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Abstract 

Aim: Inte.G.R.O. is a standardized Salutogenic-Psychoeducational intervention designed to help people with severe 
mental illness manage their life-stress and achieve personal recovery goals through the improvement of social func-
tioning. The aim of this study is to evaluate the long-term outcome of this approach, characterized by health promo-
tion rather than correction of dysfunctional strategies.

Methods: 41 people underwent an observational study with a three time-point evaluation (t0, pre- treatment; t1, 
12 months; t2, 36 months). At each time point, social functioning was assessed as primary outcome by the Personal 
and Social Functioning scale (PSP); furthermore, psychopathological status was assessed by Brief Psychiatric Rat-
ing Scale (BPRS), stress management was measured by means of Stress-Scale and cognitive flexibility variables were 
assessed by Modified Five-Point Test (M-FPT).

Results: Personal and Social Functioning increased at t1 and t2 vs t0; psychopathological status improved at t2 vs t0; 
stress management improved at t2 vs t1; cognitive flexibility improved at t2 vs t0.

Conclusions: these results substantially confirm after a three-year follow-up the improvements in functioning, psy-
chopathology, stress management and cognitive flexibility seen in previous studies. Furthermore, they show a com-
plex time-dependent fashion. Overall, they confirm a remarkable and long-term impact of Inte.G.R.O. on key Recovery 
variables. Further studies are needed to address extent and duration of these improvements.
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Introduction
One of the best definitions of Recovery in Severe Men-
tal Illness (SMI) belongs to SAMHSA [1] “a process of 
change through which individuals improve their health 
and wellness, live a self-directed life, and strive to reach 
their full potential”. We share the concept that recovery 
is a journey characterized by the commitment of the user 
to become more and more capable and responsible in his 

life. This condition could be achieved by acquiring life 
skills; then, improving the needed abilities is the aim of 
a recovery-oriented approach much more than focusing 
on the treatment of the symptoms, on the deficit and so 
on. According to Mueser [2], the argument that recov-
ery from severe mental illness “should define in terms of 
improved functioning and establishing a rewarding and 
meaningful life, rather than the permanent remission of 
symptoms and impairments, has gained traction since it 
was proposed more than 20 years ago”.
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From this point of view, it is obvious that the mile-
stone concept is the improving of functioning [3], often 
used in the specific literature as primary outcome [4, 5], 
to assure the independence with a minimum support by 
professionals. That means a secure base to facilitate the 
recovery.

In the recovery process the definition of SMI in not 
defined with operational criteria, and the most shared 
and simple definition refers to people with psychologi-
cal/psychiatric problems often so debilitating that one’s 
ability to engage in functional and occupational activi-
ties is severely impaired. On this premise Inte.G.R.O. 
has been developed to support people with SMI in their 
recovery process [6], promoting resilience as a dynamic 
process of positive adaptation in the face of adversity 
[7] obtained by a continuous amelioration of function-
ing. Consistently with this concept, Inte.G.R.O is aimed 
at promoting Personal Goal Definition, Problem Solv-
ing, Emotional literacy, emotional perception, abilities to 
accept adverse conditions, communication skills, asser-
tiveness included. All these components belong more to 
a salutogenic approach than to a “reparative process” as 
known in traditional rehabilitative treatment; no advice is 
given for coping with symptoms or with function deficits. 
We believe that the approach characterized by salutogen-
esis in terms of Antonovsky’s theory [8–10] and psycho-
education as structured by Falloon [11–13] is the best 
innovative way to improve functioning in order to facili-
tate recovery. Antonovsky’s theory and pychoeducation 
as conceived by Falloon share themes such as stress the-
ory, coping with stress, health/life, problem solving. This 
approach is also consistent with Antonovsky’s theory, 
stating that stress is a challenge that requires personal 
commitment.

Inte.G.R.O is a structured and manualized group 
approach. Its manual contains written questions and pos-
sible users’ answers to be rapidly discussed. It includes 
the modules illustrated in Appendix 1. Inte.G.R.O, coher-
ently with its scope, has been conceived only for users 
in a phase of relative clinical stabilization, close to the 
concept of clinical remission [14], with relative aware-
ness of the disorder, with a functioning score over 40 at 
the Semi-Structured Interview “Personal and Social Per-
formance Scale” (PSP), [15] without any severe cognitive 
deficits that may compromise learning and group partici-
pation. To date Inte.G.R.O is limited among the Severe 
Mental Illness to patients within the diagnostic spec-
trum of schizophrenia, bipolar and personality disorders 
regardless of the diagnostic subtypes.

As generally known, there are several approaches to 
facilitate recovery. The most used are Refocus [16], also 
in the version for General Practitioner [17], Wrap [18], 
E-IMR [3] and recently ART, a new approach proposed 

by Zomer J. C. et al. [19]. Refocus and ART share many 
principles and strategies. Refocus, as known, is used to 
train professionals to address services towards recovery-
oriented processes. Undoubtedly these are interesting 
approaches, useful and complementary with rehabilita-
tion treatments or with other functioning-improving 
practices, but as for the methodologies and strategies 
are not comparable with Inte.G.R.O, which is based on 
users’ group work. Wrap focuses attention on the illness 
management, with the primary outcome on the symp-
tomatology, and for this reason is very different from 
Inte.G.R.O, which as we underlined does not work with 
symptom management or “deficit-reparative” treatments. 
We found Illness Management and Recovery [3] the 
most similar approach to Inte.G.R.O as for the following 
aspects: defining goals, problem-solving, stress-manage-
ment, communication, life-style. The difference concerns 
only the aspect of illness management but not the Prob-
lem Solving approach used in E-IMR. Indeed, Problem 
Solving is applied to practical, interpersonal and personal 
problems with Inte.G.R.O, since we believe it is funda-
mental for the recovery journey. Nevertheless, Problem 
Solving is generally underestimated, although in previous 
studies good results were obtained about its application 
to social functioning [20–23].

