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This study provides an account
of the final phase of the long
process of closing Italy’s psy-

chiatric hospitals that began in 1978
(1,2). By 1998 the hospitals housed
only patients who were particularly dif-

ficult to resettle for social and psycho-
logical reasons and whose discharge
was considered impossible by hospital
staff. In addition, these patients had
become accustomed to long-term resi-
dence in a hospital. Thus definitive clo-

sure of hospitals and discharge of re-
maining patients into community-
based facilities providing various de-
grees of care and supervision, as
specifically required by Italian law in
1996, was full of uncertainty and op-
posed by many of the hospitals’ resi-
dential staff as well as by many psychi-
atrists. The principal criticism was that
the stress and trauma resulting from
“uprooting” patients who had become
adapted to institutional life would in-
crease morbidity and mortality.

This lack of consensus is consid-
ered one of the main difficulties in
the deinstitutionalization process (3).
Moreover, in countries that imple-
ment a large-scale reduction in the
number of psychiatric hospital beds
rather than a definitive closure of hos-
pitals, discharge of all patients is sim-
ply an option (4) and thus some pa-
tients remain hospitalized (5). Main-
stream opinion suggests that even if
the general psychological condition of
long-stay hospital patients who are
transferred to community-based fa-
cilities does not worsen, any improve-
ment is related only to satisfaction
with the place of residence, quality of
life, and social functioning (6–8).

The purpose of this study was to
contribute to the knowledge base re-
lated to reduction—and even elimi-
nation—of large institutions and sim-
ilar settings for housing the most dif-
ficult-to-treat patients, and in some
cases the longest-staying patients,
with severe mental illness.
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Objective: This study reports on the final phase (1996–1999) of closure
of Italy’s psychiatric hospitals. In this phase the last group of patients
was resettled in community-based care. These patients were particular-
ly difficult to resettle, and many hospital staff considered their dis-
charge impossible or inappropriate. Shorter-stay inpatients who were
previously resettled in community facilities showed improvement in
quality of life and socialization and apparent stability of psychotic symp-
toms. Compulsory resettlement, implemented by community-based
practitioners, provided an opportunity to determine whether it could be
considered positive for all patients. Methods: A total of 176 patients
were discharged in 1998 from two psychiatric hospitals in Northern
Italy until 2002. All patients had been hospitalized for more than 20
years (median stay of 37 years). Patients were resettled in sheltered
communities with 24-hour staff (N=101), in apartments with daily sup-
port (N=24), in residential health care facilities (N=49), and to their pre-
vious homes (N=2). Follow-up evaluations were at three and six months
and then yearly (total of six). Psychological condition was evaluated with
the 18-item Brief Psychiatric Rating Scale. Autonomy and relational skills
were assessed with scales developed for the closure project. Analyses of
variance were used to assess data. Results: Clinical condition steadily im-
proved and substantial improvements were noted in autonomy, socializa-
tion, and expression of volition. No worsening occurred in any category.
Conclusions: Even among patients with very long hospital stays, reset-
tlement in community-based care and changes in the social framework
can have positive results in psychological and social functioning and
quality of life. (Psychiatric Services 60:1198–1202, 2009)



Methods
Design
The longitudinal study focused on the
final patients discharged from the
psychiatric hospitals of Collegno and
Grugliasco, which are situated near
Turin, Italy. Because the hospitals
were in the process of closing and no
new admissions were permitted, it
was impossible to select patients re-
maining in the hospitals as a control
group. For this reason, the study ana-
lyzed the condition of a single group
as it evolved over time.

Unlike other studies on community
placement of long-stay patients (6,9),
this study had a methodological de-
sign that comprised no fewer than
seven assessments over a four-year
period. These periodic assessments
enabled evaluation of overall trends
in the resettling process—that is, it
was not a single snapshot of the con-
dition of patients at a specific time af-
ter discharge. Data were collected by
the medical team, which included
some of the authors, that oversaw the
transition process in the Turin area,
chiefly by setting goals and monitor-
ing patients’ clinical and functional
outcomes (10).

