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j Abstract Objective To analyze the characteristics
of patients scheduled for discharge from acute psy-
chiatric inpatient facilities in Italy, and their pattern
of care. Methods Socio-demographic and clinical
characteristics, and patterns of care of 1,330 patients
discharged from public and private inpatient facilities
in Italy were assessed with a standardized methodol-
ogy during an index period in the year 2004.
Results About one half of the sample had schizo-
phrenia or bipolar disorder. However, the case-mix

differed between public and private facilities, where
in-patients had more frequently mood and anxiety
disorders. The use of two or more drugs was very
common, involving more than 90% of patients and
including typically benzodiazepines and antipsychot-
ics. Structured psychosocial treatments were rarely
initiated during the hospital stay. Increasing age, male
gender, long stay in the facility (>60 days), person-
ality disorder and type of facility were associated with
a higher likelihood of being discharged to a commu-
nity residential facility. Predictors of discharge to
another psychiatric facility were increasing age, being
single, schizophrenia, personality disorder and or-
ganic mental disorder. Families were not involved in
decisions about patients’ discharge in a significant
proportion of cases. University psychiatric clinics
and private facilities were less coordinated with the
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community system of care than General Hospital
Psychiatric Units. Referral of patients with substance
use disorder to drug addiction services occurred in
just 30% of subjects. Conclusions This study provides
information on the characteristics and the pattern of
care of patients discharged from inpatient facilities in
a country that has closed down all its mental hospi-
tals. This information may be relevant for those
countries that are affording now the downsizing of
MHs, and the expansion of community-based models
of care.

j Key words General Hospital Psychiatric Units
– health services research – mental disorders/epi-
demiology – patterns of care

Introduction

The last two decades have seen a substantial challenge
in the overall architecture of mental health in most
developed countries, with a marked reduction of
mental hospitals and the gradual setting up of a
network of diversified community-based services,
including General Hospital Psychiatric Units
(GHPUs); in Europe these changes have occurred al-
most everywhere, although at a different pace, as
shown by recent reviews of the state of mental health
care in the four largest European countries [2, 18, 23,
44, 51].

Italy has been the first country ever to completely
phase down all former mental hospitals (N = 76),
through a law passed in 1978 and called ‘Law 180’,
which radically changed the architecture of psychi-
atric care. This law had a far-reaching international
impact, as shown by the large number of related pa-
pers and monographs published in international
journals [10, 14, 38].

The treatment of acutely ill patients, according to a
recent survey, is guaranteed by a network of 262
GHPUs, 23 University Psychiatric Clinics (UPCs), 16
Community Mental Health Centers operating 24 h a
day (24-h CMHCs), and 14 crisis-centers with few
beds available for patients with mental disorders [17].
Overall, in Italy these public facilities have a total of
4,108 beds available, with 0.78 beds per 10,000
inhabitants. Fifty-four private inpatient facilities (with
a total of 4,862 inpatient beds, mean size: 90 ± 48.2
beds) are also in operation, with 0.94 beds per 10,000
inhabitants. In the year 2001, public and private
psychiatric admission rates were 26.7 and 17.8 per
10,000 inhabitants, respectively. Yet, no data are
available on qualitative and quantitative pattern of
care in patients discharged from public and private
psychiatric acute inpatient care facilities. Data on
characteristics and functioning of acute inpatient
facilities are limited also at an European level (de
Girolamo and Tansella [16]; Lelliott [28]; Ruud et al.

[43]), and this highlights the need of accurate
observational studies to be carried out in these set-
tings.

The ‘PROGRES-Acute’ (PROGetto RESidenze on
Acuti, i.e.: Residential Care for Acute Patients Project)
is the first study carried out in Italy aimed at
obtaining comprehensive, nationwide data on public
and private facilities, and on their functioning in Italy.
Results of the first phase of this large-scale project,
which focused on the physical characteristics, staff
arrangements, and organization of public and private
inpatient facilities, have already been reported [17,
22]. To date, it is the largest international project
conducted in the area of acute psychiatric inpatient
care.