The aim of this study is to investigate the long-term 
effect of Inte.G.R.O using improvement of social func-
tioning as primary outcome. We evaluated the level of 
stress, cognitive flexibility, clinical symptoms and admis-
sions in psychiatric ward as secondary outcomes.

MATERIALS and METHODS
Study design
This is an observational study without a control group 
with a long-term follow-up. In fact, a three time-point 
evaluation (pre- treatment, post-treatment-12 months 
and 36 months after the beginning of the treatment) was 
carried out on personal and social functioning, psycho-
pathological status, stress management and cognitive 
flexibility variables. The patients were asked written con-
sent to attend the course for a year at least, to be evalu-
ated by several questionnaires and interviews, for the 
collection of data for research purposes.

Sample
A total of 41 users of the Mental Health Service (MHS) 
who participated to the Inte.G.R.O training were evalu-
ated. The catchment area of MHS is approximately 
95.000 adult inhabitants, of which ¾ in urban area with 
no high population density and ¼ in rural area. The 
accessibility of MHS is good. It is important to consider 
that the participation to the training was conditioned by 
the following factors, that are consistent with the scope 
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and the characteristic of this approach: the first was the 
determination of the patients to undertake a journey 
towards recovery; the second was that they had attended 
an individual and /or familiar and/or group psychoedu-
cational course; the third was social functioning greater 
than or equal to 40 as assessed by the PSP scale. On the 
basis of these characteristics, according to the spectrum 
diagnostic criteria of schizophrenia, bipolar or person-
ality disorder, all the psychiatrists or psychologists gave 
the patients information about Inte.G.R.O approach and 
asked if they were willing to participate in the training. 
As a consequence, as for this observational study, for all 
patients the consistent inclusion criteria were a diag-
nosis of Schizophrenia, Bipolar disorder or Personality 
disorders, functioning ≥40 on the PSP scale, age 18–65. 
Exclusion criteria were mental retardation and substance 
abuse.

Specific and technical characteristics of Inte.G.R.O
The maieutic attitude and socratic questioning [24] (Per-
ris, Blackburn & Perris, 1988), the stimulation of peer-to-
peer and cooperative learning, together with the “Group 
Cohesiveness”, represent Inte.G.R.O. technical charac-
teristics. The intervention requires two trained profes-
sionals, a conductor and a co-conductor, competent in 
psychoeducational principles and mastering basic cog-
nitive-behavioral techniques. The conductor and co-con-
ductor must use the manual, where all steps are described 
in detail for each meeting, sharing specific written sec-
tions of it with participants. However, the first part of the 
manual illustrates for the professionals: the theoretical 
principles, the basic cognitive-behavioral techniques, the 
conduction style, the tools to enhance skills and to moni-
tor improvements. The second part contains the scripts 
of all sessions/meetings of the program. There are usually 
36 weekly meetings, each one lasting 90 min (Appendix 
1); some of them are carried out twice a week to facilitate 
learning on the subject. The reinforcement and super-
vision sessions are held every 15 days, then monthly 
and finally every 3 months. Therefore, a booster session 
is offered once a month for 3 months, once in a three-
month period and the last session after 6 months, for a 
total of 5 meetings in 1 year. The intervention is based 
on four fundamental modules (definition of Pleasant and 
Personal Goals, effective communication, emotional per-
ception and problem-solving), each comprising different 
teaching units. The most used module is that of Prob-
lem Solving, also extensively applied during the train-
ing. For each unit a meeting is scheduled. There are also 
intermodular educational units to facilitate the acquisi-
tion of the skills of single modules (Appendix 1). Every 
single session begins with the revision of the previously 
assigned tasks, with an emotional roll call and with brief 

body exercises; after that, the topic of the teaching unit is 
discussed, by means of role-playing if indicated. The last 
phase concerns homework assignment. A constant moni-
toring and support for the pleasant/personal goals cho-
sen and defined by each participant are carried out.

Assessments
The assessment of the primary outcome was performed 
by means of the Italian version of Personal and Social 
Functioning scale [15]. The PSP evaluates personal and 
social functioning through a semi-structured interview 
and the information available from the acquaintances and 
health workers themselves. There are four main areas: 1) 
socially useful activities (including working and study-
ing) 2) personal and social relationships 3) taking care 
of appearance and hygiene 4) disturbing and aggressive 
behaviours. The total score ranges from 0 (worst possible 
functioning) to 100 (excellent functioning).

