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Abstract
Background  In Italy, a growing number of people with severe mental illness (SMI) require care in residential facilities (RFs), 
a key component of the care pathway. However, despite their development, studies about resident samples have been very few.
Aims  This study, the VALERE-REC Study (eVALuation of outcomE in Residential—use of clinical data with REsearch 
objeCtives) aims to identify the characteristics that increase the probability to move patients living in RFs to a more inde-
pendent setting.
Methods  A survey involved 167 patients hosted in 25 RFs of the Verona Mental Health Department. Forty-five patients 
were residents (27%) in Comunità Terapeutico Riabilitativa Protetta (CTRP); 56 (34%) in Comunità Alloggio (CA), 14 (8%) 
in Gruppo Appartamento Protetto (GAP), 52 (31%) in Comunità Alloggio Estensiva (CAE). They were assessed for their 
care pathway after 30-months. The Quality Indicators for Rehabilitative Care—Supported Accommodation (QuIRC-SA) 
evaluated the quality of 19/25 (76%) RFs. Descriptive analyses were done.
Results  According to the mission stated by the Veneto Region guidelines, RFs hosted patients with different needs and 
clinical profiles. The mean stay was longer than expected, most patients were unemployed, unmet needs were related to 
self-management and patient’s social contacts, and recovery-oriented practices were not implemented.
Conclusions  Despite the appropriate admission of patients in different RFs considering their psychopathology, functioning, 
and needs, the progressive step care pathway did not result effectively pursued. To improve the effectiveness of residential 
interventions a major task should be to focus on the acquisition of the necessary skills to live independently.

Keywords  Mental health supported accommodation services · Care pathway · Needs · Quality of care · Italy

Introduction

Since the mid-twentieth century, European countries have 
gone through different processes of deinstitutionalization. 
This has led to a broad range of services characterized by a 
strong emphasis on mental health community-based care.

In most European countries, while the number of psychi-
atric hospital beds has decreased [1] since 1970, there has 
been an increasing implementation of housing services, so 
that patients who would have been long-term hospitalized 
before the de-institutionalization process could live indepen-
dently or with a variable degree of support. Since 2005, the 
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development of dignituous and respectful of human rights 
and fundamental freedoms took place in mental health 
community services, as recommended in the Declaration 
on Mental Health for Europe [2], the European Commis-
sion’s Green Paper [3], the United Nations Convention on 
the Rights of Persons with Disabilities (CRPD) [4] and has 
been considered a priority across Europe [5].

Literature reports that moving patients from psychiat-
ric institutions to mental health supported accommodation 
services, also called in Italy ‘residential facilities’ (RFs), 
brought positive outcomes in wellbeing and psychological, 
physical health and higher social functioning [6, 7].

Research in the field proved that the group of people who 
mostly live in RFs has got a social disability and a Severe 
Mental Illness (SMI) [8]. People with SMI (about the 4% of 
people with some mental disorders) showed complex needs, 
low long-term functioning [9], and the need to receive sup-
port to learn how to manage daily activities [10] and to be 
integrated into the community [11–13].

In some European countries, RFs, working in a ‘care 
pathway’ [14, 15], aim at supporting people with SMI in 
gaining necessary skills to live an independent and autono-
mous life [16] and achieving personal recovery—living their 
life as much satisfying as possible. Rehabilitation programs 
are usually shared between staff and patients to achieve aims 
consonant with real patients’ needs [17–19]. Unfortunately, 
in other countries, RFs mostly become long-term perma-
nence, perpetuating the so-called process of ‘trans-institu-
tionalization’ [20–22].

Despite the clinical relevance of RFs after the European 
deinstitutionalization, only few studies [23–28] have investi-
gated their performance, quality and effectiveness in support-
ing people with SMI in effectively achieving independent 

living and personal recovery, avoiding processes of ‘re-insti-
tutionalization’ and/or ‘trans-institutionalization’.

The main aim of this study is to identify the characteris-
tics that increase the probability to move patients living in 
RFs to a more independent setting and to achieve patient 
skills that favour personal recovery.

[15, 29]. In detail, this study was developed in the catch-
ment area of the Verona Department of Mental Health 
(DMH).

Residential facilities in Italy and, particularly, 
in the Veneto Region

Actually, in Italy around 31,000 people live in RFs at a sub-
stantial cost to DMH and taxpayers. The Italian mean of 
places in RFs is equal to 0.6/10,000 inhabitants [30], result-
ing in higher than in other high-income European countries, 
probably because most of them still have psychiatric hospi-
tals and less developed mental health community-based care 
[1]. The mission of these services is to promote the personal 
recovery of people with SMI, accounting for difficulty and 
disability, in the effort to achieve independent tenancy and 
life. Rehabilitative programs are expected to be tailored to 
individual needs, personalized and periodically updated, and 
should address not only practical daily care and nursing but 
also engage patients in meaningful daily activities and soci-
etal participation [16, 29].

