
BackgroundBackground In Italy, where allmentalIn Italy, where allmental

hospitals have been graduallyphased outhospitals have been graduallyphased out

since1978, psychiatric patients requiringsince1978, psychiatric patients requiring

long-termcare are being treated innon-long-termcare are being treated innon-

hospitalresidential facilities (NHRFs).hospitalresidential facilities (NHRFs).

However, detailed data onthese facilitiesHowever, detailed data onthese facilities

are sparse.are sparse.

AimsAims The Progetto ResidenzeThe Progetto Residenze

(PROGRES) residential care project is a(PROGRES) residential care project is a

three-phase study, the first phase ofthree-phase study, the first phase of

which aims to survey themainwhich aims to survey themain

characteristics of all Italian NHRFs.characteristics of all Italian NHRFs.

MethodMethod Structured interviewswereStructured interviewswere

conductedwiththemanagerof eachconductedwiththemanagerof each

NHRF.NHRF.

ResultsResults On 31May 2000 therewereOn 31May 2000 therewere

1370 NHRFswith17138 beds; an average1370 NHRFswith17138 beds; an average

of12.5 beds each and a rate of 2.98 bedsof12.5 beds each and a rate of 2.98 beds

per10 000 inhabitants.Residentialper10 000 inhabitants.Residential

provisionvaried ten-fold betweenregionsprovisionvaried ten-fold betweenregions

and discharge rateswere verylow.Mostand discharge rateswere very low.Most

had 24-hour staffingwith1.42 patientsperhad 24-hour staffingwith1.42 patientsper

full-timeworker.full-timeworker.

ConclusionsConclusions There ismarkedThere ismarked

variabilityinthe provision of residentialvariabilityinthe provision of residential

places between different regions;places between different regions;

discharge rates are generally low.discharge rates are generally low.
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Twenty-four years ago Law 180 initiatedTwenty-four years ago Law 180 initiated

the phasing-out of mental hospitals in Italy;the phasing-out of mental hospitals in Italy;

updated information concerning the archi-updated information concerning the archi-

tecture of the current mental health systemtecture of the current mental health system

in Italy, including the in-patient bed policy,in Italy, including the in-patient bed policy,

can be found elsewhere (de Girolamo &can be found elsewhere (de Girolamo &

Cozza, 2000). When Law 180 was enactedCozza, 2000). When Law 180 was enacted

in 1978, there were 78 538 beds in publicin 1978, there were 78 538 beds in public

mental hospitals. Patients who requiremental hospitals. Patients who require

long-term residential care are now cateredlong-term residential care are now catered

for by non-hospital residential facilitiesfor by non-hospital residential facilities

(NHRFs). Information about the quantity(NHRFs). Information about the quantity

and quality of these facilities is sparse. Thisand quality of these facilities is sparse. This

study reports the first phase of the Progettostudy reports the first phase of the Progetto

Residenze (PROGRES) residential careResidenze (PROGRES) residential care

project, funded by the Italian Nationalproject, funded by the Italian National

Institute of Health. The aim of this nationalInstitute of Health. The aim of this national

survey was to obtain data on demographicsurvey was to obtain data on demographic

and clinical characteristics of residents,and clinical characteristics of residents,

staffing arrangements, regional provisionstaffing arrangements, regional provision

of NHRFs, and discharge rates. In addition,of NHRFs, and discharge rates. In addition,

the study aimed to clarify relationshipsthe study aimed to clarify relationships

between the availability of residentialbetween the availability of residential

places and the provision of other mentalplaces and the provision of other mental

health resources.health resources.

METHODMETHOD

All 21 Italian regions participated. A censusAll 21 Italian regions participated. A census

was made of all NHRFs with four or morewas made of all NHRFs with four or more

residential places; basic information onresidential places; basic information on

small residences with only one to three bedssmall residences with only one to three beds

was also obtained. The facilities includedwas also obtained. The facilities included

those defined as ‘group homes’, ‘supervisedthose defined as ‘group homes’, ‘supervised

apartments’ and ‘hostels’.apartments’ and ‘hostels’.

Data collectionData collection

Each region appointed a coordinator, whoEach region appointed a coordinator, who

organised and supervised data collection.organised and supervised data collection.

Information about the number and locationInformation about the number and location

of all public and private NHRFs wasof all public and private NHRFs was

obtained from the 21 regional ministries ofobtained from the 21 regional ministries of

health and then from each of the 224health and then from each of the 224

departments of mental health throughoutdepartments of mental health throughout

the country. The manager of each NHRFthe country. The manager of each NHRF

completed a structured interview, drawn incompleted a structured interview, drawn in

part from the Royal College of Psychiatrists’part from the Royal College of Psychiatrists’

Mental Health Residential Care StudyMental Health Residential Care Study

(Lelliott(Lelliott et alet al, 1996). The information was, 1996). The information was

checked by the regional coordinators,checked by the regional coordinators,

who conducted further interviews whenwho conducted further interviews when

necessary.necessary.