Secondary outcome measures were evaluated by means 
of: BPRS [25], Stress Scale [26], Modified Five-Point Test 
[27]. The Italian version of BPRS [28, 29] is a psychopath-
ological hetero-evaluation scale consisting of 24 items. 
Each item is assessed on a Likert scale with 7 coding lev-
els ranging from 1 (absent) to 7 (very severe). The Stress 
 Scale30 is made up of 9 items taken from the well-known 
and widespread Goldberg tool for investigations in rou-
tine conditions with a dichotomous yes-no answer which 
evaluates the presence of stress if the score is greater 
than 5. The M-FPT in its Italian version [27] is a test for 
measuring non-verbal fluency (figurative) of executive 
functioning, linked to cognitive flexibility. The subject is 
asked to draw different figures (images) in some minutes, 
following some rules and avoiding repetitions. The main 
aspects assessed are: cognitive flexibility, presence or 
absence of perseveration and strategic performance. The 
assigned scores are of 3 types: 1) Unique Drawings (UDs), 
i.e. number of drawings valid according to the rules and 
not produced before; 2) Cumulative strategies (CSs) 
i.e. number of UDs produced with a particular strategy 
that can be either enumerating (CSse) or rotative (CSsr) 
strategy; 3) Error index (Errl), i.e. a percentage between 
the number of perseverative drawings or breaking rules 
(errors) and the total number of drawings.

Statistical analysis
For all the variables with parametric distribution the 
average ± sd was calculated; for all variables with non-
parametric distribution the median and range were cal-
culated. A three time-point evaluation of the variables 
was performed. Normally distributed variables were 
analyzed by means of parametric tests, such as one-way 
Repeated Measures ANOVA, with subsequent pair-
wise comparisons. We additionally performed post-hoc 
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Bonferroni-corrected paired t-tests. Non-normally dis-
tributed variables were analyzed by means of nonpara-
metric tests, such as a Friedman test, or Cochran’s Q test 
with post-hoc Bonferroni-corrected McNemar test, with 
post-hoc Bonferroni-corrected Wilcoxon tests. SPSS 21.0 
software (SPSS Inc., Chicago, IL, USA) for macOS was 
used for statistical analysis.

All methods were carried out in accordance with rel-
evant guidelines and regulations. The need of ethical 
approval and informed consent was exempted by ASReM 
local ethical committee N 950/21.

Results
The socio‑demographic characteristics of the sample 
and the statistical results are shown in Tab 1
Among the 41 subjects selected, 24 had a diagnosis of 
psychotic disorder; 10 had a diagnosis of mood disor-
der; 7 had a diagnosis of personality disorder. Among 
subjects with a diagnosis of psychotic disorder, 19 were 
diagnosed with Schizophrenia, 2 with Schizoaffective 
Disorder (bipolar type), 2 with Delusional Disorder, 1 
with Other Specified Schizophrenia Spectrum and Other 
Psychotic Disorder. Among subjects with a diagnosis of 
mood disorder, 7 were diagnosed with Bipolar I Disorder, 

1 with Severe Major depressive disorder, 2 with Unspeci-
fied Bipolar and Related Disorder. Among subjects with a 
diagnosis of Personality Disorder, 2 were diagnosed with 
Obsessive-Compulsive Personality Disorder, 1 with Bor-
derline Personality Disorder, 1 Histrionic Personality Dis-
order, 3 with Unspecified Personality Disorder.

No drop-outs were observed. All patients regularly 
received drug therapy at T0, T1 (12 months) and T2 
(36 months). No significative medication adjustments 
to optimize symptoms were observed since patients 
were clinically stabilized close to clinical remission cri-
teria. The change of medication was relevant just for 
patients admitted to the psychiatric ward. However for 
all patients with personality disorders the main treat-
ment was psychotherapy that was used for the maxi-
mum period of 18 months followed for three people by 
psychological support for 6 months. 5 out of 7 patients 
with bipolar diagnosis and 1 out of 2 patients with 
Schizoaffective disorders received weekly psychologi-
cal support for the maximum period of 6 months. No 
patients attended occupational rehabilitation programs.

The mean age of subjects at the start of the interven-
tion was 42.2 ± 10.6.

At T2 29 were “unemployed” (71%), 12 “employed” 
(29%). As we observed a trend toward significance at 
the Cochran’s Q test (p = 0.150), we decided to perform 
a post-hoc Bonferroni-corrected McNemar test, which 
resulted in: t0 vs t1, p = 0.063; t0 vs t2, p = 0.081; t1 vs 
t2, p = 0.246. Tested against a Bonferroni-adjusted alpha 
level of .016 (.05/3), no comparison remained significant.”

The primary and secondary outcome of the sample 
and the statistical results are shown in Tab 2
During the year before treatment 2 patients (5%) had 
2 “admissions” in psychiatric ward. During the active 
treatment (first year) 2 patients (5%) had 4 “admissions”. 
During the second and third year 4 patients (10%) had 
5 admissions.