Some of the tools currently in use
to assess clinical and functional condi-
tions of patients with mental disor-
ders have been found to be difficult
to use with long-stay psychiatric pa-
tients (11). Evaluation of such pa-
tients should include an assessment
of their lifestyle vis a vis acculturation
to the institutional setting, which has
a strong influence on both the patho-
logical aspects and “healthy” aspects
of patients’ makeup. Thus some
scales of commonly used data collec-
tion inventories were altered for this
study, leaving them with unknown
psychometric properties. For this
reason, a fresh evaluation of the valid-
ity and reliability of these measure-
ments in the context of this study was
necessary.

Patient assessments were conduct-
ed in December 1998, when the final
wave of discharges from the psychi-
atric hospital was implemented, and
they continued until December 2002.
Intermediate assessments were made
at three months, six months, and one
year after discharge and in December
2000 and December 2001, for a total

of six follow-up assessments. Institu-
tional review board approval was ob-
tained for the study.

Participants
The final wave of discharges from the
psychiatric hospitals of Collegno and
Grugliasco involved 356 patients. Be-
fore discharge, a commission inde-
pendent of the caregiver team identi-
fied patients whose symptoms were
mostly attributable to aging. These
180 patients entered a community-
based nonpsychiatric program of so-
cialization and care and were thus not
included in this study, which focused
on the remaining 176 patients, who
were classified as psychiatric patients.
After complete description of the
study to the participants, written in-
formed consent was obtained.

Measures
Participants were assessed in three
areas: psychological condition, auton-
omy, and relational skills. Psychologi-
cal condition was evaluated with the
18-item Brief Psychiatric Rating
Scale (BPRS) (12–14). An overall
score (the sum of scores for individual
items) was calculated, as well as five
subscores, with the solution proposed
by Guy (15): thought disturbance, an-
ergia, anxiety-depression, activation,
and hostile-suspiciousness.

Autonomy and relational skills are
two domains commonly used by psy-
chiatric services in Italy to develop
therapeutic programs. Autonomy
concerns the basic skills of under-
standing, communication, and man-
agement of day-to-day life. Relational
skills entail to the ability to express
needs (volition) and to interact ade-
quately with others. Because scales to
assess the two domains were specifi-
cally constructed to meet clinical re-
quirements for this study, their psy-
chometric properties are unknown.
Therefore, before data were ana-
lyzed, exploratory factor analysis was
performed to check the applicability
and validity of each dimension of the
two tools used for the study. The total
explained variance was 57% for the
autonomy scale and 49% for the rela-
tional scale. Cronbach’s alpha coeffi-
cients were then calculated to meas-
ure the reliability of each dimension
in terms of internal consistency. Coef-

ficients ranged from .76 to .94, with a
mean of .86. Finally, the scales thus
obtained were used with patients
whose clinical condition was similar
to that of study participants but who
had no history of long stays in a psy-
chiatric hospital. Interrater reliability
was evaluated by calculating the Pear-
son correlation coefficient between
scores attributed independently by
two different raters to a sample of 50
patients. The mean correlation coeffi-
cient was .86. The two psychiatrists
who used the two scales to assess pa-
tients in this study had participated in
a training program aimed at maximiz-
ing uniformity of scores; on comple-
tion of training, intraclass correlation
coefficients were .80 or better for
these two scales and the BPRS.

Autonomy skills were measured on
a scale comprising 30 items subdivid-
ed into four subscales: communica-
tion, autonomy in activities of daily
living, cognitive skills, and social con-
tacts. Each item was evaluated on a
scale from 1 to 4, with 1 indicating
maximum dysfunction and 4 indicat-
ing minimum dysfunction. The items
were selected on the basis of factor
analysis of an inventory comprising 46
items inspired by the Instrumental
Activities of Daily Living Scale (16)
and by the Index of Autonomy in
ADL (17). Both had been used for
clinical purposes in assessing patients
in the psychiatric hospital. Relational
skills were assessed on a scale of 14
items that were subdivided on the ba-
sis of factor analysis into two dimen-
sions: volition and aggression. Each
item was scored on a scale from 1 to
4, with 1 indicating maximum dys-
function and 4 indicating minimum
dysfunction. [An appendix with exam-
ples of items from scales used to as-
sess the two domains is available as an
online supplement to this article at
ps.psychiatryonline.org.]

