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Long-term residential care: for 
whom, how and where? 

 
  



POPULATION 60 MILLIONS INHAB. 
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Survey of ALL Italian RFs in all 21 
Regions 

Random selection of 20% of all RFs 
in each Region 
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FINAL RESULTS 
PHASE 1 (year 2002) 

• RFs in Italy =     1,370 

• Overall beds =     17,138 

• Bed rate/10.000 popn. =  2.98 

• Average number beds/RF = 12.5 

• Occupancy rate=    93% 



Yellow = < 2 
Green = 2-3 
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Red = > 4 

NUMBER OF RESIDENTIAL 
PLACES PER 10,000 POPN. 



Number of residential beds per 10,000 popn. in 
5 countries and prevalence rate of SMI 
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Different types of residential places in 
Canada according to Lesage (2014) 
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5-year follow-up 
in an Italian 

Region 
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The 
residents 



FINAL RESULTS 
PHASE 2 

• Res. Facilities assessed =     265 

• Patients assessed =             2,963 

• Mean age =     49.3 yrs 

• Average length of illness =  26 yrs 

• Age 1st contact =    24 yrs 

• % never in a MH =   48% 
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Cooperation capacity in the last 
year (%)  
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Participation to the RF 
activities (%)  

16
4

25

5 5 1

45

0

20

40

60

80

100

Cooking Laundery Cleaning Gardening Shopping Administration NOTHING



Social support in the last year 
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Methods 
 

• Prospective observational cohort study involving all patients 

(N=403) 18-65 yrs. staying in 23 medium long-term RFs of 
the St John of God Order with a primary psychiatric diagnosis.  
 

• Sociodemographic,clinical, and treatment-related information. 
 

• Standardized assessments: BPRS, HONOS, PSP, PHI, SLOF, 
RBANS; WHOQOL, VHSS, SWBS.  
 

• Logistic regression analyses were run to identify independent 
discharge predictors. 
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1-year follow-up 
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CLINICIANS’ PREDICTIONS  
(in red the right predictions) 

1-year outcome  Total 

Home In a RF 
 
 

Clinician’s 
prediction 

Home 27 36 63 
In a RF 28 302 330 

Total 55 338 393 



The tetrachoric uncertainty correlation 
coefficient and the Cohen’s Kappa were 
computed.  
 

These two indices yielded 0.1 for uncertainty 

and 0.4 for Kappa, respectively, indicating a 
low association and poor agreement between 
clinicians’ discharge predictions and patients’ 
actual discharge status at the 1-year follow-up. 







  Is discharge from RFs possible? 
 

  Discharge from a RF within 1 year is 
unlikely: in our sample it occurred in 1 
patient every 7. 
 

  These data are similar to other studies. 
 

 For clinicians  it is very difficult to predict 
discharge 

CONCLUSIONS: 1 



 Probably the main point of controversy is to clearly 
define the role of RFs, that is whether they should 
be conceptualized as intensive treatment 
programmes, or merely as ordinary homes or l iving 
settings for people who participate fully in 
treatment and psychosocial programmes provided 
by local mental health services.  
 

 These contrasting objectives may actually lead to 
different characteristics of their functioning and to 
diverse typologies of care processes, although the 
scientific literature usually refers to RFs as a unitary 
concept. 

CONCLUSIONS: 1 (cont.) 





Residential 
facilities: ‘HOMES 

FOR LIFE’ (Leff et al, 
1989) ?? 

Perhaps, for 
many pts: YES! 



CONCLUSIONS 2: TAXONOMY 

• Two main categories: 
 1. ‘Homes for life’  for people 
with severe disabilities 

 
 2. Sites of intensive 
treatment programmes 

 



Related to this point, there is the need to 
develop a clear taxonomy of RFs, based on 
specific operational criteria. This taxonomy 
should spell out acceptable ranges of available 
RFs, staffing levels, optimal size, satisfactory 
environmental features and activities needed to 
fill residents’ weekly time, and in particular 
weekends, evenings, and so on. 

CONCLUSIONS 2: TAXONOMY (cont.) 



 Provision of RFs largely depends on two key 
variables:  

 
(i) the extent of informal family support, which 

can replace the formal support granted by RFs 
(this is the case for I taly, and can explain the 
low  number of residential beds); 
 

(ii)The availability of comprehensive community 
resources in the catchment area. 

CONCLUSIONS 3: NUMBER OF 
RESIDENTIAL BEDS  (cont.) 



Size represents a critical variable for 
any taxonomy of these settings, 
probably the SINGLE MOST 
IMPORTANT VARIABLE. Small RFs help 
create a homely, domestic-like 
environment which is in huge contrast 
to the large institutional environments 
of the past, warehousing hundreds of 
patients. 

CONCLUSIONS 4: SIZE OF THE FACILITIES 



In community care, the quality of staff (and what 
they do) is more important than the quantity, 
provided that a ‘minimum’ quantity is ensured. 
Unfortunately, in residential care we do not 
know what the minimum is; in other words, what 
is the threshold below which there will certainly 
be a deterioration in the quality of care and in 
selected outcome indicators. 

CONCLUSIONS 5: STAFFING 



It would be important to identify the key variables 
which facilitate (or are strictly needed for) the creation 
of a home-like, pleasant physical environment for long-
term residents. In particular, several studies have 
highlighted that most residents attribute great 
importance to privacy (virtually nonexistent in the 
former mental hospitals), and this has precise 
implications in terms of architectural features (e.g. 
availability of single rooms, private bathrooms, etc.). 

CONCLUSIONS 6: PHYSICAL 
CHARACTERISTICS 



Costs of RFs can widely differ, 
depending on a large number of 
patients and facilities’ 
characteristics. 

CONCLUSIONS: 7 



  
   

  
• “community treatment…  is a service 

delivery vehicle. I t can allow  
treatment to be offered to a patient, 
but is not the treatment itself. This 
distinction is important, as the actual 
ingredients of treatment have been 
insufficiently emphasized” 
(Thornicroft, 2000). 

CONCLUSIONS: 8 
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