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T he results of a recent study of
a representative sample of
Italian psychiatric services

have shown that only 35 percent of
patients with schizophrenia who live
with their own family are in a psy-
chosocial rehabilitation program and
that only 66 percent of these pro-
grams ask clients to define their per-
sonal goals (1). The most important
likely causes are the psychodynamic
orientation of many rehabilitation
managers, the scarcity of mental
health workers trained to teach social
and work skills, and the absence of a
structured framework to guide reha-
bilitation practice (2).

In 1998 the rehabilitation unit of
the Fatebenefratelli Institute of Bres-
cia (Italy), in collaboration with the
Italian National Institute of Health
and the Institute of Psychiatry of the
University of Naples, published a
short handbook for the planning and
evaluation of rehabilitative interven-
tions in psychiatric centers. The
handbook was called VADO—Valu-
tazione delle Abilità e Definizione
degli Obiettivi (in English, Skills As-
sessment and Definition of Goals)
(3). It was inspired by the Boston Re-
habilitation Center’s approach (4),
which identifies patients’ skill deficits
and strengths and plans rehabilitative
interventions strictly related to pa-
tients’ goals.

The efficacy of the VADO ap-
proach was assessed with a multicen-
ter partially randomized controlled
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Objective: This study investigated whether a specific structured plan-
ning and evaluation approach called VADO (in English, Skills Assess-
ment and Definition of Goals) resulted in improved personal and social
functioning among patients with chronic schizophrenia. Methods: A to-
tal of 85 patients with chronic schizophrenia who were under a stable
medication regimen were randomly allocated to the VADO-based inter-
vention or to routine care; 78 completed the program. Interventions
were carried out in nine Italian day treatment or residential rehabilita-
tion facilities. Assessment at the beginning of the study and at the one-
year follow-up included the Personal and Social Performance scale
(PSP) and Brief Psychiatric Rating Scale Version 4.0 (BPRS). Clinically
significant improvement was defined as an increase of at least 10 points
on the PSP or a decrease of at least 20 percent on the BPRS total score.
Results: At baseline, average PSP scores in the experimental group and
in the control group were 33.9±8.1 and 34.0±11.2, respectively (possi-
ble scores range from 1 to 100, with higher scores indicating better
functioning). At six months, the score improved markedly in the exper-
imental group (40.8±10.9) and minimal change was observed in the con-
trol group (35.3±11.6); the difference between groups was significant
(difference of 6.9 points compared with 1.3 points; t=2.21, df=81,
p<.05). At 12 months, the same trend was observed (difference of 12.0
points compared with 3.5 points), and the difference between groups
was both statistically and clinically significant (t=2.99, df=75, p<.01).
Conclusions: A statistically and clinically significant improvement in
functioning was observed among patients treated with the VADO ap-
proach. (Psychiatric Services 57:1778–1783, 2006)
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study (5). However, the results must
be interpreted with caution, because
in three centers randomization was
not performed and there was only a
partial independence in the evalua-
tion outcomes. Assessments using the
Brief Psychiatric Rating scale 
(BPRS) and the Personal and Social
Performance (PPS) were carried out
by the VADO-trained rehabilitation
workers. The assessments were
checked by one independent re-
search assistant at each center, who
interviewed the rehabilitation work-
ers after each assessment. The re-
search assistants were instructed not
to ask anything that could reveal the
treatment received by the patients. In
the few cases of disagreement be-
tween the research assistant and the
rehabilitation workers, the rating was
made by another independent re-
search assistant. Thus an effort was
made to check the validity of each as-
sessment by independent research as-
sistants, but bias was highly likely. To
better assess the efficacy of the
VADO approach, a new randomized
controlled trial was subsequently
planned. This trial and the one-year
follow-up results are described in this
article.

Methods
Procedure
This study was a multicenter, ran-
domized controlled trial with a strati-
fied design; assessors were blind to
the patients’ treatment condition.
Fifty potentially eligible day treat-
ment or residential rehabilitation fa-
cilities were selected according to a
random sampling with stratification
by population size, among all Nation-
al Health Service day treatment or re-
habilitation centers of five regions in
Northern Italy. They were invited to
take part in the study, and only nine
centers agreed: one in the Brescia
area (Lombardy region), two in the
Piacenza area, one in Reggio Emilia
and one in Rimini (Emilia Romagna
region), two in Rovigo (Veneto re-
gion), one in Torino (Piemonte re-
gion), and one in Udine (Friuli-
Venezia-Giulia region).