Data analysis
Only participants for whom data were
complete on every scale item were in-
cluded in analysis of data from that
scale. Thus some analyses involved
fewer than the 118 patients who com-
pleted the final follow-up assessment.
This was especially the case with the
BPRS, which contains items that are
sometimes impossible for the psychia-
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trist to administer to long-stay patients.
The distribution of missing data was
not random; thus insertion procedures
could not be applied. No particularly
striking patterns emerged. However,
we identified a subgroup characterized
by missing data for scale items that re-
quired the respondent to describe feel-
ings he or she had experienced. The
patients in this subgroup nonetheless
showed an improvement similar to that
of the rest of the study sample in terms
of other measurable variables.

Data were analyzed with SPSS, ver-
sion 11.5. The trend of scores on each
scale was evaluated by analysis of
variance for repeated measures, in
the GLM procedure of the SPSS
package, taking various administra-
tion times as the intraindividual fac-
tor. Post hoc comparisons were pro-
duced with the Bonferroni correction
for multiple comparisons (18).

Results
Patient characteristics
All 176 participants were Caucasian;
109 were men, and 67 were women.
The mean±SD age of participants
was 63.0±9.9 (range 43–87 years).
The patients were not categorized on
the basis of length of stay, because the
most recent admissions occurred in
the late 1970s. The median stay was
37 years. Thus all participants had ex-
perienced very long stays. Most par-
ticipants had a high level of disability
and comorbid general medical disor-
ders. A total of 128 patients (73%)
had a diagnosis of schizophrenia or
another psychotic disorder. The re-
maining diagnoses were mood disor-
der (N=18, 10%), personality disor-
ders (N=9, 5%), and mild or moder-

ate mental retardation (N=21, 12%).
Patients were resettled in three

types of community-based facilities:
101 in sheltered communities with
staff on site 24 hours a day, 24 in sup-
ported apartments with daily support
(19,20), and 49 in residential health
care facilities. Two patients returned
to the home that they had occupied
before their hospitalization. Pharma-
cological treatment was continued for
all patients.

Success of follow-up
As Table 1 shows, 118 of the 176 par-
ticipants assessed at discharge com-
pleted all six follow-up assessments.
Between discharge and the final as-
sessment, 34 patients died and 24
were transferred to facilities for the
elderly because disability resulting
from age-related decline was more
salient than that resulting from psy-
chiatric symptoms. Patients who were
successfully followed up thus consti-
tuted 83% of those alive in December
2002—or 100% of those who were
alive and continued to meet inclusion
criteria for the study.

The mean age did not significantly
differ between the 118 patients who
completed the assessments and the
58 who did not. Although there was a
higher proportion of men in the
group who did not complete the as-
sessments, this result was apparently
not closely connected to a difference
in mean age, because at the begin-
ning of the study the mean age of
women was 65 years, compared with
63 years for the men. The mortality
rate, which was approximately 20%
for the four years, is not significantly
different from findings previously re-

ported in studies of institutionalized
psychiatric patients, whether dis-
charged or not (21).

Clinical outcome
As Table 2 shows, total scores on the
BPRS and on all five BPRS subscales
indicated improvement, although to
differing extents. The total score im-
proved significantly as the assess-
ments progressed, with an effect size
of .33. From the first follow-up, a sig-
nificant variation (p<.001) emerged
from the post hoc comparisons. The
most marked improvements in sub-
scale scores were for thought distur-
bance (effect size=.26) and anxiety-
depression (effect size=.22), and the
improvements also were evident from
the first follow-up (p<.001 in both
cases). The other subscale scores in-
dicated less marked improvements,
although the changes were statistical-
ly significant.

Social outcome
Autonomy scale. As shown in Table 2,
slight improvements were seen in
communication, autonomy in activi-
ties of daily living, and cognitive skills.
Although the improvements were sta-
tistically significant, in concrete terms
they would appear to indicate stabili-
ty of these skills over time.

The score for social contact indicat-
ed a more marked improvement (ef-
fect size=.26). A significant improve-
ment was evident at the three-month
follow-up (p=.001); the social contact
score stabilized in the subsequent in-
terval, with no significant improve-
ment at the six-month follow-up; it
again rose significantly at the assess-
ment one year after discharge (p<
.001). The remaining assessments in-
dicated a slight but steady nonsignifi-
cant improvement.