Statistical analysisStatistical analysis

Analysis focused on descriptive statistics. InAnalysis focused on descriptive statistics. In

addition, multiple logistic regression wasaddition, multiple logistic regression was

used to identify variables associated withused to identify variables associated with

the probability of discharge (Breslow &the probability of discharge (Breslow &

Day, 1980). The dependent variable wasDay, 1980). The dependent variable was

the presence or absence of discharges fromthe presence or absence of discharges from

each NHRF during 1999; facilities openedeach NHRF during 1999; facilities opened

from 1999 onwards were excluded.from 1999 onwards were excluded.

Poisson regression was used to analysePoisson regression was used to analyse

the relationship between the rate of residen-the relationship between the rate of residen-

tial beds in each region (number per 10 000tial beds in each region (number per 10 000

inhabitants), the availability of other typesinhabitants), the availability of other types

of services, and two basic socio-economicof services, and two basic socio-economic

indicators: number of unemployed perindicators: number of unemployed per

region, in millions of people, and overallregion, in millions of people, and overall

regional income, in millions of eurosregional income, in millions of euros

(Breslow & Day, 1987; Zheng & Agresti,(Breslow & Day, 1987; Zheng & Agresti,

2000). Figures used for this analysis were2000). Figures used for this analysis were

based on 1998 government statistics (debased on 1998 government statistics (de

Girolamo & Cozza, 2000), while the num-Girolamo & Cozza, 2000), while the num-

ber of beds in private in-patient facilitiesber of beds in private in-patient facilities

was obtained from the national Ministrywas obtained from the national Ministry

of Health; the socio-economic data are theof Health; the socio-economic data are the

official data for the corresponding year.official data for the corresponding year.

The very small Valle d’Aosta region wasThe very small Valle d’Aosta region was

combined with the neighbouring Piedmontcombined with the neighbouring Piedmont

region. All analyses were performed usingregion. All analyses were performed using

SPSS, version 9.0 for Windows.SPSS, version 9.0 for Windows.

RESULTSRESULTS

Throughout Italy there were 1370 NHRFsThroughout Italy there were 1370 NHRFs

with at least four places, a total of 17 138with at least four places, a total of 17 138

beds, with an average of 12.5 beds in each.beds, with an average of 12.5 beds in each.

A further 125 NHRFs had only oneA further 125 NHRFs had only one

bed, 108 had two, and 100 had threebed, 108 had two, and 100 had three

beds. These facilities were not included inbeds. These facilities were not included in

subsequent analyses.subsequent analyses.

Overall, there were 2.98 residentialOverall, there were 2.98 residential

beds for every 10 000 inhabitants, with abeds for every 10 000 inhabitants, with a

large variability between regions; the varia-large variability between regions; the varia-

tion between the region with the highesttion between the region with the highest

rate of NHRFs, Abruzzo (6.93 perrate of NHRFs, Abruzzo (6.93 per

10 000), and the region with the lowest10 000), and the region with the lowest

rate, Campania (1.55 per 10 000), wasrate, Campania (1.55 per 10 000), was

more than four-fold. Nineteen regions outmore than four-fold. Nineteen regions out

of 21 had more than two residential bedsof 21 had more than two residential beds

per 10 000, which is the standard recom-per 10 000, which is the standard recom-

mended by the National Mental Healthmended by the National Mental Health

Plan (Progetto Obiettivo, 1999). The aver-Plan (Progetto Obiettivo, 1999). The aver-

age size of facilities also varied widelyage size of facilities also varied widely

between regions, with 127 NHRFs (9.2%)between regions, with 127 NHRFs (9.2%)
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hosting more than 20 residents, thehosting more than 20 residents, the

maximum recommended by the Nationalmaximum recommended by the National

Mental Health Plan. The occupancy rateMental Health Plan. The occupancy rate

was high (93%), with little regionalwas high (93%), with little regional

variation.variation.

Table 1 summarises the main character-Table 1 summarises the main character-

istics and staffing of the NHRFs. A highistics and staffing of the NHRFs. A high

level of supervision was reported, withlevel of supervision was reported, with

most facilities (73.4%) having staff on-sitemost facilities (73.4%) having staff on-site

24 hours a day. Around half of these estab-24 hours a day. Around half of these estab-

lishments had opened since January 1997.lishments had opened since January 1997.

Most (84.5%) catered exclusively forMost (84.5%) catered exclusively for

long-term patients, while 15.5% were alsolong-term patients, while 15.5% were also

used occasionally for patients with acute ill-used occasionally for patients with acute ill-

ness episodes. Two-thirds were located inness episodes. Two-thirds were located in

urban areas, and a quarter were rural; onlyurban areas, and a quarter were rural; only

7.1% occupied the grounds of former7.1% occupied the grounds of former

mental hospitals. The relative majoritymental hospitals. The relative majority

(44.8%) were located in an independent(44.8%) were located in an independent

building and 29.7% were in apartments.building and 29.7% were in apartments.