The aim of the present paper is to describe the
socio-demographic, clinical, and treatment-related
characteristics of a representative sample of patients
scheduled for discharge from Italian acute, public and
private, psychiatric inpatient facilities in an index
period of the year 2004. It was expected that these
characteristics would differ by the type of psychiatric
facility examined (i.e., GHPUs, UPCs and private
facilities), since private facilities are not allowed to
admit compulsory patients, and, by tradition, they are
likely to host patients generally more cooperative, and
in need of longer-term treatment.

A secondary aim of the study is to evaluate the
relationship of pharmacological and psychosocial
interventions, as well as of patients’ socio-demo-
graphic and clinical characteristics with their post-
discharge destination (i.e., to home, to a RF, or to
another inpatient facility for longer hospital stay).
Patients not discharged to their homes and in need of
long-term care represent an additional cost for health
budgets, and this cost has to be considered in both the
planning and the delivery of services. The clarification
of factors associated with and possibly affecting the
various discharge options is therefore mandatory for
improved service planning and delivery, and also to
evaluate the outcomes of any mental health reform.

Methods

j Data collection

All 21 Italian regions were asked to participate in the study and all
agreed, with the exception of the Sicily region. Each region ap-
pointed a coordinator, who organized and supervised data collec-
tion. The project began in 2001 and was completed in 2005. In
phase 1, all public and private inpatient facilities admitting acute
patients with a primary diagnosis of mental disorders were sur-
veyed; residential facilities and forensic Mental Hospitals were not
included. Due to budget constraints, the study design for phase 2
initially included a 20% random sample of GHPUs (stratified by
Region) and all remaining public facilities. More severe financial
constraints in the Lazio region required that participation in that
region be restricted to facilities willing to provide data on a vol-
untary basis. Eight non-selected GHPUs, distributed throughout
the country, also wished to participate—a decision that resulted in
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a higher percentage of GHPUs actually participating in phase 2
(38.5%) than originally foreseen. Six 24-h CMHCs located in the
Campania Region, three UPCs (located in Bari, Parma, and Genoa),
and 18 (out of 54) private facilities were unable to participate in
phase 2 due to organizational problems.

During a 12-day index period in each participating public
facility, all patients scheduled for discharge within a week were
enrolled and assessed by research assistants before leaving the
facility. A shorter index period of 3 days was used for private
facilities, because the National Association of Private Hospitals
allowed patients’ recruitment and evaluation only for a limited
number of days, due to time and work constraints in these facilities.

Socio-demographic and clinical data of patients were obtained
from the treating physician or retrieved from patients’ records.

Two standardized instruments were used to assess patient
psychopathology and functioning at discharge: the Italian version
of the 24-item Brief Psychiatric Rating Scale (BPRS) [15] and a
version of the Global Assessment of Functioning Scale with detailed
instructions—the Personal and Social Performance scale
(PSP)—which has been shown to have high reliability [37]. The
BPRS item scores ranged from 0 (symptom absent) to 6 (severe
symptoms), and the total score ranged from 0 to 144. The PSP
scores ranged from 1 to 100, with a score of 100 indicating excellent
functioning.

A centralized training session for administering the instruments
was organized for all regional coordinators, who then trained re-
search assistants (in the regions employing additional raters). The
quality control of data was conducted locally and then centrally.

The primary diagnosis was assigned by the treating psychiatrist,
according to ICD-10 criteria [54]. Treatment information was ob-
tained from the treating physician and also retrieved from patients’
records, and then classified as follows: ‘‘Pharmacological treat-
ment’’ was any medication prescribed by the treating psychiatrist
and administered during the hospital stay. For the purpose of the
analyses conducted in the present study, we defined ‘‘polyphar-
macy’’ as the simultaneous prescription of at least two compounds
during the care episode. ‘‘Psychosocial treatments’’ were defined as:
(1) ‘‘structured treatment’’ when they were delivered by following a
specific model and required that the therapist had a specific
training in that treatment mode, and (2) ‘‘unstructured treatment’’,
when special training was not required. ‘‘Network treatment’’ re-
ferred to treatments aimed at improving a patient’s ability to
maintain emotional bonds with family and friends. ‘‘Structured
treatment’’ included individual psychotherapy, group psychother-
apy, and personally tailored rehabilitation programmes.
‘‘Unstructured treatment’’ included informal supportive psycho-
logical interventions, recreational and art therapy group work, and
any informal educational intervention (including sports activities,
groups, etc.…). ‘‘Network treatment’’ included self-help groups,
informal social activities (i.e., parties, volunteer-assisted outings,
etc.…), and money incentives for social interaction.