Table 1 Socio-demographic characteristics of the Sample

Socio‑demographic Characteristics

Gender Male (59%); Female (41%)

Diagnosis Psychotic disorder (59%); Bipolar (24%); Personality 
disorder (17%)

Relationship status T0 T1 T2
Single 76% 73% 73%

Engagement 7% 10% 12%

Married 17% 17% 15%

Employment status T0 T1 T2
Unemployed 83% 73% 71%

Employed 17% 27% 29%

Table 2 Primary and secondary outcome

m ± ds Pairwise post hoc

T0 T1 T2 T1 vs t0 T2 vs t0 T2 vs t1

PSP 54.19 ± 10.62 59.19 ± 8.87 60.54 ± 9.01 T [30]= − 7.52; p = <.001* T [30]= − 5.94; p = <.001* T [30]= − 1.93; p = .060

Median (range)

 BPRS 43 (26–93) 38 (24–86) 35 (24–68) Z = -2.12; p = .03 Z = -2.91; p = .004* Z = -2.30; p = .02

 Stress Scale 1.4 (1–2) 1.5 (1–2) 1.2 (1–1.9) Z = .844 p = .399 Z = -2,39; p = .017 Z = -3–42; p = −.001*

 M-FPT UDS 1 (0–4) 1 (0–4) 1 (0–4) Z = -2.40; p = .016 Z = -3.42; p = .001* Z = -1.58; p = .114

 M-FPT CSs 1 (1–4) 3 (1–4) 2 (1–4) Z = -2.50; p = .012 Z = -.704; p = .481 Z = -1.62; p = .104

 M-FPT ErrIT 9 (0–64) 7 (0–40) 5 (0–54) Z = -0.21; p = .829 Z = -2.15; p = .031 Z = -1.16; p = .245
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PSP
At t0 the average was 54.19 ± 10.62; at t2 it was 
60.54 ± 9.01. Repeated-measures ANOVA: there was 
a significant effect of time, Wilk’s Lambda =0.41; F [2, 
31]=27.62; p < .001. Three paired t-tests were used to 
make post hoc comparisons between time-points: there 
was a significant difference in the t1 vs t0 (p < 001) PSP 
score; and in the t2 vs t0 score (p < 001) but not in t2 vs 
t1 score.

BPRS
At t0 the median was 43.0 (range 26.0–93.0); at t2 it 
was 35 (range 24–68). A non-parametric Friedman 
test of differences among repeated measures was con-
ducted and rendered a Chi-square value of 11.21 which 
was significant (p = .004). Post hoc Wilcoxon Signed-
Ranks tests indicated that there was a significant differ-
ence in the t1 vs t0 score (p = .03), in the t2 vs t0 score 
(p = .004) and in the t2 vs t1 score (p = .02). Tested 
against a Bonferroni-adjusted alpha level of .016 (.05/3), 
only the t2 vs t0 comparison remained significant.

Stress scale
At t0 the median was 1.4 (range 1.0–2.0); at t2 it was 
1.2 (range 1.0–1.9). A non-parametric Friedman test of 
differences among repeated measures rendered a Chi-
square value of 12.10 which was significant (p = .002). 
Post hoc Wilcoxon Signed-Ranks tests indicated that 
there was a significant difference in the t2 vs t0 score 
(p = .017) and in the t2 vs t1 score (p = .001) but not in 
the t1 vs t0 score. Tested against a Bonferroni-adjusted 
alpha level of .016 (.05/3), only the t2 vs t1 comparison 
remained significant.

M‑FPT
The UDs score showed a median of 1.0 and a range of 
0.0–4.0 at t0, t1 and t2 (mean values: .97 at t0; 1.39 at 
t1; 1.63 at t2). A non-parametric Friedman test of dif-
ferences among repeated measures rendered a Chi-
square value of 13.97 which was significant (p = .001). 
Post hoc Wilcoxon Signed-Ranks tests indicated that 
there was a significant difference in the t1 vs t0 score 
(p = .016) and in t2 vs t0 score (p = .001), but not in 
the t2 vs t1 comparison. Tested against a Bonferroni-
adjusted alpha level of .016 (.05/3), only the t2 vs t0 
comparison remained significant.

At t0 the CSs median value was 1.0 (range 1.0–4.0); at 
t1 it was 3.0 (range 1.0–4.0); at t2 it was 2.0 (range 1.0–
4.0). The Friedman test of differences among repeated 
measures showed no significant differences.

At t0 the ErrIT median value was 9.0 (range 0.0–64.0); 
at t1 it was 7.0 (range 0.0–40.0); at t2 it was 5.0 (range 
0.0–54.0). The Friedman test of differences among 
repeated measures showed no significant differences.

Discussion
The results of Inte.G.R.O intervention highlight a posi-
tive impact on the majority of outcome indicators. The 
trend of clinical crises was similar before and during the 
follow-up. Regarding the psychopathological compo-
nent, it is worth recalling that the approach is not aimed 
at improving clinical symptoms, since it is addressed to 
patients with relative clinical stabilization similar to the 
concept of clinical remission by Andreasen et  al. [14]. 
Neverthess, the post hoc comparison was significant for 
BPRS total score at T1 vs T0, and even more interestingly 
at T2 vs T1.

The greatest impact of the intervention remains, as 
shown in the two previous studies with a 12 month fol-
low-up [6, 32], on the personal and social functioning, 
the primary outcome. The improvement of social func-
tioning is impressive, ranging significantly from the aver-
age of 54.19 (±10.62), marked difficulties, at T0 to 60.54 
(±9.01), evident difficulties (less severe) at T2. At T2 the 
percentage of unemployment decreased from 83 to 73%, 
with major change observed in the first period (t1 vs t0) 
with statistical probability not too far from significance 
(p = 0.06). We also have to consider that the context does 
not offer many job opportunities because of economic 
conditions.