After staff in the participating cen-
ters were trained in the VADO
method (see below for a description
of the method), each center was

asked to recruit at least ten patients
over six months according to the fol-
lowing criteria: aged between 18 and
65 years; diagnosis of schizophrenia
or schizoaffective or delusional disor-
der according to ICD-10 criteria;
global functional score less than 70 on
the PSP (see below for scoring infor-
mation; this score corresponds to at
least manifest difficulties in one key
functioning area); no evidence of dis-
abling physical diseases, psycho-or-
ganic syndromes, or mental retarda-
tion; stable medication regimen; no
concurrent psychological or family in-
terventions; and informed consent to
participate. After baseline assess-
ment, patients who had met these
criteria were randomly assigned in
each center to the VADO approach or
to routine care. The randomization
was performed by a central unit ac-
cording to computer-generated ran-
dom numbers, and the sample was
stratified by medication (two strata:
second- or first-generation antipsy-
chotics). Institutional review boards
of the centers approved the study.

Assessments
Basic demographic information and
details of psychiatric history at the be-
ginning of the trial and data on med-
ication and inpatient episodes during
the trial were recorded.

At the beginning of the trial (base-
line), after six months, and after 12
months, personal and social function-
ing was assessed by the PSP scale and
overall severity of symptoms was as-
sessed by the Italian standardized
BPRS Version 4.0 (6). The PSP is a
modified validated version of the So-
cial and Occupational Functioning
Assessment Scale (SOFAS) (7). As
with the SOFAS scale, the PSP scale
ranges from 100, excellent function-
ing, to 1, extremely severe impair-
ment with risk for survival. The as-
sessor is instructed to take into ac-
count four main areas: socially useful
activities, including work and study;
relationships; self-care; and disturb-
ing and aggressive behaviors. Suicide
risk is considered in the score only in-
sofar as suicidal ruminations may in-
terfere with social functioning. Scor-
ing the PSP scale requires a brief
training, which is outlined in the
VADO handbook. The PSP can be

easily scored by rehabilitation work-
ers, including those with limited psy-
chiatric experience (7).

Effort was made to blind three
trained and experienced assessors to
group allocation, instructing them to
not ask anything that could reveal the
approach received by the patients and
instructing patients to not reveal de-
tails of their care. The treatment code
was recorded in the assessment forms
afterward in the central unit. Asses-
sors were asked to guess the group al-
location of each patient; the guesses
were not significantly better than
chance, suggesting that blinding was
satisfactory. To rate the PSP, assessors
interviewed the patient and the mem-
ber of the staff not involved in the pa-
tient’s treatment. The assessors then
compared the answers and gave a
consensus score.

Groups
VADO approach. The aim of the
VADO approach is to help the reha-
bilitative team to define and evaluate
individual rehabilitative programs. It
is mainly based on assessment of pa-
tient’s disabilities and residual
strengths, negotiation of realistic and
measurable goals, subdivision of
goals into elementary skills and tasks,
and routine evaluation of progress to-
ward the achievement of objectives
(Table 1).

The VADO handbook provides de-
tailed instructions on how to assess
the patient’s disabilities or difficulties
and residual strengths and how to ne-
gotiate the rehabilitation program
with him or her; the handbook also
include forms or tools, such as the
functioning assessment tool (FA).
The FA includes a number of ques-
tions that the rater must answer to
conduct a semistructured interview
to achieve a comprehensive and thor-
ough assessment for 28 domains (see
box on page 1781). Also included is
the rehabilitation areas form (RAF).
The 28 domains of the FA were listed
on this form. For each domain, at the
beginning of the rehabilitative inter-
vention and whenever changes in
planning intervention are introduced,
the rehabilitation worker selects one
of six possible alternatives: 0, absence
of disabilities or problems; 1, pres-
ence of a problem: no planned inter-
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vention at present; 2, presence of a
problem: planning intervention; 3, in-
tervention in progress; 4, intervention
concluded (after improvement); and
not applicable: area not relevant (for
example, domain number 14, if the
patient does not have children). The
handbook also provides the planning
form (PF), which is used to develop a
scheduled written plan for the attain-
ment of a specific objective, and the
specific objective form (SOF). The
SOF includes the subdivision of spe-
cific objectives to relevant elementary
tasks and skills, and it assesses how
well and in which circumstances they
are performed—that is, if they are
performed autonomously or after ver-
bal prompting and if they are per-
formed in a sheltered rehabilitation

program or in the real-life environ-
ment. Finally, the PSP scale is includ-
ed in the handbook.