The present paper is focused on patients to be discharged from
GHPUs, UPCs, and private inpatient facilities. Sixty patients dis-
charged from 24-h CMHCs and crisis-centers, were not included in
the analyses because their small numbers prevents meaningful
comparisons with the other facilities.

j Statistical analysis

Categorical data were compared between groups by using either
v2 or the Fisher exact test when appropriate. Adjusted standard-
ized residuals were calculated in contingency tables with n · 2
cells, to identify cells with discrepancies between observed and
expected frequencies exceeding 1.96 and therefore significant at
P < 0.05. A one-way ANOVA was conducted to compare the mean
BPRS and PSP scores among facility types and place of discharge.
Levene’s test was used to examine the homogeneity of variance
assumption. Following a significant F test, post hoc tests were
conducted using Games–Howell test, which allows for unequal
variance between groups and is accurate for unequal sample sizes.
For these post hoc pairwise tests, the P-level was corrected to

0.016 (0.05/3) to control for the Type-I error associated with three
comparisons.

Logistic regression analysis was used to compare the pattern of
use of psychotropic drugs and psychosocial treatments across the
three types of psychiatric facilities, after adjusting for the diag-
nostic case mix. This was done by including the variable ‘type of
diagnosis’ in the model.

Multinomial logistic regression analysis was used to examine
the demographic and clinical correlates of place of discharge
(home, community RF, other psychiatric facility). In this analysis,
discharge to home was used as the reference category.

All analyses were conducted using SPSS, version 14.0.

Results

j Socio-demographic characteristics by type
of facility

Patients in private facilities were significantly older
than patients in GHPUs and UPCs (Table 1). The
gender distribution did not differ by type of facility.
Patients in GHPUs were more likely to be single than
patients discharged from private facilities. Students
were more likely to be discharged from UPCs, while
patients living on social security were more likely to
be discharged from private facilities: unemployed
patients were less frequently discharged from private
facilities. Lastly, patients discharged from private
facilities were more likely to live with a partner or in
institutions than GHPU-discharged patients were. No
other statistically significant differences were found
across facility types.

j Clinical characteristics by type of facility

The diagnostic distribution differed significantly by
facility type (Table 2). Patients with schizophrenia
were significantly more frequently discharged from
GHPUs than from private facilities. Patients with
mood or anxiety disorders were more frequently
discharged from UPCs, which were less likely to admit
patients with personality disorders (Table 2). Patients
discharged from GHPUs were more likely to have
been uncooperative or oppositional at admission,
while patients discharged from private facilities had
more frequently agreed to admission.

j Patterns of care

There were 164 (15.7%) compulsory admissions in
GPHUs and only one (1.6%) in UPCs; as already
mentioned, compulsory admissions to private inpa-
tient facilities are not allowed. Approximately 1/5 of
compulsory admissions were extended beyond the
duration customarily set for the first compulsory
treatment, that is one week (N = 38, 19.6%).

Approximately one-third of patients discharged
were at their first-ever admission: 334 (37.2%) in
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GHPUs, 41 (39.8%) in UPCs, and 64 (36.8%) in pri-
vate facilities.

With regard to type of treatment, nearly all pa-
tients (98.1%) were receiving one or more medica-
tions; in fact polypharmacy represented the
predominant treatment modality for the entire sam-
ple, involving more than 90% of patients.

Medication use and psychosocial treatments were
compared among the three types of facilities after
adjusting for the diagnostic case-mix in logistic
regression models (Table 3). Use of typical and
atypical antipsychotic medications, mood stabilizers
and antiparkinson medications was equally likely in
the three types of facilities. However, benzodiazepine

use was significantly less frequent in the UPCs than in
GHPUs. Compared with GHPUs, UPCs and private
facilities were more likely to use antidepressants and
antihistaminic. Regarding psychosocial treatments,
GHPUs more frequently relied on network interven-
tion programmes in treating inpatients and private
facilities initiated more frequently structured and
unstructured psychosocial treatments during the
admission.