Most (77.7%) received funding directlyMost (77.7%) received funding directly

from the Italian National Health Service,from the Italian National Health Service,

and the local departments of mental healthand the local departments of mental health

provided direct management for more thanprovided direct management for more than

half (51.8%).half (51.8%).

StaffingStaffing

The 1370 NHRFs employed 18 666 profes-The 1370 NHRFs employed 18 666 profes-

sionals, of whom 60% (sionals, of whom 60% (nn¼11 240) worked11 240) worked

full-time (Table 1). The distribution of pro-full-time (Table 1). The distribution of pro-

fessional resources was variable. Forfessional resources was variable. For

example, 285 NHRFs (21%) had noexample, 285 NHRFs (21%) had no

nurses, and almost half had no full-timenurses, and almost half had no full-time

nurses. Most (57.8%) were directed bynurses. Most (57.8%) were directed by

psychiatrists, while 22% had a coordinatorpsychiatrists, while 22% had a coordinator

who did not have mental health qualifi-who did not have mental health qualifi-

cations. Around 40% of staff had nocations. Around 40% of staff had no

specific professional qualification for work-specific professional qualification for work-

ing with patients with severe psychiatricing with patients with severe psychiatric

conditions. The mean number of staff perconditions. The mean number of staff per

NHRF was 13.7 (range 6.9–21.0); theNHRF was 13.7 (range 6.9–21.0); the

mean number of full-time staff was 8.2mean number of full-time staff was 8.2

(range 0.6–15.0). The overall ratio of(range 0.6–15.0). The overall ratio of

patients to full-time staff was 1.42:1 (rangepatients to full-time staff was 1.42:1 (range

0.82–22.3).0.82–22.3).

PatientsPatients

At the census there were 15 943 residents inAt the census there were 15 943 residents in

the 1370 NHRFs, a mean of 11.6 per facil-the 1370 NHRFs, a mean of 11.6 per facil-

ity (Table 2). In 18% of the NHRFs thereity (Table 2). In 18% of the NHRFs there

were only patients discharged from formerwere only patients discharged from former

mental hospitals, while the largest groupmental hospitals, while the largest group

of NHRFs (43%) housed only patientsof NHRFs (43%) housed only patients

who had never been admitted to a mentalwho had never been admitted to a mental

hospital. The majority of NHRF residentshospital. The majority of NHRF residents

(58.5%) had never before been admitted(58.5%) had never before been admitted

to a mental hospital or a forensic mentalto a mental hospital or a forensic mental

hospital, almost 40% had been admittedhospital, almost 40% had been admitted

at least once to a mental hospital andat least once to a mental hospital and

1.6% had been detained in a forensic1.6% had been detained in a forensic

mental hospital. Most residents (82.7%)mental hospital. Most residents (82.7%)

had no current problems of alcohol orhad no current problems of alcohol or

substance misuse. ‘Mental retardation’substance misuse. ‘Mental retardation’

was the primary problem of around 10%was the primary problem of around 10%

of residents; half of these had come fromof residents; half of these had come from

mental hospitals.mental hospitals.

2 212 21

Table1Table1 Features and staffing of non-hospitalFeatures and staffing of non-hospital

residential facilities in Italyresidential facilities in Italy

nn %%

Intensity of careIntensity of care

Cover 24 hoursCover 24 hours 10051005 73.473.4

CoverCover5524 hours24 hours 335335 24.424.4

Assistance as neededAssistance as needed 3030 2.22.2

Operated byOperated by

NHS department of mentalNHS department of mental

healthhealth

710710 51.851.8

Voluntary organisationsVoluntary organisations 300300 22.022.0

Private (for profit)Private (for profit) 194194 14.114.1

Mixed public/privateMixed public/private 148148 10.810.8

Other public organisationsOther public organisations 1818 1.31.3

Full-time professionals employedFull-time professionals employed11

PsychiatristsPsychiatrists 15221522 8.28.2

PsychologistsPsychologists 943943 5.05.0

Specialised nursesSpecialised nurses 58455845 31.331.3

Psychiatric rehabilitationPsychiatric rehabilitation

therapiststherapists

300300 1.61.6

Occupational therapistsOccupational therapists 20852085 11.211.2

Social workersSocial workers 826826 4.44.4

Generic nursesGeneric nurses 35473547 19.019.0

Other qualified personnelOther qualified personnel 18131813 9.79.7

Other non-qualified personnelOther non-qualified personnel 17851785 9.69.6

Total full-time staffTotal full-time staff 1124011240 60.260.2

Director of the residenceDirector of the residence

PsychiatristPsychiatrist 791791 57.857.8

PsychologistPsychologist 150150 10.910.9

Social workerSocial worker 7979 5.85.8

NurseNurse 3636 2.72.7

SociologistSociologist 1111 0.80.8

OtherOther 301301 22.022.0

NHS,National Health Service (Italy).NHS,National Health Service (Italy).
1. As a percentage of the18 666 total staff.1. As a percentage of the18 666 total staff.