Furthermore, qualitative data confirm these encourag-
ing results. For example, one patient passed the competi-
tion for a position in the navy, 3 patients started working, 
one patient went to live alone, sharing the difficulties 
with some members of the group. Functioning of course 
is a prior target in recovery-oriented interventions [33] 
and the brilliant results concern a good social outcome 
associated with significant change in the real life.

In the previous studies we discussed about the role 
of Problem Solving in personal and social functioning 
since we evaluated after the active treatment the rela-
tionship between cognitive functions, in particular the 
planning activity and the Problem Solving [22]. A recent 
study observed that implementation of problem-solving 
strategies within Psychoeducational interventions may 
have an “impact on clinical and functional outcomes, by 
providing patients with long-lasting resources to man-
age daily life more effectively” [34]. Then, the surprising 
improvement in Personal and Social Functioning might 
be explained by the whole component of the approach 
as well as by the effect of Problem-Solving as many 
Inte.G.R.O meetings are dedicated to Problem-Solving 
Training, focusing on personal problems related to the 
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life of patients. In our opinion this improvement may also 
be associated to the cognitive flexibility as already shown 
in the first two studies at the end of active treatment. In 
fact, on the M-FPT, post hoc Wilcoxon Signed-Ranks 
tests indicated that there was a significant difference in 
the t1 vs t0 score. We would like to pinpoint that several 
meetings could influence the flexibility such as “Jump-
ing to conclusion”, “understanding the other’s mind”, 
“Self-control of anger” and “calm your mind”. Of course, 
the role of problem solving is of great importance. We 
hypothesize that its effect is two-fold, one directly on 
the cognitive functions and another one on personal and 
social functioning after a specific training in solving prac-
tical, interpersonal and personal problems. This putative 
two-fold effect on the cognition and social functioning 
should be better investigated. Falloon [35], on the basis 
of his studies and experiences in real world, affirmed 
that “problem solving training may be associated with 
substantial clinical and social benefits for people with 
major mental disorders”.. In addition, in Italy we had two 
important researches about good cognitive and social 
functioning outcomes after Problem Solving Training 
that support our hypothesis. In the first study by Barbieri 
et  al. (2006) “after completion of the problem-solving 
program, significant improvements were noted in symp-
tom scores on the Positive and Negative Syndrome Scale 
and in problem-solving and neurocognitive test perfor-
mance, with further improvements six months after com-
pletion of the group sessions.” . In the second research by 
Veltro et  al. [22] results showed that the Problem Solv-
ing training was effective in psychopathological measures 
and in social functioning, and also improved capacities 
for planning and memory. The interaction of cognition, 
life and social functioning in this field is also sustained 
by the recent experimental theory by Sarathy about the 
Real World Problem Solving [36]. In conclusion working 
with Problem Solving applied to practical, interpersonal 
and personal problems in real life could be successful. We 
also found an improvement in the level of stress (p < 0.01) 
at 3 year follow-up vs 1 year follow-up. This is relevant 
according to the underlying theory of stress-vulnerabil-
ity model. According to the recent scientific literature 
[37] the mindfulness techniques, used in our approach 
within the meetings of “calm your mind” and related 
booster sessions, are relevant to stress-management. 
However, we would also emphasize that this secondary 
outcome should be also related to the similar improve-
ment observed in cognitive flexibility associated in some 
research with resilience to negative life events and stress 
in adulthood [38]. We can confirm what sustained in the 
previous study, that “the process of salience detection, 
partially impaired in people with psychosis, is the first 
step towards attention and subsequent implementation 

of flexible responses” [6]. Even in this case the role of 
Problem Solving should be considered of primary impor-
tance. The good results observed in facing stress are 
very relevant for real patients’ life.. Since the ‘90s there 
is an increasing awareness that stress is ubiquitous, [39, 
40] according to the concept of daily challenges from 
Antonovsky’s theory [8]. In fact, stress arises from every 
practical problem we have to deal with as well as from 
interpersonal relationships (real or virtual). Bearing this 
in mind, the approach focused on Personal Goals, Prob-
lem Solving, Stress Management with Life-Skills Training 
is welcome for dealing with “daily challenges”. This kind 
of intervention integrates the principles of salutogenic 
Antonovsky’s theory with Falloon’s [11] statement that 
Problem Solving training aims at enhancing the patient’s 
ability to “act wisely in facing practical problems as well 
as in social and interpersonal encounters by learning 
to consider the point of view of others and appraise the 
problems that must be addressed in an accurate manner”. 
In addition it has much in common with well-known 
social problem solving and cognitive enhancement thera-
pies [30, 31, 41], even if our approach differs under many 
aspects, including social cognition, mindfulness, emo-
tional literacy, communication skills and specific coping 
strategies.

It is difficult to compare the Inte.G.R.O approach with 
other kinds of approach such as E-IMR; these difficul-
ties arise both from the limited number of studies about 
Inte.G.R.O and from differences in the methodology of 
outcome studies. Our data cannot clarify if the attention 
shift from illness management to the Problem-Solving 
applied to practical, interpersonal and personal prob-
lems can lead to differences in the outcome of the two 
interventions. It would be therefore useful to test the 
effects of Inte.G.R.O and E-IMR on dimensions relevant 
to recovery in a head-to head comparison design. The 
E-IMR remains the most studied approach, even if more 
research is needed for E-IMR to get a solid answer on its 
effectiveness on social functioning [4].