j Discharge characteristics

Agreement with the outpatient team on patient dis-
charge was reported for approximately 64% of GHPU

Table 1 Sociodemographic characteristics of the sample

GHPUs (N = 1,043) UPCs (N = 111) Private facilities
(N = 176)

Total Test, significance

Mean SD Median Mean SD Median Mean SD Median Mean SD Median

Age (years) 43.4 14.2 41.0 42.7 15.6 40.0 51.7 16.0 50.0 44.4 14.9 42.0 F = 25.1, P < 0.001

GHPUs
(N = 1,043)

UPCs
(N = 111)

Private
facilities
(N = 176)

Total Test, significance

N % N % N % N %

Gender
Men 548 52.5 50 45.0 81 46.0 679 51 v2 = 4.7, P = 0.12
Women 495 47.5 61 55.0 95 54.0 651 49
Total 1,042 100 111 100 176 100 1,330 100

Marital status
Single 564 54.9 54 48.7 60 34.1 678 51.6 v2 = 32.7, P < 0.001
Separated/divorced 115 11.2 15 13.5 31 17.6 161 12.2
Widowed 56 5.4 11 9.9 19 10.8 86 6.5
Married/cohabiting 293 28.5 31 27.9 66 37.5 390 29.7
Total 1,028 100 111 100 176 100 1,315 100

Education
Illiterate 38 4.1 5 4.5 11 6.4 54 4.4 v2 = 15.5, P = 0.22
Primary school 633 67.5 66 60 119 69.2 818 67.1
High school 127 13.5 20 18.2 18 10.5 165 13.5
Technical degree 103 11 12 10.9 15 8.7 130 10.7
University 37 3.9 7 6.4 9 5.2 53 4.3
Total 938 100 110 100 172 100 1,220 100

Nationality
Italian 995 95.5 111 100.0 174 98.9 1,280 96.3 v2 = 10.1, P = 0.12
European union/other 47 4.5 0 0.0 2 1.1 49 3.7
Total 1,042 100 111 100 176 100 1,329 100

Living situation
At home
Alone 171 16.8 15 13.6 36 20.7 222 17.1 v2 = 45.8, P < 0.001
With parents/siblings 378 37.2 52 47.3 42 24.1 472 36.3
With a partner 321 31.6 34 30.9 75 43.1 430 33.1
With friends 24 2.4 1 0.9 4 2.3 29 2.2

Institution 80 7.9 7 6.4 8 4.6 95 7.3
Other 42 4.1 1 0.9 9 5.2 52 4
Total 1,016 100 110 100 174 100 1,300 100

Occupational status
Currently unemployed 284 28.7 33 29.7 32 18.7 349 27.4 v2 = 46.3, P < 0.001
Full or part-time ordinary

work
248 25.1 27 24.3 46 26.9 321 25.2

Supported employment 11 1.1 0 0 0 0 11 0.9
Other (i.e., housewife,

student, etc.)
447 45.1 51 46 93 54.4 591 46.5

Total 990 100 111 100 171 100 1,272 100
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cases, but UPCs and private facilities were less likely
(29.7 and 47.2%, respectively) to plan patients’ dis-
charge in collaboration with an outpatient team.
Discharge was agreed with family members in
approximately 65% of cases, irrespective of the type of
facility. In the majority of cases, drug addiction ser-
vices (DAS) were not involved in the discharge of

patients requiring specialized treatment for substance
abuse and dependence: referrals to these services were
made for less than 30% of patients with substance use
disorders.

In the overall sample, 963 patients (72.4%) were
discharged to their homes, 165 (12.4%) were dis-
charged to a community RF, and 131 (9.8%) were

Table 2 Clinical characteristics of the sample

GHPUs UPCs Private facilities Test, significance

N % N % N % v2 P

Diagnosis
Schizophrenic disorders 402 38.6 31 27.9 42 23.9 54.09 P < 0.001
Bipolar disorder 204 19.6 34 30.6 39 22.2
Personality disorders 136 13.1 5 4.5 27 15.3
Mental retardation and organic brain

disorders (including Dementia)
53 5.1 2 1.8 11 6.3

Substance or alcohol abuse 94 9.0 5 4.5 18 10.2
Unipolar depression and anxiety disorders 139 13.4 33 29.7 39 22.2
Other disorders (i.e., eating disorders, other

mental disorders)
13 1.2 1 0.9 0 0.0

Patient’s cooperation at admission
Hostile to admission (uncooperative) 203 19.7 15 13.6 19 10.9 30.5 P < 0.001
Reluctant (unwilling) 173 16.7 14 12.7 17 9.8
Indifferent 170 16.5 8 7.3 31 17.8
Favorable 487 47.1 73 66.4 107 61.5