Relational scale. An improvement
was evident on both subscales—voli-
tion and aggression—but only for vo-
lition was the effect size (.26) signifi-
cant (Table 2). The improvement in
volition was steady and significant
from discharge to the first follow-up
(p=.007) and for all intervals, except
for that between the one- and two-
year follow-ups. Improvement of
scores on the aggression subscale in-
dicated a moderate effect size, with
stability and slow but steady progress.
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Status at final assessment among 176 long-stay patients discharged to 
community-based care

Completed
assessment Deceased Transferreda

Variable N % N % N % pb

Total 118 67 34 19 24 14 —
Female 52 44 10 29 5 21 .05
Age (M±SD) 63.0±10.4 66.0±8.8 60.0±8.3 ns

a Transferred to facilities for the elderly
b Pearson’s chi square test for categorical variables and t test for comparisons of means



Discussion
This study evaluated discharge from a
psychiatric hospital of a final group of
institutionalized patients. Therefore,
the results do not apply to the initial
phase of hospital closure but only to
the final step in the process. The final
phase had two main features. First,
the process had to respect deadlines
set by Italian law, which imposed de-
finitive closure of all psychiatric hospi-
tals as the conclusion of a discharge
process begun in the late 1970s. Sec-
ond, a heated debate ensued among
psychiatric hospital staff about wheth-
er it was appropriate to carry out the
law’s requirements. In the minds of
the professionals involved in this
phase, there were real fears that dis-
charge would amount to uprooting
the patients from their home, with
dramatic negative outcomes.

The successful outcome of the
change to care in the community was
not a foregone conclusion for three

main reasons. The patients had been
involved for years in resocialization
treatment during their hospitaliza-
tion, and at no point had they been
deemed eligible for discharge to the
community. In addition, the psychi-
atric hospital had been their home—
in many cases for more than 30
years—and there was a risk that such
a radical change would harm them.
Also, the patients in the final dis-
charge wave were those most difficult
to resettle and had previously been
excluded from the discharge process.
It is doubtful whether such a step
would have taken place without a
fixed legislative deadline.

Clinical outcome
The results indicate that discharge
led to a positive general trend, as
evaluated by clinical and functional
scales. The improvement appeared to
be stable and progressive over time,
although obviously a patient’s age may

have influenced this trend. Indeed,
preconceptions of some psychiatric
hospital staff about the chronicity of
illness of these patients might have
led them to treat some long-stay pa-
tients as geriatric rather than psychi-
atric cases. It is noteworthy that im-
provement was most marked in the
BPRS domain of thought distur-
bance, because many patients had
this clinical condition. The decrease
in symptoms related to anxiety and
depression may have been a conse-
quence of the improvement in psy-
chotic symptoms (22). This hypothe-
sis, which warrants targeted research,
stems from the reasonable assump-
tion that such a radical change in liv-
ing arrangements would in itself raise
anxiety levels among these former pa-
tients, along with levels of depression
and regression. The reduction in psy-
chotic symptoms, on the other hand,
might decrease the effects of such a
potentially traumatic transition, in-
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Scores on three scales at discharge and at six follow-up assessments among long-stay patients discharged to community-
based care

Discharge 3 months 6 months 1 year 2 years 3 years 4 years
Effect size

Scale and domain Na M SD M SD M SD M SD M SD M SD M SD pb (partial η2)

Clinical
Brief Psychiatric Rating Scale

Total scorec 83 47.5 17.2 43.9 15.3 42.6 14.9 40.6 14.2 41.5 14.7 40.9 14.5 40.0 13.7 .001 .33
Factor score

Anxiety-depressiond 86 10.0 4.7 9.1 4.2 8.8 4.0 8.3 3.7 8.5 4.0 8.4 3.9 8.3 3.7 .001 .22
Anergiae 103 8.6 4.1 8.0 3.8 7.8 3.7 7.5 3.4 7.7 3.7 7.6 3.5 7.5 3.5 .001 .15
Thought disturbanced 92 11.6 5.3 10.7 4.9 10.5 4.9 9.9 4.4 10.1 4.7 10.0 4.6 9.7 4.3 .001 .26
Activatione 97 7.6 4.1 7.0 3.5 6.8 3.6 6.5 3.3 6.6 3.5 6.5 3.3 6.3 3.2 .001 .19
Hostile-suspiciousnessd 95 10.8 4.5 9.9 3.8 9.7 3.8 9.1 3.5 9.4 3.8 9.3 3.7 9.1 3.6 .001 .15