Overall, in the Veneto Region in 2017, there were 
more than 200 mental health RFs, with a total of almost 
1900 beds, and of 1989 patients with a diagnosis of SMI 
who received residential treatment for a total amount of 
668,674 days, corresponding to a mean of 336 days/year 
spent in the Veneto RFs.

Table 1   Equivalent classification of RFs according to the Veneto Region and the Italian Ministry of Health

Veneto region Italian Ministry of Health Description

Comunità Terapeutico-Riabilitativa Protetta 
di tipo A (CTRP A) e tipo B (CTRP B) 
(CTRP)

A-type and B-type Sheltered Protected Thera-
peutic Rehabilitation

Struttura Residenziale Psichiatrica 1 (SRP1) e 2 
(SRP2)

Residential facility 1 and 2

High-intensity support
Staff on-site 24/7
Max length of stay 12- 24 months
8–14 places

Comunità Alloggio di base (CA)
Basic Community Sheltered House

Struttura Residenziale Psichiatrica 3.1 (SRP3.1)
Residential facility 3.1

Active rehabilitation
Staff on-site 12 h a day
Max length of stay 36 months
6–10 places

Gruppo Appartamenti Protetti (GAP)
Home Groups

Struttura Residenziale Psichiatrica 3.3 (SRP3.3)
Residential facility 3.3

Support for autonomy and self-management
Visiting support 4 h a day
Max length of stay 24 months
4 places

Comunità Alloggio estensiva (CAE)
Extensive Community Sheltered House

Struttura Residenziale Psichiatrica 3.2 (SRP3.2)
Residential facility 3.2

Intermediate-high intensity assistance
Staff on-site 24/7
Max length of stay 36 months
12–20 places
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This study is focused on the subgroup of RFs in the city 
of Verona, where the percentage of patients receiving resi-
dential treatment represents 3.4% of those in charge of the 
Verona DMH (catchment area of 472,816 inhabitants with 
392,119 people aged 18 years or older). Based on 2016 esti-
mates, residential services are responsible for about 33.7% 
of the DMH costs [31].

Mission and main features of Italian and Venetian RFs 
are explained in the National Action Plan for Mental Health 
2013–15 (PANSM), and ‘the law 1616’ (the ‘Legge 1616’) 
[32, 33], whose main characteristics are summarized in 
Table 1.

The main aim of RFs should be moving residents gradu-
ally to more independent accommodations as they gain skills 
and confidence [16].

The optimal care pathway should thus be characterized 
by moving from high-intermediate intensity of support 

(Comunità Terapeutico Riabilitativa Protetta, CTRP, with 
24 h/7 staff available) to intermediate support (Comunità 
Alloggio, CA, with 12 h/day staff) and, finally, to residen-
tials receiving minimal support and aimed to increase self-
management (Gruppo Appartamento Protetto, GAP, with 
4 h/day staff). Comunità Alloggio Estensiva (CAE) is instead 
designed for residents with chronic, severe, and stable men-
tal illness.

Material and methods

The VALERE-REC Study (eVALuation of outcomE in 
Residential—use of clinical data with REsearch objeCtives) 
[16, 34] is a survey aimed to evaluate clinical, social, and 
rehabilitative outcomes of patients who lived in RFs of the 
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CA

GAP

IL

CAE

CA
54 (34.2%)

GAP
13 (8.2%)

CAE
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Fig. 1   The graphic shows 158 patients’ (42 CTRP patients, 54 CA 
patients, 13 GAP patients, and 49 CAE patients) moving from each 
type of RFs to the same RF and/or other RFs and/or the independent 

living (IL) after 30 months from the recruitment. Red arrows indicate 
a moving towards a less independent setting
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Verona MHD. The extent of patients’ moving on step pro-
gressive care pathways was studied having as a baseline six 
months period from June to December 2014. The moves in 
the subsequent 30 months were explored (Fig. 1), together 
with the assessments of the RFs quality.

All these study procedures comply with the ethical stand-
ards of the relevant national and institutional committees 
on human experimentation and with the Helsinki Declara-
tion of 1975 (version 2008), and those involving patients 
were approved by the University Hospital Trust of Verona 
Research Ethics Committee (reference 34950, 13/11/2018). 
Written informed consent was obtained from all patients.

Twenty-five out of the 30 RFs in Verona MHD accepted 
to participate in the study: 5 (20%) CTRP, 6 (24%) CA, 8 
(32%) GAP, and 6 (24%) CAE. All patients hosted in one 
of these RFs in the baseline period were included in the 
study. Overall, 167 patients were enrolled: 45 (27%) were 
residents in CTRP, 56 (34%) in CA, and 14 (8%) in GAP, 
52 (31%) in CAE.

After accounting for deaths (n = 3) and moves to other 
facilities (e.g. prison or nursing home) (n = 6), 158 out of 
167 (94.6%) patients were assessed at 30-months follow-up 
using the Verona Mental Health Department database and 
South-Verona Psychiatric Case Register-PCR [35] (42 of 
CTRP, 52 of CA, 13 of GAP, 49 of CAE).