Table 3 Biological and psychosocial treatments

GHPUs UPCs Private facilities Adjusted OR and 95% CIa

N % N % N % UPC versus GHPU Private facilities
versus GHPU

Pharmacological treatment
Typical antipsychotic 507 48.6 39 35.1 71 40.3 0.7 (0.4–1.1) 0.9 (0.6–1.2)
Atypical antipsychotic 469 45.0 55 49.5 81 46.0 1.3 (0.9–2.0) 1.2 (0.9–1.7)
Antidepressants 357 34.2 61 55.0 103 58.5 1.8 (1.2–2.9)** 2.4 (1.6–3.4)**
Tricyclic 47 4.5 22 19.8 18 10.2
SSRI 242 23.2 42 37.8 63 35.8
SNRI 41 3.9 9 8.1 12 6.8
NASSA 37 3.5 7 6.3 16 9.1
NARI 10 1.0 1 0.9 2 1.1
Others 38 3.6 4 3.6 12 6.8

Lithium salts 49 4.7 10 9.0 10 5.7 1.4 (0.7–3.0) 1.1 (0.5–2.2)
Other mood stabilizers 288 27.6 35 31.5 40 22.7 1.2 (0.8–1.9) 0.7 (0.5–1.1)
BDZ and/or hypnotics 807 77.4 76 68.5 134 76.1 0.6 (0.4–0.9)* 0.9 (0.6–1.3)
Antiparkinson 131 12.6 15 13.5 18 10.2 1.3 (0.7–2.3) 1.0 (0.6–1.7)
Antihistaminic 28 2.7 10 5.7 17 5.3 6.4 (3.3–12.4)** 2.1 (1.0–4.5)*

Polypharmacy
More than one class of drug 940 92.2 103 93.6 165 94.3 1.1 (0.5–2.5) 1.4 (0.7–2.8)
More than one antipsychotic 262 25.7 22 20.0 41 23.4 0.9 (0.6–1.5) 1.1 (0.7–1.7)
More than one antidepressant 59 5.8 17 15.5 22 12.6 2.1 (1.1–3.9)* 1.8 (1.1–3.2)*

Psychosocial treatment
Structured treatment 225 21.6 26 23.4 75 42.6 1.1 (0.7–1.8) 2.6 (1.9–3.7)**
Individual psychotherapy 37 3.6 19 17.1 18 10.2
Group psychotherapy 146 14.0 9 8.1 50 28.4
Rehabilitation program 81 7.8 8 7.2 36 20.4

Unstructured treatment 493 47.3 49 44.1 125 71.0 0.9 (0.6–1.3) 2.8 (1.9–3.9)**
Network treatment 499 47.8 41 36.9 53 30.1 0.6 (0.4–0.97)* 0.5 (0.3–0.7)**

*P < 0.05, **P < 0.01
aOR adjusted for the diagnostic case-mix in logistic regression models
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discharged and transferred to another inpatient
facility (Table 4).

Two multinomial logistic regression analyses were
carried out to identify the independent predictors of
destination at discharge. In each model, odds ratios of
discharge to a community RF and transfer to another
inpatient facility versus discharge to home were cal-
culated.