The main differences between
VADO and the Boston Rehabilitation
Center’s approach (4) are the follow-
ing. First, in the VADO approach, the
rehabilitative work begins before the
global objective is defined (for exam-
ple, toward improvement in self-suffi-
ciency) and the global objective is not
considered to be permanent (for ex-
ample, where the patient would like to
live in two or three years and what he
or she would like to do). Instead, the
global objective may be modified
while the patient improves his or her
skills and self-confidence. Second, the
VADO approach includes the PSP
scale, as a measure for comparing dif-

ferent patients at baseline and during
rehabilitation. Third, the VADO ap-
proach places a higher level of impor-
tance on subdividing objectives into
elementary skills and tasks. Finally,
the VADO approach has a more struc-
tured assessment of the progress to-
ward achieving the objectives.

The VADO handbook suggests di-
viding complex goals into specific
measurable objectives to be dealt with
in sequence. The VADO approach
does not describe rehabilitation tech-
niques in detail and it does not require
any specific rehabilitation techniques,
although it recommends modeling
and role playing. The rehabilitation
workers involved in the VADO imple-
mentation were invited to continue
using their rehabilitation techniques
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Components of the Skills Assessment and Definition of Goals (VADO) approach

Suggested rehabili-
Components Examples Memory aides, areas, and forms tative techniques

Assessment of 28 areas of social Functioning assessment tool, Per-
functioning, including strengths, sonal and Social Performance Scale,
and rating on the Personal and rehabilitation areas form (optional)
Social Performance Scale

Negotiation of the global objec- Global objective: to live in an
tivea and choice of relevant independent flat, without work-
priority areas (general objectives) ing and with at least some friends

and one hobby; general objective:
improved participation in the 
rehabilitation facility activities

Negotiation of realistic, attainable, Using active listening during Planning form items: general objective,
specific (measurable) objectives the afternoon meeting without specific objective definition, needed

disturbing and with interacting skills, existing abilities and resources,
required resources, case manager 
and other professionals involved in
the plan identification, operative
details of the plan (techniques to be
used), reinforcement for progress,
likely obstacles and countermeasures,
and progress checkup dates

Subdivision of specific Wait one’s turn, look at the per-
objectives in skills and tasks son, look interested (for exam-

ple, nodding your head), ask
questions to clarify what is being 
said, and check out if one has
understood well

Rehabilitation work with monitor- Personal and Social Performance Role playing, mod-
ing of the progress toward objec- Scale and specific objective form eling, and problem 
tives and periodic Personal and solving
Social Performance assessment

Maintenance and generalization Continuation of active listening Personal and Social Performance
in the rehabilitation setting and Scale and specific objective form
generalization of it outside

a The global objective is how the patient would like to live.
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within the VADO structure.
Routine approach. The comparison

rehabilitation approach was routine
management. Most centers had per-
sonalized rehabilitation programs,
and all centers offered a variety of
common activities with rehabilitative
potentials—for example, group dis-
cussion, reading and discussing news-
paper stories, art therapy, excursions,
and supported holidays.

Training in the VADO approach
Before beginning the study, at least
two staff members from each center
(one physician and one rehabilitation
worker) attended a 32-hour training
course on the VADO approach. The
course lasts for eight hours a day for
four days. The course is based on the
small-group methodology, with exten-
sive role playing and case discussion.
Participants were shown videotapes
of interviews with patients and were
asked to score the cases on the PSP
scale and to complete the RAF forms
independently and then to discuss in-
consistencies in their ratings. Partici-
pants discussed the individual cases,
which were summarized in vignettes,
and set objectives for each case. Only
a cursory description of the most
promising rehabilitation techniques
was provided to participants.

After the course, participants at-
tended a common supervision session
one day per month for six months to
discuss problems and doubts about
the clinical management of patients.
The session was at the Psychiatry Re-
habilitation Unit, Fatebenefratelli
Hospitalization and Care Scientific
Institute. The session was a group
session that focused on the patients
treated with the VADO approach.
Private sessions that focused on spe-
cific problems were available for indi-
viduals upon request. The session was
conducted by the same professionals
who were trained and experienced in
the VADO method and conducted
the VADO training.

Statistical analysis
Data were analyzed with SPSS 12.0.
PSP and BPRS total scores were test-
ed for differences between groups by
means of Student’s t test, after ho-
moscedasticity was assessed. Differ-
ences in the proportions of clinically

improved patients in the two groups
(VADO and routine care) and at the
two times (baseline and 12 months)
were examined with chi square tests.
Clinical improvement was defined as
an increase of at least 10 points on the
PSP or a decrease of at least 20 per-
cent on BPRS total score.