Furthermore, the quality of RFs was evaluated for 19/25 
(76%) RFs participating in the VALERE-REC study: 4 
(21%) CTRP, 6 (32%) CA, 4 (21%) GAP, and 5 (26%) CAE.

Assessments

VALERE-REC data were collected using face-to-face inter-
views with staff and patients and any other source of reliable 
information.

Socio-demographic, service use and clinical data were 
obtained by the PCR. Psychosocial functioning, psychopa-
thology, needs for care, rehabilitative goals as assessed by 
the staff, service satisfaction and quality of life as assessed 
by the patients were measured.

The Global Assessment of Functioning Scale (GAF) was 
used to assess the level of global functioning of the patient, 
regardless of the nature of the psychiatric disorder [36].

The Personal and Social Performance (PSP) scale, a 
modified version of the DSM-IV Social and Occupational 
Functioning Assessment Scale-SOFAS [37] was used.

Psychopathology was assessed with the Italian version 
of the Brief Psychiatric Rating Scale, expanded version-
BPRS [38], which consists of 23 items rated on a seven-
point Likert scale (from 1 = no symptom to 7 = extremely 
severe symptom). Through algorithms from 3 to 6 items of 
the 24 BPRS items are compacted into 5 main BPRS areas 
(anxiety-depression, negative symptoms, positive symptoms, 
mania/excitement, cognition) [39].

Care needs were assessed using the Italian version of the 
Camberwell Assessment of Need-staff version-CAN-S [40, 
41], which comprises 22 items grouped into five concep-
tual domains: health (physical health, psychotic symptoms, 
drugs, alcohol, safety to self, safety to others, psychological 
distress), basic (accommodation, food, daytime activities), 
social (sexual expression, social networks, intimate relation-
ships), service (information, telephone, transport, benefits) 
and functioning (basic education, money, childcare, self-
care, looking after the home).

The ‘Valutazione Attività e Definizione di Obiettivi’, 
VADO-AR [42] was used to define and monitor psychiatric 
goals of rehabilitations in residential contexts.

Subjective quality of life (QoL) was assessed using the 
Manchester Short Assessment of Quality of Life-MANSA that 
explores the patient’s perception about its living situation 
and health [43].

Satisfaction with mental health supported accommoda-
tion services was assessed by the patients using—in a con-
text where the privacy of the patients was fully preserved—
the Verona Service Satisfaction Scale-Residential Facilities 
(VSSS-RF), that investigates 6 main areas (Overall satisfac-
tion, Professionals’ skills, and behaviour, Efficacy, Types 
of intervention, Information, Access) on the 7 areas inves-
tigated by other VSSS versions (not having the area related 
to relatives’ involvement) [44].

This is the first Italian study that assessed the RFs quality 
using the Italian version of the Quality Indicator for Reha-
bilitative Care—Supported Accommodation (QuIRC-SA) 
(translated by Alessandra Martinelli). The QuIRC-SA is the 
first European standardized tool for quality assessment of 
RFs. It was developed as part of the English QuEST study 
(Quality and Effectiveness of Supported Tenancies for peo-
ple with mental health problems) and adapted, changing 
some items, from an existing quality assessment tool, the 
QuIRC [45]. The QuIRC-SA is completed by RFs managers 
via a webpage that immediately produces a report (https://​
quirc.​eu/​quirc-​sa/). The questionnaire consists of 143 
items, 88 of which contribute to the seven domain scores 
that range from 0% (the worst quality as possible) to 100% 
(the best quality as possible). The seven domains explored 
are living environment (LE) (not for GAP type); therapeutic 
environment (TE); treatments and interventions (TI); self-
management and autonomy (SMA); social interface (SI); 
human rights (HR); recovery-based practice (RBP) [46]. 
The remained 55 questionnaire items furnish descriptive 
data that were not used in our research.

Statistical analysis

The data were analyzed using Stata 15 for Windows.
Frequencies and percentages for categorical variables and 

mean values (standard deviations) for continuous variables 

https://quirc.eu/quirc-sa/
https://quirc.eu/quirc-sa/
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were provided. Comparisons among the groups of patients 
living in different RFs were performed by using the Chi-
square test for categorical variables and the ANOVA with 
Bonferroni posthoc for continuous variables. All p-values 
were two-tailed with a significance level of 0.05. No correc-
tion for multiple testing was performed due to the explora-
tive nature of the study.

Results

Patients’ characteristics

Differences in sociodemographic, clinical, and psychopatho-
logical, and functional characteristics of patients living in 
different RFs are reported in Table 2. Half of the whole sam-
ple shows a diagnosis of schizophrenia, and most patients 
have an invalidity pension (92.8%). The most three signifi-
cant differences among patients are found in age, years of 
contact with mental health services (p = 0.006), and psycho-
pathological symptoms (BPRS, p = 0.005).