Table 2Table 2 Characteristics of residents in non-hospital residential facilities (Characteristics of residents in non-hospital residential facilities (nn¼15943)15943)

nn %%

Former places of residenceFormer places of residence

Patients never admitted to formermental hospital or forensicPatients never admitted to formermental hospital or forensic

mental hospitalmental hospital

93199319 58.558.5

Formermental hospital residentsFormermental hospital residents 63716371 39.939.9

Former forensic mental hospital patientsFormer forensic mental hospital patients 253253 1.61.6

Clinical categories of residentsClinical categories of residents

No current problems of alcohol or substancemisuseNo current problems of alcohol or substancemisuse 1317713177 82.782.7

Comorbid alcohol or substancemisuse problemsComorbid alcohol or substancemisuse problems 805805 5.15.1

Primary alcohol or substancemisuse problemsPrimary alcohol or substancemisuse problems 5555 0.30.3

Primary ‘mental retardation’Primary ‘mental retardation’ 15931593 10.010.0

Other problemsOther problems 313313 1.91.9

Most numerous age group in each facilityMost numerous age group in each facility1,21,2

5540 years40 years 434434 31.831.8

40^59 years40^59 years 681681 49.849.8

4460 years60 years 252252 18.418.4

Admissions in 1991Admissions in 19911,31,3

NoneNone 334334 24.424.4

1^21^2 360360 26.326.3

4422 670670 49.349.3

Discharges in 1999Discharges in 19991,41,4

NoneNone 513513 37.737.7

1^21^2 429429 31.531.5

4422 420420 30.830.8

1. Figures refer to facilities, not to patients.1. Figures refer to facilities, not to patients.
2.Data missing for 3 facilities.2.Data missing for 3 facilities.
3.Data missing for 6 facilities.3.Data missing for 6 facilities.
4.Data missing for 8 facilities.4.Data missing for 8 facilities.
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Turnover of residentsTurnover of residents
Turnover of residents was low. DuringTurnover of residents was low. During

1999, more than a third of NHRFs1999, more than a third of NHRFs

(37.7%) had not discharged any patients(37.7%) had not discharged any patients

and 31.5% had discharged only one orand 31.5% had discharged only one or

two (Table 2). Consequently, few newtwo (Table 2). Consequently, few new

admissions were possible: 24.4% had notadmissions were possible: 24.4% had not

admitted any new residents in 1999, andadmitted any new residents in 1999, and

26.3% had admitted only one or two26.3% had admitted only one or two

patients. The results of the multiple logisticpatients. The results of the multiple logistic

regression analysis for 1091 NHRFs areregression analysis for 1091 NHRFs are

shown in Table 3. Of the variables includedshown in Table 3. Of the variables included

in this analysis, intensity of care and type ofin this analysis, intensity of care and type of

management were not significantly associ-management were not significantly associ-

ated with low turnover. The variablesated with low turnover. The variables

significantly associated with lack of dis-significantly associated with lack of dis-

charges were the most numerous age groupcharges were the most numerous age group

and the number of residents, which alsoand the number of residents, which also

showed a significant interaction. Non-showed a significant interaction. Non-

discharge was inversely related to thedischarge was inversely related to the

number of residents and directly related tonumber of residents and directly related to

the mean age of residents. A first-orderthe mean age of residents. A first-order

interaction between these variables re-interaction between these variables re-

vealed that in NHRFs in which mostvealed that in NHRFs in which most

patients were from the oldest age grouppatients were from the oldest age group

((4460 years), the probability of non-60 years), the probability of non-

discharge was higher than in the otherdischarge was higher than in the other

two age groups and was not significantlytwo age groups and was not significantly

associated with the number of residents.associated with the number of residents.

However, in NHRFs with patients mainlyHowever, in NHRFs with patients mainly

from the other two age groups (from the other two age groups (5540 years40 years

and 40–59 years), non-discharge wasand 40–59 years), non-discharge was

related to having more patients.related to having more patients.

The odds for non-discharge in NHRFsThe odds for non-discharge in NHRFs

hosting only former mental hospitalhosting only former mental hospital

patients was double that of the otherpatients was double that of the other

NHRFs (95% CI 1.56–3.35) while NHRFsNHRFs (95% CI 1.56–3.35) while NHRFs

without full-time staff had 1.6 times thewithout full-time staff had 1.6 times the

risk of non-discharge (95% CI 1.16–2.30)risk of non-discharge (95% CI 1.16–2.30)

compared with the other NHRFs.compared with the other NHRFs.