The first model included demographic character-
istics, diagnoses, length of stay and type of facility.
Increasing age (OR = 1.017, 95% CI 1.003–1.035,
P = 0.017), male gender (OR = 1.662, 95% CI 1.094–
2.524, P = 0.017), long stay in the facility (>60 days)
(OR = 1.810, 95% CI 1.018–3.217, P = 0.043), per-
sonality disorder (OR = 2.024, 95% CI 1.138–3.598,
P = 0.016) and type of facility (GHPUs vs. UPCs and
private facilities, OR = 4.642, 95% CI 2.350–9.171,
P < 0.001) were associated with a higher likelihood of
being discharged to a community RF. Predictors of
discharge to another psychiatric facility were
increasing age (OR = 1.021, 95% CI 1.004–1.039,
P = 0.017), being single (OR = 2.600, 95% CI 1.497–
4.516), schizophrenia (OR = 2.026, 95% CI 1.182–3.471,

P = 0.01), personality disorder (OR = 3.258, 95% CI
1.681–6.314) and organic mental disorder (OR = 4.054,
95% CI 1.796–9.150, P = 0.001). Unemployment and
educational level were unrelated with destination at
discharge.

The second model included gender, age, functional
impairment, severity of psychopathology and type of
facility. Higher severity of psychopathology (OR =
1.019 95% CI 1.006–1.033, P = 0.006), lower functioning
(OR = 0.983, 95% CI 0.972–0.995, P = 0.005), male
gender (OR = 1.564, 95% CI 1.036–2.361, P = 0.033)
and type of facility (GHPUs vs. other, OR = 3.659, 95%
CI 1.789–7.486, P < 0.01) were associated with a signif-
icantly higher likelihood to be discharged to a commu-
nity RF, while only lower functioning was associated
with transfer to another psychiatric facility (OR = 0.97,
95% CI = 0.957–0.982, P < 0.001).

Discussion

The implementation of the 1978 reform law offers a
unique opportunity to study the strengths and the

Table 4 Characteristics of discharged patients by place of discharge

Variables Discharged to
home (N = 963)

Discharged to residential
facilities (N = 165)

Discharged to another
inpatient facility
(N = 131)

Age (years)
Lower than 30 271 28.1% 42 25.5% 39 29.8%

Gender
Men 455 47.2% 104 63.0% 77 58.8%

Marital status
Single 454 47.5% 91 56.2% 89 68.5%

Education
Illiterate/primary school 219 24.3% 34 24.8% 38 31.1%

Living situation
Alone 166 17.5% 34 21.3% 15 11.5%

Occupational status
Currently unemployed 229 24.5% 52 34.9% 42 33.6%

Setting
GHPU 722 75.0% 154 93.3% 109 83.2%

Diagnosis
Schizophrenia 334 34.8% 58 35.2% 57 43.5%
Organic disorders 41 4.3% 7 4.2% 16 12.2%

Polypharmacy
More than one antipsychotic 231 24.0% 38 23.0% 38 29.0%
More than one antidepressant 69 7.2% 6 3.6% 5 3.8%

Adverse events
Yes 84 8.8% 13 8.0% 10 7.8%

Psychosocial treatment
No psychotherapy 724 75.2% 131 79.4% 96 73.3%
No unstructured treatment 440 45.7% 107 64.8% 70 53.4%
No network intervention 516 53.6% 101 61.2% 74 56.5%

Characteristic of admission
Compulsory 123 12.8% 24 14.5% 12 9.2%

Length of stay
More than 60 days 82 9.5% 18 13.6% 27 25.2%

Characteristic of discharge
Not agreed with the CMHC (N = 1,249) 407 42.7% 55 33.3% 37 28.5%
Not agreed with the family (N = 1,198) 265 28.5% 61 39.6% 54 47.0%
Not agreed with the DAS (N = 181) 95 73.1% 15 55.6% 15 62.5%

BPRS (Mean, SD) 43.4 14.0 50.0 16.2 50.6 16.3
PSP (Mean, SD) 55.1 18.5 45.4 18.8 40.9 19.2
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drawbacks of a mixed (public/private) community-
based mental health care system. Patients scheduled
for discharge from public inpatients facilities were
more likely to be young, single, and unemployed
compared with patients discharged from private
facilities. Moreover, GHPUs had a more complex and
severe case-mix than private facilities, as shown by
the higher proportion of patients with schizophrenia
or personality disorders, and by the larger number of
patients who had been uncooperative or oppositional
at admission; this result is in line with previous
findings reported in the literature, including findings
of Italian studies [3, 5, 21, 25, 27, 50].