Specifically, looking at different RFs, patients living in 
CTRP show the lowest level of functioning (GAF, p = 0.026) 
and the highest severity of positive (p = 0.031), negative 
(p < 0.001), and cognitive symptoms (p = 0.016), while GAP 
patients are the youngest with the shortest period of contact 
with mental health services, the lowest number of previous 
admissions to acute wards (p = 0.031), the best functioning, 
and the lowest severity of psychopathological symptoms.

Out of 167 patients receiving residential treatment, 74 
had medical comorbidity (44.8%). The most frequent comor-
bidities were diabetes, obesity, hypertension, mental retarda-
tion and alcoholism or liver diseases. Some specific patterns 
of comorbidity were observed: diabetes affected more fre-
quently patients with hypertension and obesity and vice-
versa. According to literature, patients with severe psychiat-
ric disorders living in RF had higher medical comorbidities 
compared to outpatients [34]. In detail, CAE host the oldest 
patients with the highest number of organic comorbidities 
(p = 0.015) (Table 2).

Needs for care and staff rehabilitation interventions

Most needs for care in the whole sample are found in the 
‘health needs’ domain. Most met needs have been found in 
the areas of ‘basic needs’ (ratio met/unmet = 5.5), and ‘ser-
vice needs’ (ratio met/unmet = 4), while the worst ratio is 
found in the ‘social needs’ area (ratio met/unmet = 1.2) that 
is indeed the worst ratio of all domains. The ratio between 
met and unmet needs is unfavourable also in the ‘functioning 
needs’ area, and this is true in each type of RF, except CA 
(ratio = 6.8). Overall, the highest number of needs for care 

is found in CA, where most needs is met (ratio = 4.7), while 
the ratio between met and unmet needs is more negative in 
CTRP (ratio = 1.8). In comparison with CA and CAE, CTRP 
is the setting with the significantly lowest number of met 
needs and the highest number of unmet needs in each area 
except for ‘health’ and ‘service’ areas (see Table 3).

Rehabilitative interventions (VADO-AR) are more fre-
quently provided in CTRP (about 60%) and less frequent in 
GAP (about 40%). Compared to the other RFs, staff inter-
ventions in CTRP are mostly related to safety (p < 0.001), 
social networks (e.g. family life participation p = 0.008), 
use of transports (p < 0.001), telephone (p = 0.0013), men-
tal health (p = 0.007) and crisis management (p = 0.000); 
in CA most interventions are focussed on mental health 
management (85.2%) and daily activities (70.4%); in GAP 
most interventions are based on management of daily, occu-
pational and employment activities (about 70%); in CAE 
most interventions are focussed on health care (89.8%) and 
psychopathology (95.9%).

Quality of life and satisfaction with RF

As shown in Table 4, on average, QoL perceived by patients 
of the sample is satisfactory (MANSA, mean score 4.9 (SD 
0.8) on a 7-point Likert scale from 1 = negative extreme to 
7 = positive extreme). The lowest satisfaction of the sample 
is in ‘sexual life’ (3.3; SD: 1.4), while the highest in ‘per-
sonal safety’ (5.7; SD: 1.0).

Specifically, considering the main differences among dif-
ferent RFs, we found that the lowest satisfaction of the sam-
ple in ‘friendship’ (n.s.), ‘living situation’ (n.s.) and ‘physical 
health’ (p = 0.044) are reported in CAE, the most institutional-
ized setting. While the highest satisfaction for each explored 
area is found in GAP except for the ‘financial situation’, where 
patients show the lowest satisfaction of the sample (3.9; SD: 
1.7).

No significant differences are detected across the four 
groups in satisfaction with RFs, with a mean score of 3.8 (SD: 
0.5) on the 5-point Likert scale of the VSSS-RF (see Table 4).

The move to a more independent setting 
for patients living in RFs

Patients’ length of stay in RFs is on average 2–3 times longer 
than the Regional Government’s established maximum 
period of the stay [33].

As shown in Supplementary Table  1, most CTRP 
patients were coming from another RF (63.6%), while 
50% of GAP patients lived in independent housing, 
alone or with others before the current RF (50.0%). After 
30 months, only a quarter of patients (39/156, 24.7%) 
successfully moved to a more independent setting (RF or 
independent living), while most patients remained in the 
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same RF, and only about 15% moved to a less independ-
ent setting.

Around 46% GAP patients after 30  months had 
moved to independent housing, while most CAE patients 
remained in the same typology of service (81.6%) 
(p < 0.001). Furthermore, 47.6% of CTRP patients and 
57.4% of CA patients remained in the same RF, while 
28.6% CTRP patients and 22.2% CA patients moved to 
a more independent setting, and around a quarter moved 
to a less independent setting (23.8% for CTRP; 20.4% for 
CA). Data show a prevalence of stabilization in CTRP 
and CA, although the regional recommendations have 

proposed as optimal a one-two years and three years of 
stay, respectively.

More details about patients’ moves after 30 months are 
given in Fig. 1. Overall, the graphic shows that only a 
minor proportion of patients is moving in the expected 
step care pathway (CTRP CA GAP independent living).

