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Residents in Mental Hospital in Italy
(1964 2000)




Intermediate Facllities in Italy
(1989-1998)
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Type of Intermediate Facllities Iin
Tez1)Y,

1 Nonhospital Residential Facilities

Therapeutic and Rehabilitative Communities
(24 h cover)

Group Homes, supervised apartments, ecc.
(<12 h cover)

« Day Centres



Staff In Intermediate Facilities

1 Psychiatrists 8.2
1 Psychologists 5.0
8 Nurses 20,3
1 Psychiatric rehabilitation

Therapists 1.6
1 Occupational therapists 11.2
i Socialworkers 4.4
1 Other qualified personnel 9.7
1 Other non-qualified personnel 9.6
1 Total full-time staff 60.2

Nurses are the most frequent
Nurses are not always trained for specific skills in mental health field



Staff-resident interactions

[0 Strong relationship between high levels of (high quality)
staff-resident interaction and resident satisfaction
(Shepherd et al., 1996)

0 What constitutes ‘high quality’ staff-resident interactions?
Concept of ‘Lo EE’ staff (Ball, Moore & Kuipers, 1992).

[0 Strong relationship between good leadership and
perceived autonomy and high levels of interaction (King,
Raynes & Tizard, 1972)

0 Hence: (a) select and train ‘good’ staff; (b) develop and
support ‘good’ leaders Shepherd (2005)



“Good Staft”

1 We need to make clear what “good interactions”
and “good leadership” constitute:

“Staff in the community units would have attitudes
that were more client orientated in management
practices,

Would be more optimistic about client outcome,
and

Would feel more involved in the running of the unit
than hospital staff” (Garety & Morris, 1984, Allen et
al, 1989)



“Good Staft”

“Staff in the community settings would have higher
levels of interactions with their clients, and these
would be a personal, rather than an administrative
nature compared with hospital staff” (ibid)

Staff in community facilities would use best
practices.



Changing models of residential care In
the community

» From small, ‘institutions in the community’ to integrated,
‘mainstream’ community housing

» From segregated, ‘special housing’, with staff on site
(group homes, hostels, etc.) to ordinary housing, with
flexible support, delivered as required

» From specialist ‘clinical’ providers (i.e. hospitals) to
specialist housing providers

» From an emphasis on ‘selection’ and ‘throughput’ to an
emphasis on ‘choice’ and ‘security’

(Shepherd, 2005)



New Paradigm of Supported
Housing

1 Only by disentangling housing from
services will it be possible to create a
system In which services are designed to
support the person in housing instead of
developing housing programs to facilitate
treatment or services (Hogan, 1996)



New Paradigm of Supported
Housing
1 Housing would be viewed as a place to

live, not a place to be treated (Carling,
1993)



Changing models of residential care In
the community

1 Hence,we need to make clear
competences and skills for the new trends
In residential care and supported housing