NHRFs and other mental healthNHRFs and other mental health
facilitiesfacilities
Table 4 shows the relationship betweenTable 4 shows the relationship between

availability of residential places andavailability of residential places and

provision of other mental health servicesprovision of other mental health services

in each region controlling for two basicin each region controlling for two basic

socio-economic indicators (number ofsocio-economic indicators (number of

unemployed and overall regional income).unemployed and overall regional income).

A high rate of residential beds wasA high rate of residential beds was

associated with a higher rate of privateassociated with a higher rate of private

in-patient beds, day hospitals and generalin-patient beds, day hospitals and general

hospital wards, and fewer community men-hospital wards, and fewer community men-

tal health centres and day centres, but thetal health centres and day centres, but the

effect of former mental hospitals was noteffect of former mental hospitals was not

significant. More residential beds weresignificant. More residential beds were

found in regions with a lower number offound in regions with a lower number of

unemployed people, but the effect of regio-unemployed people, but the effect of regio-

nal income was not significant (at the 5%nal income was not significant (at the 5%

level). The impact of these variables onlevel). The impact of these variables on

bed numbers has been quantified usingbed numbers has been quantified using

2 2 22 2 2

Table 3Table 3 Logistic regression: variables associatedwith no turnover of residents in non-hospital residential facilities in1999 (Logistic regression: variables associatedwith no turnover of residents in non-hospital residential facilities in1999 (nn¼1091)1091)

VariableVariable EstimateEstimate s.e.s.e. ZZ PP

InterceptIntercept 770.6740.674 0.2550.255 772.6392.639 0.0080.008

Formermental hospital patientsFormermental hospital patients AllAll v.v. not allnot all 0.8280.828 0.1950.195 4.2414.241 550.0010.001

Presence of full-time staffPresence of full-time staff NoNo v.v. yesyes 0.4890.489 0.1760.176 2.7832.783 0.0050.005

Number of residentsNumber of residents 6^106^10 vv. 1^5 (p2). 1^5 (p2)

11^1511^15 v.v. 1^5 (p3)1^5 (p3)

441515 v.v. 1^5 (p4)1^5 (p4)

770.8430.843

771.9151.915

772.8732.873

0.3250.325

0.5290.529

0.7370.737

772.5962.596

773.6203.620

773.9003.900

0.0090.009

550.0010.001

0.0000.000

Most numerous age groupMost numerous age group 40^59 years40^59 years v.v. 5540 years (e2)40 years (e2)

4459 years59 years v.v. 5540 years (e3)40 years (e3)

0.2210.221

0.2870.287

0.3190.319

0.4130.413

0.6920.692

0.6950.695

0.4890.489

0.4870.487

Interaction between number of patients andmostInteraction between number of patients andmost p2.e2p2.e2 0.7480.748 0.4120.412 1.8161.816 0.0690.069

numerous age groupnumerous age group p2.e3p2.e3 1.1151.115 0.5220.522 2.1382.138 0.0320.032

p3.e2p3.e2 1.3161.316 0.5980.598 2.1992.199 0.0280.028

p3.e3p3.e3 1.9031.903 0.7190.719 2.6482.648 0.0080.008

p4.e2p4.e2 1.1021.102 0.8020.802 1.3731.373 0.1700.170

p4.e3p4.e3 2.7282.728 0.8510.851 3.2073.207 550.0010.001

Table 4Table 4 Poisson regression: predictors of the number of residential beds in non-hospital residential facilitiesPoisson regression: predictors of the number of residential beds in non-hospital residential facilities

VariableVariable EstimateEstimate s.e.s.e. ZZ PP RRRR 95% CI95% CI

InterceptIntercept 777.6807.680 0.0200.020

Community mental health centres (Community mental health centres (66100)100) 770.9550.955 0.1480.148 776.476.47 550.0010.001 0.3850.385 0.288^0.5140.288^0.514

Day centres (Day centres (66100)100) 771.1271.127 0.0870.087 7712.9712.97 550.0010.001 0.3240.324 0.273^0.3840.273^0.384

General hospital psychiatric wards (General hospital psychiatric wards (66100)100) 0.7350.735 0.1940.194 3.793.79 550.0010.001 2.0862.086 1.426^3.0501.426^3.050

Beds in private in-patient facilities (Beds in private in-patient facilities (661000)1000) 0.5390.539 0.0250.025 21.1821.18 550.0010.001 1.7151.715 1.631^1.8031.631^1.803

Day hospitals (Day hospitals (66100)100) 0.3940.394 0.0950.095 4.164.16 550.0010.001 1.4831.483 1.232^1.7861.232^1.786

Number of unemployed (Number of unemployed (66101066)) 770.3030.303 0.0310.031 779.739.73 550.0010.001 0.7390.739 0.695^0.7850.695^0.785

Regional income (Regional income ( million)million) 0.0510.051 0.0280.028 1.801.80 0.0710.071 1.0521.052 0.996^1.1120.996^1.112