Conclusion
The purpose of this study was to assess long-term real-
life improvements in key recovery variables after an 
innovative psychoeducational and salutogenic program 
conceived to facilitate recovery. This approach is struc-
tured, manualized and it supports a recovery path for 
people with severe mental disorders, based on a salu-
togenic approach rather than a “reparative” one. In this 
context, we consider self-determination a cornerstone of 
recovery, and believe the ability to choose personal goals, 
the methods to reach them and the providers promot-
ing them should all be essential components of a men-
tal health service [42]. Overall, we consider these results 
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very encouraging. Beyond being effective, this program 
may also be efficient, considering that it consists of a lim-
ited number of sessions and that the improvement is pre-
served and consolidates over time. Further studies, with 
larger samples and randomized controlled design, in sev-
eral contexts and different geographic areas, are needed 
to prove the efficacy of Inte.G.R.O.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12888- 022- 03887-2.

Additional file 1. 

Acknowledgements
We would like to thank Dr. Nicola Vendittelli and Dr. Alessia Pica, co-authors of 
the Inte.G.R.O manual, for encouraging us to write the paper.

Authors’ contributions
F.V, G.L., I.P., wrote the manuscript; F.V., G.L. and C.P. made data analysis and 
statistics; I. N and L.Z. prepared the figure and references and contributed to 
discussion and conclusions. All authors reviewed the manuscripts.

Funding
No Fundings were requested for the study.

Availability of data and materials
The datasets generated and/or analysed during the current study are not pub-
licly available because data are currently under analysis for further pubblica-
tion but are available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The need of ethical approval was exempted by local ethical committee of 
“Azienda Sanitaria Regionale del Molise” N. 950/21. The informed consent to 
be assessed by clinician, as usual in the clinical routine, was obtained from all 
patients. All methods were carried out in accordance with relevant guidelines 
and regulations.

Consent for publication
not applicable.

Competing interests
There are not competing interests

Received: 25 October 2021   Accepted: 23 March 2022

References
 1. SAMHSA’s Working definition of recovery. 2012. https:// store. samhsa. gov/ 

produ ct/ SAMHSA- s- Worki ng- Defin ition- of- Recov ery/ PEP12- RECDEF.
 2. Mueser KT. Support recovery from psychosis: assessment of REFOCUS. 

Lancet. 2015;2:478–9. https:// doi. org/ 10. 1016/ S2215- 0366(15) 001000-5.
 3. McGuire AB, Kukla M, Green A, Gilbride D, Mueser KT, Salyers MP. Illness 

management and recovery: a review of the literature. Psychiatr Serv. 
2014; =65:171–9. https:// doi. org/ 10. 1176/ appi. ps. 20120 0274.

 4. Dalum HS, Waldemar AK, Korsbek L, Hjorthøj C, Mikkelsen JH, Thom-
sen K, et al. Illness management and recovery: clinical outcomes of a 
randomized clinical trial in community mental health centers. PLoS One. 
2018;5:13–4. https:// doi. org/ 10. 1371/ journ al. pone. 01940 27.

 5. Jensen SB, Dalum HS, Korsbek L, Hjorthøj C, Mikkelsen JH, Thomsen K. 
Illness management and recovery: one-year follow-up of a randomized 

controlled trial in Danish community mental health centers: long-term 
effects on clinical and personal recovery. BMC Psychiatry. 2019;19:65. 
https:// doi. org/ 10. 1186/ s12888- 019- 2048-0.

 6. Veltro F, Latte G, Pica A, Pontarelli I, Nicchiniello I, Iannone C, et al. 
Effectiveness of a new structured psychoeducational, Salutogenetic 
based approach, in facilitating the recovery of people with severe mental 
disorders. Int J Ment Health Psychiatry. 2019;5:1. https:// doi. org/ 10. 4172/ 
2471- 4372. 10001 70.

 7. Richards M, Dixon LB. Resilience. Psychiatr Serv. 2020;71:878–9. https:// 
doi. org/ 10. 1176/ appi. ps. 71804.

 8. Antonovsky A. Health, stress and coping. San Francisco: Jossey-Bass; 1979.
 9. Antonovsky A. The structural resources of salutogenic strengths. In: 

Cooper CL, Payne R, editors. Personality and stress: individual differences 
in the stress process. New York: L. Wiley; 1991; p. 57–67.

 10. Lindstrom B, Eriksson M. Salutogenesis. J Epidemiol Community Health. 
2005;59:440–2. https:// doi. org/ 10. 1136/ jech. 2005. 034777.

 11. Falloon IRH, Barbieri L, Boggian I, Lamonaca D. The problem solving train-
ing research group. Problem solving training for schizophrenia: rationale 
and review. J Ment Health. 2007;16:553–68.

 12. Falloon IRH, Boyd JL, McGill CW, Williamson M, Razani J, Moss HB, et al. 
Family management in the prevention of morbidity of schizophrenia: 
clinical outcome of a two year longitudinal study. Arch Gen Psychia-
try. 1985;42:887–96. https:// doi. org/ 10. 1001/ archp syc. 1985. 01790 
32005 9008.

