
lacking a collaborative or participatory research
approach’® Second, a more ethnographic meth-
odology involving long-term researcher presence
might have yielded richer, more nuanced, and con-
textually grounded data, thereby reducing reliance
on staff-reported accounts”” Third, there is a need
for concrete strategies to facilitate meaningful in-
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ternational comparison. This remains challenging
due to the structural organization of mental health
care provision in Slovenia, particularly the division
between acute care provided in psychiatric hospi-
tals and long-term care in RSClIs.

Conclusion

Although secure units are formally defined as pro-
tective environments for individuals whose support
needs cannot be met elsewhere, our findings indi-
cate that they primarily function as institutional
containers for individuals labelled as “risky” or
“challenging.” Rather than providing meaningful
support, these units serve to isolate service users
from the community and congregate them for the
purposes of control and management.

Our data indicate that care adapts to security
and institutional culture, which enforces a form of
control that goes beyond what the law anticipates,
significantly restricting the individual and violat-
ing their human rights. Secure units, therefore, are
not only rights-violating but also ineffective due
to their structural limitations, which prioritize
protection and containment over individualized,
person-centered support. These observations are
informed by a human rights perspective grounded
in the CRPD, as well as by empirical evidence and
the structural constraints of institutional care,
which is disabling for both residents and staft.

We argue that secure units, like other insti-
tutional forms of care, should be abolished and
replaced with community-based services. The
deinstitutionalization of residential social care in-
stitutions must start with residents in secure units
because they endure the most severe rights viola-
tions and are often neglected in reform efforts that
favor individuals with less complex support needs.
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