RR, relative risk.RR, relative risk.
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relative risk (RR). For example, with anrelative risk (RR). For example, with an

increase of 1000 private in-patient beds,increase of 1000 private in-patient beds,

the rate of residential beds increases by athe rate of residential beds increases by a

factor of 1.7 (and similar considerationsfactor of 1.7 (and similar considerations

apply for other variables with RRapply for other variables with RR 441);1);

with an increase of 100 in the number ofwith an increase of 100 in the number of

community mental health centres, the ratecommunity mental health centres, the rate

of residential beds shows a decrease of 2.6of residential beds shows a decrease of 2.6

times (1/0.385, which is the RR for thistimes (1/0.385, which is the RR for this

variable; similar considerations apply forvariable; similar considerations apply for

other variables with a RRother variables with a RR 551). The regres-1). The regres-

sion equation predicted between-regionsion equation predicted between-region

variation in number of residential beds bothvariation in number of residential beds both

in absolute and relative terms; the linearin absolute and relative terms; the linear

correlation coefficient between predictedcorrelation coefficient between predicted

and actual residential beds was 0.93, whileand actual residential beds was 0.93, while

the correlation between predicted and cur-the correlation between predicted and cur-

rent occupancy rate per 10 000 inhabitantsrent occupancy rate per 10 000 inhabitants

was 0.80.was 0.80.

DISCUSSIONDISCUSSION

This study is the first Italian survey of resi-This study is the first Italian survey of resi-

dential alternatives to hospitals. To ourdential alternatives to hospitals. To our

knowledge, similar studies carried out inknowledge, similar studies carried out in

European countries have not exceeded theEuropean countries have not exceeded the

regional level (Faulknerregional level (Faulkner et alet al, 1993; Lelliott, 1993; Lelliott

et alet al, 1996). In the USA a national survey of, 1996). In the USA a national survey of

residential care was made by the Nationalresidential care was made by the National

Institute of Mental Health (RandolphInstitute of Mental Health (Randolph et alet al,,

1991), but only two-thirds of the agencies1991), but only two-thirds of the agencies

providing residential services participatedproviding residential services participated

in the study and the information was notin the study and the information was not

detailed.detailed.

The NHRFs in Italy constitute a hetero-The NHRFs in Italy constitute a hetero-

geneous system which has developed ingeneous system which has developed in

response to two basic needs: to provideresponse to two basic needs: to provide

alternative accommodation to mentalalternative accommodation to mental

hospitals; and to set up a network of re-hospitals; and to set up a network of re-

habilitative facilities for younger patientshabilitative facilities for younger patients

with chronic disorders, drawn from thewith chronic disorders, drawn from the

community. This system is mainly public,community. This system is mainly public,

but with substantial subcontracting to for-but with substantial subcontracting to for-

profit and non-profit private agencies. Itprofit and non-profit private agencies. It

has been organised locally in response tohas been organised locally in response to

local needs with little definition of stan-local needs with little definition of stan-

dards of care. Our study has provideddards of care. Our study has provided

evidence of this heterogeneity, underlyingevidence of this heterogeneity, underlying

the need for better classification of thesethe need for better classification of these

facilities and establishment of nationalfacilities and establishment of national

and international standards of care andand international standards of care and

staffing to be matched with patients’ needs.staffing to be matched with patients’ needs.

The current provision of non-hospitalThe current provision of non-hospital

residential beds is substantially higher thanresidential beds is substantially higher than

the 2 per 10 000 rate recommended bythe 2 per 10 000 rate recommended by

the Italian National Mental Health Planthe Italian National Mental Health Plan

(Progetto Obiettivo, 1999). However, there(Progetto Obiettivo, 1999). However, there

was a high degree of variability betweenwas a high degree of variability between

regions. It seems unlikely that regional dif-regions. It seems unlikely that regional dif-

ferences in prevalence of mental disordersferences in prevalence of mental disorders

can account for this variability. Indeed,can account for this variability. Indeed,

data from five psychiatric case registersdata from five psychiatric case registers

in dissimilar areas of the country did notin dissimilar areas of the country did not

show any notable difference in theshow any notable difference in the

prevalence of severe mental disordersprevalence of severe mental disorders

(Balestrieri(Balestrieri et alet al, 1992). There were more, 1992). There were more

residential beds in regions with smallerresidential beds in regions with smaller

numbers of unemployed people, and therenumbers of unemployed people, and there

was no correlation with regional income.was no correlation with regional income.

Moreover, the two regions with the smal-Moreover, the two regions with the smal-

lest provision of residential beds (Tuscanylest provision of residential beds (Tuscany

and Campania), respectively located in theand Campania), respectively located in the

centre and in the south, are among thecentre and in the south, are among the

richest and the poorest respectively of allrichest and the poorest respectively of all

21 regions; while the two regions with the21 regions; while the two regions with the

highest provision of residential beds (e.g.highest provision of residential beds (e.g.