Social
Autonomy scale

Communicationf 116 32.4 6.2 33.0 6.0 33.1 6.0 33.0 6.5 33.2 5.3 33.2 5.7 33.3 5.7 .01 .04
Autonomy in activities 

of daily livingg 116 39.0 5.9 40.0 5.8 39.7 5.8 39.5 6.0 39.8 5.7 39.8 6.7 39.8 5.6 .01 .05
Cognitive skillsh 115 16.1 6.0 16.8 6.0 16.8 6.0 16.9 6.0 17 5.9 16.0 5.9 16.1 5.9 .01 .16
Social contacti 115 10.9 4.0 11.5 3.9 11.6 3.8 12.0 3.7 12 3.7 12.1 3.7 12.2 3.6 .001 .26

Relational
Volitionf 113 23.3 6.6 24.2 6.6 24.6 6.3 25.1 6.2 25.1 6.2 25.2 6.2 25.3 6.2 .001 .26
Aggressionj 113 13.3 3.1 13.8 2.9 13.9 3.0 14.2 3.0 14.1 2.9 14.1 2.9 14.1 2.9 .001 .16

a Number for whom the means were calculated. Only participants for whom data were complete on every scale item were included in analysis of data
from that scale.

b Determined with repeated-measures analysis of variance
c Eighteen-item version. Possible scores range from 18 to 126, with higher scores indicating more severe symptoms.
d Possible scores range from 4 to 28, with higher scores indicating more severe symptoms.
e Possible scores range from 3 to 21, with higher scores indicating more severe symptoms.
f Possible scores range from 9 to 36, with higher scores indicating less severe dysfunction.
g Possible scores range from 11 to 44, with higher scores indicating less severe dysfunction.
h Possible scores range from 6 to 24, with higher scores indicating less severe dysfunction.
i Possible scores range from 4 to 16, with higher scores indicating less severe dysfunction.
j Possible scores range from 5 to 20, with higher scores indicating less severe dysfunction.



ducing an improvement in other psy-
chological spheres, including anxiety
and depression.

Autonomy and relational outcome
Among skills connected with patients’
autonomy, the socializing aspect in par-
ticular substantially improved over
time, which has been found in other
studies (7). Improvements in social
contacts may be partly due to the dif-
ference in approaches to rehabilitation
between professionals in the commu-
nity and those in the hospital. Patients
do not appear simply to be spectators
in regard to their larger social net-
works; rather, the increase in social
contacts underlies a true personal
change. Patients develop skills con-
nected with the management of rela-
tionships, taking advantage of opportu-
nities offered them in the new context.

This hypothesis is supported by the
assessment of relational outcomes,
where evidence of improvement was
found in the area of volition. The im-
provement in this sphere, which con-
cerns the dimensions of personal ini-
tiative and of willingness to share
one’s experiences and collaborate
with staff and other patients to
achieve common goals, demonstrates
the effects of the change in setting
that are the most transforming for the
patient. This finding suggests that in-
terventions able to further the reso-
cialization process are effective.

Limitations
Analyses showed that the two scales
used to measure autonomy and rela-
tional skills may be considered valid
and reliable. However, one of the lim-
its of this study is the choice of tools
used for data collection, which were
designed for clinical use rather than re-
search purposes. The study design
makes it impossible to rule out the pos-
sibility that factors other than those
connected with hospital discharge may
have had an influence during the four
years of the study. Nor are precise data
available on the degree of satisfaction
expressed by patients in regard to such
a significant life change.

Conclusions
The few empirically based studies of
the process of closing psychiatric
hospitals in Italy have examined it

from various viewpoints: in terms of
access to other types of facility (20),
in more general terms than those de-
scribed in this study (6), and in re-
gard to patients who remained in the
hospitals (23). The findings justify
moderate optimism in regard to the
possibility that a radical change in liv-
ing environment can modify certain
patient characteristics that are typical
of institutionalization.

Although a recent U.S. study
showed a trend toward increased rates
of admission to psychiatric hospitals
(24), our findings strengthen the con-
viction of many individuals that dis-
charge from psychiatric hospitals to
community-based facilities can be a
positive opportunity for patients. Pa-
tients in Italy who had very long insti-
tutional stays showed an ability,
through a change in setting, to in-
crease their psychological and rela-
tional resources. Our results suggest
that the community setting gives rise
to an improvement in patients’ mental
health because of the reduced degree
of institutionalization and the conse-
quent increase in relational networks.
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