 13. Falloon IRH, Boyd JL, McGill CW, Razani J, Moss HB, Gilderman AM. 
Family management in prevention of exacerbations of schizophrenia: a 
controlled study. New Engl J Med. 1982;306:1437–40. https:// doi. org/ 10. 
1056/ NEJM1 98206 17306 2401.

 14. Andreasen NC, Carpenter WT Jr, Kane JM, Lasser RA, Marder SR, Wein-
berger DR. Remission in schizophrenia: proposed criteria and rationale 
for consensus. Am J Psychiatry. 2005;162:441–9. https:// doi. org/ 10. 1176/ 
appi. ajp. 162.3. 441.

 15. Morosini PL, Magliano L, Brambilla L, Ugolini S, Pioli R. Development, 
reliability and acceptability of a new version of the DSM-IV social and 
occupational functioning assessment scale (SOFAS) to assess routine 
social functioning. Acta Psychiatr Scand. 1995;101:323–9.

 16. Slade M, Bird V, Le Boutillier C, Farkas M, Grey B, Larsen J, et al. Develop-
ment of the REFOCUS intervention to increase mental health team 
support for personal recovery. Br J Psychiatry. 2015;207:544–50. https:// 
doi. org/ 10. 1192/ bjp. bp. 114. 155978.

 17. Enticott JC, Shawyer F, Brophy LM, Russell G, Mazza D, Wilson-Evered E, 
et al. REFOCUS-PULSAR recovery-oriented practice training in adult pri-
mary mental health care: exploratory findings including from a pretest-
posttest evaluation. Front Psychiatry. 2021;12:625408. https:// doi. org/ 10. 
3389/ fpsyt. 2021. 625408.

 18. Cook JA, Copeland ME, Jonikas JA, Hamilton MM, Razzano LA, Grey D, 
et al. Results of a randomized controlled trial of mental illness self-
management using wellness recovery action planning. Schizophr Bull. 
2012;38:881–91.  https:// doi. org/ 10. 1093/ schbul/ sbr012.

 19. Zomer JC, Voskes Y, van Weeghel J, Widdershoven Guy AM, van Mierlo 
Tom FMM, Berkvens BS, et al. The active recovery triad model: a new 
approach in Dutch long-term mental health care. Riv Front Psychiatry. 
2020;11:592228. https:// doi. org/ 10. 3389/ fpsyt. 2020. 592228.

 20. McCann TV, Cotton SM, Lubman DI. Social problem solving in carers of 
young people with a first episode of psychosis: a randomized controlled 
trial. Early Interv Psychiatry. 2017;11346–50. https:// doi. org/ 10. 1111/ eip. 
12301.

 21. Veltro F, Magliano L, Morosini P, Fasulo E, Pedicini G, Cascavilla I, et al. 
Randomised controlled trial of a behavioural family intervention: 1 year 
and 11-years follow-up. Epidemiol Psichiatr Soc. 2006;15:44–51.

 22. Veltro F, Mazza M, Vendittelli N, Alberti M, Casacchia M, Roncone R. A 
comparison of the effectiveness of problem solving training and of 
cognitive-emotional rehabilitation on neuro-cognition, social cognition 
and social functioning in people with schizophrenia. Clin Pract Epidemiol 
Ment Health. 2011;7:123–32.

 23. Barbieri L, Boggian I, Falloon IHR, Lamonaca D. & CD-5 group. Problem-
solving skills for cognitive rehabilitation among persons with chronic 
psychotic disorders in Italy. Psychiatr Serv. 2006;57:172–4. https:// doi. org/ 
10. 1176/ appi. ps. 57.2. 172.

 24. Perris C, Blackburn IM, Perris H. Cognitive psychotherapy: theory and 
practice. Berlin: Springer-Verlag; 1988.

https://doi.org/10.1186/s12888-022-03887-2
https://doi.org/10.1186/s12888-022-03887-2
https://store.samhsa.gov/product/SAMHSA-s-Working-Definition-of-Recovery/PEP12-RECDEF
https://store.samhsa.gov/product/SAMHSA-s-Working-Definition-of-Recovery/PEP12-RECDEF
https://doi.org/10.1016/S2215-0366(15)001000-5
https://doi.org/10.1176/appi.ps.201200274
https://doi.org/10.1371/journal.pone.0194027
https://doi.org/10.1186/s12888-019-2048-0
https://doi.org/10.4172/2471-4372.1000170
https://doi.org/10.4172/2471-4372.1000170
https://doi.org/10.1176/appi.ps.71804
https://doi.org/10.1176/appi.ps.71804
https://doi.org/10.1136/jech.2005.034777
https://doi.org/10.1001/archpsyc.1985.01790320059008
https://doi.org/10.1001/archpsyc.1985.01790320059008
https://doi.org/10.1056/NEJM198206173062401
https://doi.org/10.1056/NEJM198206173062401
https://doi.org/10.1176/appi.ajp.162.3.441
https://doi.org/10.1176/appi.ajp.162.3.441
https://doi.org/10.1192/bjp.bp.114.155978
https://doi.org/10.1192/bjp.bp.114.155978
https://doi.org/10.3389/fpsyt.2021.625408
https://doi.org/10.3389/fpsyt.2021.625408
https://doi.org/10.1093/schbul/sbr012
https://doi.org/10.3389/fpsyt.2020.592228
https://doi.org/10.1111/eip.12301
https://doi.org/10.1111/eip.12301
https://doi.org/10.1176/appi.ps.57.2.172
https://doi.org/10.1176/appi.ps.57.2.172


Page 8 of 8Veltro et al. BMC Psychiatry          (2022) 22:240 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 25. Ventura J. Brief psychiatric rating scale-BPRS 4.0. In: Conti L, editor. Rep-
ertorio delle Scale di Valutazione in Psichiatria, Tomo 1: 117-29. Società 
Editrice Europea. Firenze; 1999.