The definition of “minimal impor-
tant clinical difference” as a differ-
ence of 10 points on the PSP score
was decided on the basis of a recent
further PSP validation study (8). The
validation study used pooled data
from two prospective, multicenter
clinical antipsychotic trials and com-
pared PSP scores with scores on the
Clinical Global Impressions Scale (9)
and the Positive and Negative Syn-
drome Scale (10).

Results
Patient characteristics
In the six months after the VADO
training, the nine centers were able to
recruit 85 patients who met entry cri-
teria after the full assessment. Of
these, 43 were randomly assigned to
the experimental group and 42 were

randomly assigned to the control
group. As shown in Table 2, most pa-
tients were middle aged and male and
had limited education. Most were un-
employed and living with relatives
and had a long duration of illness.
There were no clinical or sociodemo-
graphic differences between groups
at baseline.

Setting and achievement 
of rehabilitation goals
Among the 43 patients in the interven-
tion group, 144 specific objectives
were planned, of which 108 (75 per-
cent) were fully achieved (autonomous
performance of all relevant skills or
tasks). Planned specific goals involved
the following domains of functioning:
job or socially useful activities (31 of
42 goals were achieved), personal en-
vironment care (27 of 36 goals were
achieved), friendly and supportive re-
lationships (18 of 29 goals were
achieved), self-care (19 of 22 goals
were achieved), and participation in
activities in residential and day treat-
ment facilities (12 of 15 goals were
achieved). Unfortunately, the objec-
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1. Self-care
2. Self-care of clothes
3. Self-management of physical health
4. Self-management of psychological health
5. Housing
6. Area of residence
7. Care of personal environment
8. Job or socially useful activities
9. Amount of daily activities

10. Speed of movement
11. Participation in activities at residential and day treatment facilities
12. Participation to family activities
13. Intimate and sexual relationships
14. Child care
15. Time spent with people in social relationships
16. Friendships and support relationships
17. Anger control
18. Observance of cohabitation rules
19. Safety
20. Interests
21. General information
22. Need for education
23. Money management
24. Use of transportation
25. Telephone use
26. Purchases and payments
27. Coping with an emergency
28. Income, pension, and benefits
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tives of the control group were not
available because no modification in
data recording was introduced.

Patient discharges and drop-outs
No patients were discharged from the
rehabilitation programs in the first six
months after random assignment.
Two patients were hospitalized, one
from the experimental group for alco-
hol abuse and one from the control
group for a cardiac condition. The pa-
tient from the experimental group
was considered to have dropped out.
Consequently, at six months the study
included 84 patients, 43 in the exper-
imental and 41 in the control group.
In the following six months, in the ex-
perimental group, a patient was trans-
ferred to another facility and another
was hospitalized for a cardiac condi-
tion. In the control group, one patient
was discharged and did not complete
the 12-month assessment, and three
other patients, all from day centers,

dropped out. Consequently, the one-
year assessment included 78 patients
(93 percent of the original sample):
41 in the experimental group and 37
in the control group.

Efficacy
At baseline, average PSP scores in the
experimental group and in the control
group were 33.9±8.1 and 34.0±11.2,
respectively. At six months, the score
improved markedly in the experi-
mental group (40.8±10.9), whereas
minimal change was observed in the
control group (35.3±11.6); the differ-
ence between groups was significant
(an increase of 6.9 points compared
with an increase of 1.3 points; t=2.21,
df=81, p<.05). At 12 months, the
same trend was observed; the scores
continued to improve for both groups
(a change in score between baseline
and 12 months of 12.0 points com-
pared with 3.5 points), and the differ-
ence in change scores was both statis-

tically and clinically significant (t=
2.99, df=75, p<.01).

By using the criterion of clinical im-
provement as an increase of at least
10 points on the PSP score, patients
allocated to the VADO approach
showed greater clinical improvement.
At six months, 14 of the 43 patients
(33 percent) in the experimental
group showed clinical improvement
compared with six of the 41 patients
(15 percent) in the control group
(χ2=3.72, df=1, p=.05). At 12 months,
21 of the 41 patients (51 percent) in
the experimental group and six of 37
patients (16 percent) in the control
group showed improvement (χ2=
10.53, df=1, p=.001).

At baseline, average BPRS scores
in the experimental group and in the
control group were 46.0±13.4 and
47.7±14.3, respectively. At six months,
the score improved more than 10 per-
cent in the experimental group (40.1±
12.3) and less than 5 percent in the
control group (45.9±14.7), and the
difference between the groups was
significant (t=–1.97, df= 80, p=.05).
At 12 months, no further improve-
ment in either group was observed
(42.4±10.4 in the experimental group
and 47.1± 13.5 in the control group).
At 12 months, ten of the 41 patients
(24 percent) in the experimental
group and seven of the 37 patients (19
percent) in the control group showed
clinical improvement (a decrease of
20 percent or more on the total BPRS
score). No clinically significant wors-
ening was observed.