j Integration of inpatient care with community
mental health services

Our study provides evidence that integration with
community mental health care services varies across
facility types. GHPUs showed a higher degree of
integration with community teams than UPCs. This
finding is probably accounted for by the fact that 61%
of UPCs do not have a defined catchment area, be-
cause they admit patients from different catchment
areas and regions [17]. It should be noted, however,
that more than one-third of inpatient discharges were
not agreed with the local outpatient community team,
although evidence suggests that hospitalization
(especially short hospital stays) is more effective when
cooperative links with outpatient treatment teams are
established [45]. We found that the lack of coordi-
nation with the DAS for patients with substance use
disorders was particularly problematic: discharge had
been agreed with these services for less than 30% of
patients with these problems. This is a likely effect of
the rigid separation between the two circuits of care in
Italy, which has an impact on optimal treatment
especially for patients with dual diagnosis, also
increasing their risk of morbidity and mortality [39].

Considering the investment of extensive resources
in inpatient care, more efforts need to be focused on
optimizing patients’ connections with community
services prior to discharge [8, 30]. Coordination with
families and community teams was more frequently
associated with discharge of patients to their homes.

Patient characteristics such as male gender and
being single were associated with discharge to another
facility rather than to home. Although it is possible
that single patients suffered from more severe disor-
ders, this finding also highlights the relevance of
practical and emotional support, as well as of health
system characteristics, for patients’ tenure in the
community after hospital discharge [9]. Differently
from other studies [1], individuals with schizophrenia
had a higher probability of being discharged to a
more restrictive environment than patients with other
disorders. We found that a diagnosis of organic brain
disorder, not surprisingly, reduced the likelihood of

discharge to an independent living situation. Poorer
functioning, as well as more severe psychopathology,
were also associated with a lower likelihood of being
discharged to home.

j Home discharge and the burden of informal care

About three out of four patients were discharged to
their homes, even when an outpatient community
treatment plan had not been made: this finding raises
serious questions concerning the quality of care and
family burden. Previous studies have shown that
high-risk patients often do not receive the community
care they require, which may lead to rapid deterio-
ration [12]. The most successful aftercare strategy
involves staff-family communication concerning dis-
charge plans [7]—a policy that can play an important
role in preventing relapse and readmission.

Lack of staff-family communication increases the
burden of informal care on family members. A large
study carried out in Italy has found that family
members of patients with schizophrenia were signif-
icantly more impacted by the patient’s condition than
family members of patients with serious somatic
diseases [31, 33–35]. Up to 80% of the investigated
families were in regular contact with mental health
services, and 59% attended general informative ses-
sions on the patient’s illness and treatment: yet, only a
very small percentage (8%) of patients and their
families received any form of structured psychoedu-
cational intervention, despite these interventions have
proved to be successful in reducing symptoms and
preventing relapse at 7–12-month follow-up [29].

j Patterns of pharmacotherapy

In the present study, polypharmacy was provided to
the large majority of patients, in line with other sur-
veys conducted in inpatient settings [13, 40]. How-
ever, in some studies lower rates of polypharmacy
have been found [6]. These contrasting findings may
also be due to different definitions of polypharmacy
(our study adopted an overinclusive definition). Pol-
ypharmacy is associated with generally higher daily
doses of medications [36, 53] and, therefore, with
increased risk of adverse events. Indeed, reports of
severe adverse events were quite frequent in our
sample: for approximately one patient in ten (10%),
on average. On the other hand, polypharmacy was
unrelated to discharged patients’ final destination
because most patients who had received polyphar-
macy were discharged to their homes.

Antipsychotic drugs prescription was similar
across the three types of facilities, while antidepres-
sants were more frequently administered in private
facilities and UPCs, after controlling for the diagnostic
case mix. Antipsychotic polypharmacy is a widespread
practice (involving approximately 25% of patients in
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both public and private facilities), in line with data
from other Italian surveys performed both in hospital
and community settings [4, 32, 36, 49]. Although this
prescribing pattern may be necessary to facilitate
symptom remission in acute patients or to stabilize
them during a switch from one medication to another,
previous data have shown that antipsychotic poly-
pharmacy is generally a long-term practice and is also
widely used in community outpatient settings,
exposing patients to medication doses higher than
generally recommended thereby [4, 32]. The choice to
use polypharmacy is strongly influenced by psychia-
trists’ and nurses’ perception of patients’ needs:
continuing medical education and treatment algo-
rithms may prove to be a useful tool in helping prevent
the irrational utilization of this form of treatment [26].