Abruzzo and Molise), both in central Italy,Abruzzo and Molise), both in central Italy,

are not wealthy. Therefore, it is difficult toare not wealthy. Therefore, it is difficult to

establish any correlation at a regional levelestablish any correlation at a regional level

between provision of residential beds andbetween provision of residential beds and

socio-economic indicators.socio-economic indicators.

It may be concluded that, at least inIt may be concluded that, at least in

part, variations in the provision of residen-part, variations in the provision of residen-

tial beds reflect regional differences intial beds reflect regional differences in

health planning (Tognoni & Saraceno,health planning (Tognoni & Saraceno,

1989; Fioritti1989; Fioritti et alet al, 1997; de Girolamo &, 1997; de Girolamo &

Cozza, 2000). The inverse relationshipsCozza, 2000). The inverse relationships

between residential beds and community-between residential beds and community-

based facilities suggests that some regionsbased facilities suggests that some regions

made provisions for community care, whilemade provisions for community care, while

others merely transferred patients fromothers merely transferred patients from

hospitals to long-term residences, includinghospitals to long-term residences, including

private acute in-patient facilities. Theseprivate acute in-patient facilities. These

differences seem consistent with a broaderdifferences seem consistent with a broader

political trend allowing for a large degreepolitical trend allowing for a large degree

of regional autonomy in the planning andof regional autonomy in the planning and

implementation of mental health services,implementation of mental health services,

known as ‘health devolution’.known as ‘health devolution’.

In any event, the rate of residential bedsIn any event, the rate of residential beds

in Italy is substantially lower than thatin Italy is substantially lower than that

found in the Mental Health Residentialfound in the Mental Health Residential

Care Study in eight districts surroundingCare Study in eight districts surrounding

London (9.46 beds per 10 000) (LelliottLondon (9.46 beds per 10 000) (Lelliott etet

alal, 1996). However, in another UK survey, 1996). However, in another UK survey

of 35 districts, the rate was 4.29, closer toof 35 districts, the rate was 4.29, closer to

the 2.98 Italian rate (Faulknerthe 2.98 Italian rate (Faulkner et alet al, 1993)., 1993).

It seems difficult to establish preciseIt seems difficult to establish precise

standards for the provision of residentialstandards for the provision of residential

beds, since ‘housing needs assessmentsbeds, since ‘housing needs assessments

crucially depend on the range and qualitycrucially depend on the range and quality

of other local services and cannot beof other local services and cannot be

separated from the functioning andseparated from the functioning and

dynamics of the total service ‘‘system’’dynamics of the total service ‘‘system’’ ’’

(Shepherd & Murray, 2001).(Shepherd & Murray, 2001).

Rehabilitation centres or ‘homesRehabilitation centres or ‘homes
for life’?for life’?

Our results suggest that many NHRFsOur results suggest that many NHRFs

merely provide long-term accommodation.merely provide long-term accommodation.

Lack of mobility was inversely related toLack of mobility was inversely related to

the exclusive presence of former mentalthe exclusive presence of former mental

hospital patients and to the number of resi-hospital patients and to the number of resi-

dents, while it was directly related to thedents, while it was directly related to the

age of residents. Only in NHRFs providingage of residents. Only in NHRFs providing

for older patients was low turnover un-for older patients was low turnover un-

related to the number of patients. Sincerelated to the number of patients. Since

the absence of full-time staff (whichthe absence of full-time staff (which

suggests low intensity of care) was alsosuggests low intensity of care) was also

related to a low turnover, it seems thatrelated to a low turnover, it seems that

NHRFs hosting more patients, predomi-NHRFs hosting more patients, predomi-

nantly elderly, and having no full-time staffnantly elderly, and having no full-time staff

to provide intensive rehabilitation, haveto provide intensive rehabilitation, have

few discharges.few discharges.

Similar low turnover rates have beenSimilar low turnover rates have been

observed in the USA (Geller & Fisher,observed in the USA (Geller & Fisher,

1993) and in British studies of patients1993) and in British studies of patients

discharged from mental hospitals (Triemandischarged from mental hospitals (Trieman

et alet al, 1998). In the Team for the Assessment, 1998). In the Team for the Assessment

of Psychiatric Services (TAPS) study, 61%of Psychiatric Services (TAPS) study, 61%

of the patients discharged to communityof the patients discharged to community

placements (mostly group homes) remainedplacements (mostly group homes) remained

in the same accommodation over the 5-yearin the same accommodation over the 5-year

follow-up (Triemanfollow-up (Trieman et alet al, 1998). Despite a, 1998). Despite a

tendency for long-term stay in largetendency for long-term stay in large

NHRFs, it should be stressed that severalNHRFs, it should be stressed that several

studies have shown that living in small,studies have shown that living in small,

domestic environments is associated withdomestic environments is associated with

better quality of life and higher satisfactionbetter quality of life and higher satisfaction

reported by patients, compared withreported by patients, compared with

traditional mental health wards (Lehmantraditional mental health wards (Lehman

et alet al, 1986; Barry & Crosby, 1996)., 1986; Barry & Crosby, 1996).