After 30 months, 7.2% CTRP patients moved to CA and 
21.4% moved to independent living, while none moved 
to GAP. In CA, despite the move of 22.3% patients in the 
adequate direction (5.5% to GAP and 16.8% to independ-
ent living), 20.3% moved to RFs with a lower level of 
independence (5.5% to CTRP and 14.8% to CAE).

Table 3   Differences in total, met and unmet needs among RFs patients

Scoring of CAN items: 0 = no problem; 1 = no/moderate problem because of continuing interventions; 2 = current severe problem whether or not 
help is offered or given
Ratio ≥ 1 indicates a proportion between met and unmet needs in favour of met needs
Bold values denote statistical significance at the p < 0.05 level

Total 
(N = 161)
Mean (SD)

CTRP 
(N = 43)
Mean (SD)

CA 
(N = 55)
Mean (SD)

GAP (N = 14)
Mean (SD)

CAE 
(N = 49)
Mean (SD)

p-value
ANOVA

Bonferroni Post–
hoc

CAN health
 Number of needs 4.2 (1.3) 4.3 (1.2) 4.2 (1.4) 4.1 (1.4) 4.0 (1.2) 0.844 –
 Met needs 3.0 (1.5) 2.8 (1.3) 3.3 (1.7) 3.4 (1.2) 2.9 (1.3) 0.337 –
 Unmet needs 1.1 (1.2) 1.5 (1.3) 0.9 (1.2) 0.8 (1.1) 1.1 (1.3) 0.119 –
 Ratio met/unmet 2.7 1.9 3.7 4.3 2.6

CAN basic
 Number of needs 2.6 (0.7) 2.4 (0.7) 2.7 (0.7) 2.8 (0.6) 2.6 (0.6) 0.096 –
 Met needs 2.2 (0.8) 1.9 (0.9) 2.4 (0.8) 2.4 (0.8) 2.2 (0.7) 0.051 CTRP < CA
 Unmet needs 0.4 (0.6) 0.5 (0.8) 0.3 (0.6) 0.4 (0.6) 0.4 (0.6) 0.652 –
 Ratio met/unmet 5.5 3.8 8 6 5.5

CAN social
 Number of needs 1.1 (0.8) 1.3 (0.9) 1.1 (0.7) 2.8 (0.6) 1.0 (0.8) 0.508 –
 Met needs 0.6 (0.6) 0.3 (0.5) 0.7 (0.6) 0.6 (0.5) 0.7 (0.7) 0.015 CTRP < CA–CAE
 Unmet needs 0.5 (0.8) 0.95 (1.0) 0.4 (0.6) 0.4 (0.9) 0.4 (0.7) 0.001 CA–CAE < CTRP
 Ratio met/unmet 1.2 0.3 1.8 1.5 1.8

CAN service
 Number of needs 2.0 (1.3) 2.1 (1.5) 2.2 (1.3) 1.3 (1.1) 1.9 (1.1) 0.132 –
 Met needs 1.6 (1.2) 1.6 (1.2) 1.9 (1.3) 1.2 (1.1) 1.5 (1.0) 0.144 –
 Unmet needs 0.4 (0.7) 0.5 (0.9) 0.3 (0.7) 0.1 (0.3) 0.4 (0.7) 0.078 –
 Ratio met/unmet 4 3.2 6.3 12 3.8

CAN functioning
 Number of needs 2.9 (0.97) 2.5 (1.1) 3.1 (0.8) 3.0 (1.1) 2.9 (0.95) 0.006 CTRP < CA
 Met needs 2.1 (1.2) 1.4 (1.0) 2.7 (1.1) 1.9 (1.3) 2.2 (1.1) 0.000 CTRP < CAE < CA
 Unmet needs 0.7 (1.1) 1.1 (1.2) 0.4 (0.8) 1.1 (1.4) 0.7 (1.0) 0.010 CA < CTRP
 Ratio met/unmet 3 1.3 6.8 1.7 3.1

CAN total
 Number of needs 12.8 (3.1) 12.5 (3.8) 13.3 (2.97) 12.2 (3.4) 12.6 (2.6) 0.513 –
 Met needs 9.6 (3.5) 8.0 (3.2) 10.9 (3.98) 9.4 (3.2) 9.5 (2.7) 0.001 CTRP < CA
 Unmet needs 3.2 (3.3) 4.5 (3.8) 2.3 (3.0) 2.8 (2.8) 3.0 (2.98) 0.010 CA < CTRP
 Ratio met/unmet 3 1.8 4.7 3.3 3.2
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Around 30% of GAP patients after 30 months were still 
in the same place, while 23% moved to CA, 46.2% moved to 
independent living, none moved to CTRP or CAE.

In CAE, after 30 months, no patients moved to CTRP/
GAP, while 6.2% moved to CA and only 12.2% to independ-
ent living.

Unfortunately, except for English data from the QuEST 
Study [25], no other comparable studies are available in the 
EU context. A comparison of Italian and English data about 
moving to a more independent setting after 30 months has 
shown a slightly more favourable moving in the UK (38% 
Verona vs 41% the Uk) [16].