Discussion
Patients who received rehabilitation
according to the VADO approach
showed greater and lasting improve-
ment in personal and social func-
tioning than patients who received
the routine approach. Neither ap-
proach was associated with stable
significant improvement in psy-
chopathology, though there was a
slight tendency to greater improve-
ment in the VADO group. The latter
result was somewhat expected be-
cause patients were already in a
good state of partial or full remission
from florid symptoms. In a previous
study (5), an improvement in posi-
tive symptoms was observed with
the VADO approach; however, im-
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Baseline characteristics of patients recruited for a study to assess the efficacy of
the Skills Assessment and Definition of Goals (VADO) approacha

Experimental Control Total
group (N=43) group (N=42) (N=85)

Variable N % N % N %

Male 25 58 27 64 52 61
Age (M±SD) 41±7 38±10 39±9
Education completed

Elementary school 5 12 4 9 9 10
Middle school 23 53 26 62 49 58
Secondary school 15 35 12 29 27 32

Employed 3 7 5 12 8 9
Usual living condition

Alone 2 5 4 10 6 7
With relatives 27 63 25 60 52 61
In a residential center 14 33 13 31 27 32

Duration of the disorder (years) 16±8 14±9 15±8
Voluntary admissions in the
past year

0 36 84 34 81 70 83
1 6 14 7 17 13 15
2 1 2 1 2 2 2

Compulsory admissions in the
past year

0 39 91 38 91 77 91
1 3 7 3 7 6 7
3 1 2 1 2 2 2

PSP (M±SD score)b 34±8 34±11 34±10
BPRS (M±SD score)c 46±13 48±14 47±14

a No statistically significant differences between the two groups
b Personal and Social Performance scale. Possible scores range from 1 to 100, with higher scores in-

dicating better functioning.
c Brief Psychiatric Rating Scale Version 4.0. Possible scores range from 24 to 168, with higher scores

indicating greater psychopathology.
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provement was seen in only the two
centers that were able to include
disease self-management objectives
among rehabilitation goals. It is pos-
sible that a significant ingredient of
the VADO approach is the opportu-
nity for empowered decision mak-
ing. The VADO approach promotes
the active involvement of patients in
decisions about their individual ob-
jectives and care, resulting in
greater control over their life situa-
tion and likely better functioning.

This study has several strengths:
random, effective blind ratings; stan-
dardized measures; and low drop-out
rates. Moreover, it evaluated the effi-
cacy of a structured rehabilitation ap-
proach in clinical practice in ordinary
centers, an approach that consumes
few professional and financial re-
sources and has a brief training peri-
od. This study shows that multicenter
pragmatic trials of rehabilitation in-
terventions are feasible, though diffi-
cult, even when they take place in
centers with limited resources and an
environment with little interest in
participating (of the 50 centers invit-
ed to take part in the study, only nine
accepted). On the other hand, the op-
timal size of the study was not esti-
mated a priori, and the follow-up pe-
riod, though better than most, should
be extended. No attempts were made
to control for the prescription of
drugs; however, it is unlikely that the
results are attributable to different
medications, because patients were
stratified according to the type of an-
tipsychotic drug received. Another
limitation is that the study samples
were relatively small.

It is worth noting that no patients in
the experimental group were judged
to be ready for discharge during the
one-year study period. This may re-
flect problems with the service organ-
izations rather than a weakness in the
VADO approach. In most areas, dis-
charges are difficult, reflecting the
lack of family involvement and the
lack of available supported housing

programs. As reported in a recent na-
tionwide Italian study on the state of
Italian psychiatric residential facilities
(11), although 32 percent of the resi-
dents were younger than 40 years,
discharge rates were extremely low.

Conclusions
We want to stress that mental health
workers too rarely inquire about pa-
tients’ wishes and objectives. Atten-
tion is paid more to the present con-
dition or to the past one. The VADO
approach compels workers to discuss
the future with patients and to nego-
tiate realistic but challenging objec-
tives with them and to monitor their
achievements. Because of these ob-
jectives, the VADO approach may be
considered a useful instrument in
psychiatric care. This study shows
that the VADO approach is effective,
even though professional techniques
are not optimal (that is, specific re-
habilitation techniques and treat-
ment used in the approach are not
recognized as being evidence-based
practices).
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