Staffing: quantity and qualityStaffing: quantity and quality

Three-quarters of the NHRFs provided 24-Three-quarters of the NHRFs provided 24-

hour care, representing a real alternative tohour care, representing a real alternative to

long-stay hospital wards. The ratio oflong-stay hospital wards. The ratio of

patients to full-time staff of 1.42:1 gavepatients to full-time staff of 1.42:1 gave

further support to the intensive care notionfurther support to the intensive care notion

of residential services in Italy. However,of residential services in Italy. However,

about 40% of staff had no specific profes-about 40% of staff had no specific profes-

sional qualification for working withsional qualification for working with

people with severe psychiatric illness.people with severe psychiatric illness.

Similar lack of trained staff caring forSimilar lack of trained staff caring for

patients in NHRFs has been observed inpatients in NHRFs has been observed in

the USA and the UK (Randolphthe USA and the UK (Randolph et alet al,,

1991; Senn1991; Senn et alet al, 1997). Efforts should be, 1997). Efforts should be

made to train mental health workers tomade to train mental health workers to

treat residential patients.treat residential patients.

In-patient psychiatric care todayIn-patient psychiatric care today
in Italyin Italy

In May 2000 there were 27 649 psychiatricIn May 2000 there were 27 649 psychiatric

beds in Italy (including hospital and resi-beds in Italy (including hospital and resi-

dential places). Since 1978, when Lawdential places). Since 1978, when Law

180 was enacted, there has been a 65%180 was enacted, there has been a 65%

reduction in the provision of residentialreduction in the provision of residential

beds of all kinds. This change in servicebeds of all kinds. This change in service

provision seems to have occurred withoutprovision seems to have occurred without
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increases in suicide rates (Williamsincreases in suicide rates (Williams et alet al,,

1986; De Leo1986; De Leo et alet al, 1997) or in the number, 1997) or in the number

of patients admitted to psychiatric forensicof patients admitted to psychiatric forensic

facilities (Fiorittifacilities (Fioritti et alet al, 2001). Although, 2001). Although

there is no detailed information, numbersthere is no detailed information, numbers

of homeless people with mental illness doof homeless people with mental illness do

not appear to have increased in urban areasnot appear to have increased in urban areas

(de Girolamo & Cozza, 2000). It is also(de Girolamo & Cozza, 2000). It is also

unlikely that community-based servicesunlikely that community-based services

have reduced the prevalence of serioushave reduced the prevalence of serious

mental disorders, as implementation ofmental disorders, as implementation of

evidence-based treatment strategies hasevidence-based treatment strategies has

been delayed as in other countries (Falloonbeen delayed as in other countries (Falloon

et alet al, 1999). Support for families has been, 1999). Support for families has been

provided unevenly, even though a largeprovided unevenly, even though a large

proportion of people with mental illnessproportion of people with mental illness

in Italy live with their families (Warnerin Italy live with their families (Warner

et alet al, 1998; Magliano, 1998; Magliano et alet al, 2000)., 2000).

Regions with better provision of out-Regions with better provision of out-

patient and day care services had lowerpatient and day care services had lower

rates of residential beds. This suggests thatrates of residential beds. This suggests that

providing more community services mightproviding more community services might

reduce the need for residential care. How-reduce the need for residential care. How-

ever, it is also possible that the availabilityever, it is also possible that the availability

of more residential beds decreases the needof more residential beds decreases the need

for community-oriented services, or that afor community-oriented services, or that a

third factor has an influence on overallthird factor has an influence on overall

service provision. In any case, at a regionalservice provision. In any case, at a regional

level, service planning has focused onlevel, service planning has focused on

developing either a caring supportive ap-developing either a caring supportive ap-

proach based on long-term residential care,proach based on long-term residential care,

or a more community-based rehabilitativeor a more community-based rehabilitative

treatment approach.treatment approach.

Limitations of the studyLimitations of the study

This study has some limitations. First, theThis study has some limitations. First, the

large number of researchers collecting datalarge number of researchers collecting data

might have created inconsistencies. Second,might have created inconsistencies. Second,

the cross-sectional design of the study doesthe cross-sectional design of the study does

not allow causal inferences, for instancenot allow causal inferences, for instance

regarding the relationship betweenregarding the relationship between

provision of NHRFs and of other types ofprovision of NHRFs and of other types of

psychiatric services.psychiatric services.

Despite such limitations, PROGRES isDespite such limitations, PROGRES is

the first systematic attempt in Italy to fillthe first systematic attempt in Italy to fill

the gap between psychiatric services plan-the gap between psychiatric services plan-

ning and evaluation, by setting up a net-ning and evaluation, by setting up a net-

work of investigators throughout thework of investigators throughout the

country and evaluating an entire typologycountry and evaluating an entire typology

of services in a consistent fashion.of services in a consistent fashion.
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