Quality of RFs—QuIRC‑SA

Information collected using QuIRC-SA from RFs managers 
shows that on a range of qualitative performance from 0% 
(minimum) to 100% (maximum), overall, the worst perfor-
mance is in the ‘recovery-based practice’ area (44.9%), while 
the best performance is in the ‘human rights’ domain (59.0%) 
(see Fig. 2). 

We found that the areas ‘social interface’ and ‘human 
rights’ show the widest range of performance going from the 
lowest score in CTRP (44.0% and 48.2%, respectively) to the 
highest one in GAP (63,9% and 72.7%, respectively).

This kind of data collected by managers may be considered 
interesting but not completely reliable because of the lack of 
external control during the questionnaire completion.

Discussion

This is the first Italian study that investigates the effective-
ness of RFs for people with SMI in pursuing the outcome 
of moving to more independent living conditions and to 
achieve recovery.

Data suggest that, overall, the level of given interven-
tions in different types of RFs is appropriately matched to 
service patients’ psychopathology, functioning, and basic 
needs. However, the performance of each type of RF shows 
that most patients do not move in the right direction of the 
care pathway but are stuck in the same RF, or, in some 
cases, cross the care pathway in the opposite direction than 
expected.

Results show that GAP, despite representing only a small 
percentage of the whole sample, obtains the best perfor-
mance. CAE performs adequately considering its mission 
for SMI. The RFs that should be more capable to generate 
movement in the care pathway (CTRP and CA) according to 
our data appear unable to adequately pursue their missions.

Table 4   Differences in perceived QoL and satisfaction towards RFs among patients living in different RFs

Only most interesting of both two questionnaires data are reported
Bold values denote statistical significance at the p < 0.05 level

Total 
(N = 167)
Mean (SD)

CTRP 
(N = 45)
Mean (SD)

CA 
(N = 56)
Mean (SD)

GAP 
(N = 14)
Mean (SD)

CAE 
(N = 52)
Mean (SD)

p-value
ANOVA

Bonferroni Post-
hoc

MANSA score
 Living situation 5.1 (1.2) 5.1 (1.3) 5.4 (0.9) 5.5 (0.9) 4.8 (1.2) 0.044 CAE < CA
 Health 4.8 (1.2) 5.2 (0.9) 4.9 (1.2) 5.3 (0.8) 4.5 (1.4) 0.074 -

MANSA total score 4.9 (0.8) 5.0 (0.8) 4.9 (0.7) 5.0 (0.8) 4.7 (0.8) 0.231 -
(134 users) (30 users) (45 users) (13 users) (46 users)

MANSA specific items
 Satisfaction with friendship 4.4 (1.4) 4.6 (1.6) 4.3 (1.2) 4.9 (1.4) 4.3 (1.5) 0.403 -
 Satisfaction with physical health 5.0 (1.4) 5.6 (0.9) 4.9 (1.5) 5.4 (0.9) 4.7 (1.7) 0.044 CAE < CTRP
 Satisfaction with living situation 5.2 (1.3) 5.1 (1.6) 5.5 (1.0) 5.9 (0.8) 4.9 (1.5) 0.081 -
 Satisfaction with financial situation 4.3 (1.6)

(134 users)
4.7 (1.6)
(30 users)

4.0 (1.6)
(45 users)

3.9 (1.7)
(13 users)

4.4 (1.7)
(46 users)

0.259 -

VSSS score
 Overall Satisfaction 4.0 (0.8) 3.8 (0.96) 4.0 (0.7) 4.3 (1.0) 4.0 (0.7) 0.186 -
 Professionals’ skills and behaviour 3.9 (0.8) 3.7 (0.9) 4.0 (0.7) 4.2 (0.8) 3.8 (0.7) 0.184 -
 Efficacy 3.6 (0.8) 3.7 (0.8) 3.7 (0.6) 3.9 (0.7) 3.5 (0.9) 0.311 -
 Types of intervention 3.7 (0.5) 3.8 (0.5) 3.7 (0.5) 3.7 (0.6) 3.7 (0.4) 0.828 -
 Information 3.5 (0.9) 3.5 (0.9) 3.4 (1.0) 3.8 (0.9) 3.4 (1.0) 0.460 -
 Access 3.9 (0.6) 3.7 (0.7) 4.0 (0.6) 4.1 (0.7) 3.9 (0.6) 0.109 -

VSSS total mean score 3.8 (0.5)
(129 users)

3.7 (0.5)
(33 users)

3.8 (0.5)
(41 users)

3.9 (0.6) 3.7 (0.5)
(42 users)

0.451 -
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Particularly, in CTRPs, that hosted patients with the most 
severe psychopathology and functioning, about a quarter of 
patients moved directly to independent living but—contrary 
to the expected care pathway—few to CA and none to GAP. 
This might be due to heterogeneity in the given mission of 
this RF. In fact, CTRPs often admit patients with different 
needs (e.g. patients with subacute psychopathology after 
crisis or patients with severe and chronic disorders) thus 
unexpectedly impacting the linearity of the care pathway.