Antidepressant polypharmacy also was relatively
common in UPCs and, to a lower degree, in private
facilities. Although this treatment strategy may be
useful for treating chronic or resistant depressive
disorders, very few controlled trials have compared
adjunctive antidepressant treatment with mono-
therapy or other strategies [41], and to date, evidence
on its effectiveness is limited and should be weighed
against an increased risk of pharmacokinetic inter-
actions and adverse effects.

j Patterns of psychosocial treatments

Our results indicate that patients in private facilities
were more likely to receive rehabilitation and psy-
chotherapy than their counterparts admitted to public
facilities. The limited provision of psychosocial
treatments to patients in public facilities might de-
pend on the adoption of ‘‘aggressive’’ pharmacologi-
cal treatment strategies to achieve rapid symptom
remission in acute psychotic disorders and/or on the
belief that psychosocial interventions are not benefi-
cial for severe patients over a short time span (average
GHPU stay: 12.5 days) [17, 22].

It is unlikely that the more extensive utilization of
psychotherapy and rehabilitation techniques observed
in acute private inpatient facilities depended on a
greater availability of medical and nursing staff, be-
cause acute private inpatient facilities have a lower
staff-patient ratio than public hospitals [17]. In any
event, psychosocial intervention during the acute
treatment phase is typically uncommon [11, 22], al-
though service users should have priority access to
these types of programmes [47]. We believe that this
phenomenon reflects psychiatrists’ more general dif-
ficulties in implementing psychosocial intervention
programmes for severely ill patients [52].

j Limitations

Some limitations must be considered when drawing
inferences from the present data. Patients were not

assessed with a structured diagnostic interview, and
the clinical diagnosis reported in the form is the
primary diagnosis. Therefore, diagnostic reliability
might be limited and the impact of patterns of
comorbidity on treatment choice cannot be assessed.
However, the risk of drawing inferences on misdiag-
nosed participants can be considered relatively low,
given that broad diagnostic categories were used and
diagnoses were made after a period of inpatients’
close observation. Moreover, evaluation of content
and quality of care was not based on more sophisti-
cated instruments investigating critical areas such as
patients’ needs (e.g., Camberwell Assessment of Need
[46]), patients’ and caregivers’ satisfaction with care
(e.g., Verona Service Satisfaction Scale [24]) and
content of care (e.g., International Classification of
Mental Health Care [20]). However, patients and
admitting facilities were evaluated using two ad hoc
designed forms, developed starting from the experi-
ence gained in a previous nationwide study aimed at
evaluating psychiatric residential facilities [19].

Conclusions: which lessons from the Italian
experience?

Overall, the implementation of community-based
mental health care has been successful in many parts
of Italy and has made mental health care accessible to
large number of individuals with various mental
health needs, who in the past might have refrained
from any contact with the old-fashioned asylum sys-
tem. However, there are no clear indications that the
outcome of severe mental disorders has substantially
changed: the few longitudinal studies point to per-
sisting unsatisfactory outcomes of numerous severe
patients [42]. In those cases in which a relatively more
favorable outcome can be ascertained, it remains to
be explained whether it can be attributed to more
effective forms of treatment, to the elimination of an
iatrogenic environment, such as the backward and
dehumanizing MH, or to non-clinical factors (i.e.,
changes in the socio-economic environment, or wider
availability of family support).

For the care of acutely mentally ill, as in all other
areas of medical care, inpatient care represents an
important treatment need and resource in psychiatry:
indeed, ‘‘there is no evidence that a balanced system of
mental health care can be provided without acute beds’’
[48]. Yet, inpatient care is a costly option and is fre-
quently associated with a considerable emotional stress
for inpatients and their relatives. Integration of inpa-
tient facilities with community mental health care ser-
vices is imperative to reduce the risk of relapse and
recurrence.

This study provides information on the charac-
teristics and the pattern of care of patients discharged
from inpatient facilities in a country that has closed
down all its mental hospitals. This information may
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be relevant for those countries that are affording now
the downsizing of MHs, and the expansion of com-
munity-based models of care.
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