This study data allows identifying five main obstacles in 
providing patients living in RFs the necessary skills to live 
independently and to be re-integrated in the community, as 
follows.

(1) Length of stay longer than expected. The length of 
stay in RFs is longer than the Regional Veneto Govern-
ment’s short-term guidelines [33], considering that, after 
30 months, most patients were still residents in the same 
typology of RF. This phenomenon risks to result in a new 
‘re-institutionalization’ process where RFs become ‘houses 
for life’, thus limiting the patients’ possibility to return to 

an independent living [20, 22, 47]. The high stability in the 
system might be explained by:

(a) insufficient implementation of personalized, evi-
dence-based and recovery-oriented practices focused on the 
improvement of personal and social functioning [48]; (b) 
people with SMI might need more time than expected to 
recover adequately to move to a more independent setting 
[16].

(2) Low attention to the employment rate. On average 
only 7.3% of patients of the whole sample work, an aver-
age that is much lower than the European one that shows 
an employment rate of about 15% [49]. Positively, 21.4% 
of patients in GAP are employed, which might indicate that 
the goal to achieve employment can be pursued in the most 
independent RF setting. However, the employment rate of 
the whole sample is extremely low, proving that for most 
patients an independent life in the community is not finan-
cially affordable. This is might due to:

(a) greater barriers to entering into the work market for 
people with SMI because of stigma and the disability itself 

Fig. 2   The graphic shows the 
quality of the performance of 
RFs in each QuIRC-SA domain. 
The performance is reported in 
means of percentages with SD 
in the range from 0% (the worst 
quality as possible) to 100% 
(the best quality as possible). 
The seven explored domains 
are: LIVING environment 
(LE); therapeutic environment 
(TE); treatments and interven-
tions (TI); self-management 
and autonomy (SMA); social 
interface (SI); human rights 
(HR); recovery-based practice 
(RBP). The whole RFs sample 
is compounded by 19 RFs of 
which 4 (21%) CTRP, 6 (32%) 
CA, 4 (21%) GAP, and 5 (26%) 
CAE 0%
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LE HR TI SMA SI TE RBP

TOTAL CTRP CA GAP CAE

TOTAL CTRP CA GAP CAE
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TI 55% 55% 56% 55% 53%

SMA 53% 48% 53% 61% 50%

SI 53% 44% 54% 64% 51%

TE 49% 47% 49% 51% 47%

RBP 45% 39% 45% 54% 43%
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[50]; (b) the presence of executive and cognitive impair-
ments, which often affect people with SMI, particularly 
those living in CAE, in the absence of tailored interventions 
focused on cognitive rehabilitation [51]; (c) difficulties in 
structuring adequate relationships between the public ser-
vices and the B-type social cooperatives, that, in Italy, rep-
resent the major employment catalyst for people with SMI 
[52]; (d) the poor implementation of the Individual Place-
ment Support (IPS) or the Clubhouse models, recognized as 
the evidence-based and recovery-oriented interventions to 
place SMI in the competitive market [53, 54].

Thus, mental health services must develop: (i) adequate 
rehabilitation programs aimed to obtain and keep competi-
tive employment (e.g., IPS/Clubhouse models or B-Type 
social cooperatives); (ii) favour occupational and pre-
employment programs with adequate financial rewards for 
patients with difficulties to be enrolled in the competitive 
market.

The involvement of patients in some sort of employ-
ment and the provision of support with occupational activi-
ties should be relevant indicators of quality in the RFs 
interventions.

(3) Inadequate response to needs related to self-manage-
ment. Results show that patients’ needs are similarly high in 
all RFs, while there is a discrepancy for met needs between 
the high ratio in ‘basic’ and ‘service’ areas, and the low ratio 
in ‘functioning’ area. These data might indicate that despite 
the high level of support on daily activities, the patients’ 
functioning is not implemented properly. This could be due 
to:

(a) insufficient implementation of rehabilitative interven-
tions that can be generalized in the real community life; (b) 
an excess of protection by the staff with the tendency to act 
in place of the patients in those activities that result difficult 
for people with SMI. This staff generous attitude paradoxi-
cally becomes an obstacle to implement skills needed to live 
an independent life [55].

The satisfaction of the real needs of patients thanks to 
more specific, personalized, and innovative rehabilitation 
interventions might result in the capacity to progressively 
move patients to the appropriate RF recovery pathway, to 
reduce ongoing health-related costs, and ameliorate patients’ 
subjective quality of life [56, 57], that, in our study, results 
to be mostly good but not excellent.

(4) Social isolation and the patient’s dependency on staff. 
Results show that social networks are strongly reduced in 
all RFs, with a higher social network in GAP and a lower in 
CAE. Possible reasons for this are:

(a) friendship and intimate relationships are difficult to 
be tackled by the staff [58]; (b) most patients of the sample 
have a mental health disorder that boosts to social isolation; 
(c) frequently, most patients of RFs found more attractive 
day center activities than those in the community, probably 

because in mental health services they feel less stigma-
tized, more protected, and welcomed than ‘outside’[59, 
60]; (d) whilst there are regular contacts with staff and fel-
low patients in the services, many patients had only limited 
contact with friends outside (see Table 3 and 4); (e) social 
participation interventions for people with mental health 
problems are limited [61]. Thus, patients might develop 
real and strong feelings towards staff members to compen-
sate for their social isolation. This might create a safe and 
therapeutic environment from which patients could acquire 
the necessary safety to take responsibilities for their lives 
but also further reduce opportunities to create new social 
contacts [62, 63]. A negative side effect of strong bonds with 
staff, is that patients might experience stigma from the staff 
itself as highlighted in a ‘Perceived Stigma Questionnaire’ 
developed in Verona, administered to 70 patients that in 40% 
felt to be treated by staff with paternalism, low trust on their 
possibility to achieve personal recovery, and the capacity to 
cover all important adulthood roles (unpublished data avail-
able from Department of Neurosciences, Biomedicine and 
Movement Sciences, University of Verona).

It would be necessary to implement a stronger community 
network (e.g., mapping all activities of the catchment area) 
to be able to boost patients at the adequate stage in also using 
community opportunities, what might fight social isolation 
and develop a feeling of community belonging.

(5) Scarcity of recovery-oriented practice and risk of 
transinstitutionalization. Since the Declaration on Men-
tal Health for Europe in 2005, one of the main objective 
for mental health in Europe has been to provide recovery-
oriented practices, as gold-standard for the rehabilitation 
of people with SMI [18, 48]. However, the worst score at 
QuIRC-SA in the related-area, and the enlisted four obsta-
cles suggest that most patients in RFs live in a low requesting 
setting where they take little responsibilities for their lives 
and face smaller obstacles in daily living than if they lived 
independently. This might increase the risk for the patients 
to spend most of their life-changing from one RF to another, 
thus being exposed to ‘transinstitutionalization’[20].

From these elements, we can infer that the implemen-
tation in RFs of care pathways towards recovery and self-
awareness represents a current challenge. Staff, stakehold-
ers, and organizations should, therefore, work more towards 
personal recovery, which allows, through the restitution of 
individual and personal dignity, to achieve objectives not 
only oriented to the main patient’s needs of care but also to 
overcome self-stigma and to increase empowerment.

Strengths and limitations

A limitation of the study is the relatively small sample size 
and the local area of recruitment (the Verona DMH) that 
does not allow to use the data for a reliable generalization 
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in the wider Italian context. However, the study design and 
the systematic approach to obtaining representative data in a 
specific index period allows making some general considera-
tions that might be comparable to the overall Italian mental 
health population [30, 64].

Another possible limitation is the naturalistic unbalance 
found between genders with most males in the RFs. This is 
probably because women with SMI are still more autono-
mous and independent than men for socio-cultural reasons 
and consequently they are less frequently admitted to RFs.

Another limitation is the transversal design, that makes it 
difficult to infer causality between variables that are associ-
ated with each other; however, this is partly overcome with 
the investigation of patients’ care pathway after 30 months.

Another weak point is that the gathered information is 
not comprehensive of all the RFs of the area. Some services 
were contacted but did not respond to the request, introduc-
ing a selection bias.

Conclusions

This is the first Italian study on the identification of the char-
acteristics that are more likely to increase recovery and the 
move to a more independent setting for patients living in 
RFs. Results show that the services enrolled in the study 
seem to be able to provide an acceptable environment and 
meet the fundamental primary needs of most patients, and 
that, patients are, overall, adequately assigned to RF accord-
ing to their needs.

However, data show also that there is room to rethink 
RFs to certain instances. Only a small subgroup of patients 
moves on progressively in the intended care pathway. There 
are still major problems in facilitating an increase of auton-
omy in people with SMI in RFs.

Particularly, five main obstacles have been highlighted 
in providing the optimal treatment, care, and rehabilitative 
interventions to supply patients with necessary skills to 
live independently: (i) length of stay longer than expected; 
(ii) low attention to the employment rate; (iii) inadequate 
response to needs related to self-management; (iv) social 
isolation, patients’ dependency on staff; (v) scarcity of recov-
ery-oriented practice and risk of transinstitutionalization.

Luckily, the understanding of these challenges led to the 
development of a new Regional Document [65] that con-
figures, as a standard public provision, apartments with a 
floating outreach organization [25]. This new type of RF, 
thought as places with minimum staff support and strong 
involvement in the community living, might develop those 
specific rehabilitation interventions to support patients to 
gain those necessary skills to live independently.

Future evaluation of the care provided in RFs and the 
new floating outreach model must be carried on to better 
understand which quality standards should be implemented 
to ensure appropriate and personalized interventions accord-
ing to patients’ needs to adequately recover.
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