 26. Goldberg DP, Hillier VF. A scaled version of the general health question-
naire. Psychol Med. 1979;9:139–45.

 27. Cattelani R, Dal Sasso F, Corsini D, Posteraro L. The modified five-point 
test: normative data for a sample of Italian healthy adults aged 16-60. 
Neurol Sci. 2011;32:595–601.

 28. Morosini PL, Casacchia M. Traduzione italiana della Brief Psychiatric Rating 
Scale, versione 4.0 ampliata (BPRS 4.0). Rivista di Riabilitazione Psichiatrica 
e Psicosociale. 1995;3:199–228.

 29. Roncone R, Ventura J, Impallomeni M, Falloon IRH, Morosini PL, Chiara-
valle E, et al. Reliability of an Italian standardized and expanded brief 
psychiatric rating scale (BPRS 4.0) in raters with high vs. low clinical expe-
rience. Acta Psychiatr Scand. 1999;100:229–36. https:// doi. org/ 10. 1111/j. 
1600- 0447. 1999. tb108 50.x.

 30. Silverstein SM, Hatashita-Wong M, Solak BA et al. Effectiveness of a 
two-phase cognitive rehabilitation intervention for severely impaired 
schizophrenia patients. Psychol Med. 2005;35:829–37. https:// doi. org/ 10. 
1017/ s0033 29170 40033 56.

 31. Liberman RP, Eckman TA, Marder SR. Training in social problem-solving 
among persons with schizophrenia. Psychiatr Serv. 2001;52:31–33.

 32. Veltro F, Nicchiniello I, Pica A, Pontarelli I, Iannone C, Pontarelli C. Descrip-
tion and impact of a structured psychoeducational and salutogenetic 
approach (Inte.G.R.O) to support the recovery of people with severe 
mental disorders. Riv Psichiatr. 2018;53:205–13. https:// doi. org/ 10. 1708/ 
2954. 29697.

 33. Morin L, Franck N. Rehabilitation interventions to promote recovery from 
schizophrenia: a systematic review. Front Psychiatry. 2017;8:100.  https:// 
doi. org/ 10. 3389/ fpsyt. 2017. 00100.

 34. Rapado-Castro M, Moreno C, Ruíz-Sancho A, Camino F, Arango C, Mayoral 
M. Role of executive function in response to a problem solving based 
psychoeducational intervention in adolescents with psychosis: the 
PIENSA trial revisited. J Clin Med. 2019;8:2018. https:// doi. org/ 10. 3390/ 
jcm81 22108.

 35. Falloon IRH. Problem solving as a core strategy in the prevention of 
schizophrenia and other mental disorders. The Aust New Zealand J 
Psychiatry. 2000;34:185–90. https:// doi. org/ 10. 1080/ 00048 67002 42.

 36. Sarathy V. Real world problem-solving. Front Hum Neurosci. 2018;12:261. 
https:// doi. org/ 10. 3389/ fnhum. 2018. 00261.

 37. Gu J, Strauss C, Bond R, Cavanagh K. How do mindfulness-based cogni-
tive therapy and mindfulness-based stress reduction improve mental 
health and wellbeing? A systematic review and meta-analysis of media-
tion studies. Clin Psychol Rev. 2015;371:1–12. https:// doi. org/ 10. 1016/j. 
cpr. 2015. 01. 006.

 38. Dawson ME, Nuechterlein KH. Psychophysiological dysfunctions in 
the developmental course of schizophrenic disorders. Schizophr Bull. 
1984;10:204–32.

 39. Sullivan JR, Riccio CA, Castillo CL. Concurrent validity of the tower tasks 
as measures of executive function in adults: a meta- analysis. Appl Neu-
ropsychol. 2009;16:62–75. https:// doi. org/ 10. 1080/ 09084 28080 26442 43.

 40. Landsverk SS, Kane CF. Antonovsky’s sense of coherence: theoretical basis 
of psychoeducation in schizophrenia. Issues in Mental Health Nursing. 
1998;19:419–31. https:// doi. org/ 10. 1080/ 01612 84982 48872.

 41. Xia J, Li C. Problem solving skills for schizophrenia (Review). Cochrane 
Database of Systematic Reviews Issue 2. Art No CD006365. 2007. https:// 
doi. org/ 10. 1002/ 14651 858. CD006 365. pub2.

 42. Farkas M. The vision of recovery today: what it is and what it means for 
services. World Psychiatry. 2007; 6:68–74.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1111/j.1600-0447.1999.tb10850.x
https://doi.org/10.1111/j.1600-0447.1999.tb10850.x
https://doi.org/10.1017/s0033291704003356
https://doi.org/10.1017/s0033291704003356
https://doi.org/10.1708/2954.29697
https://doi.org/10.1708/2954.29697
https://doi.org/10.3389/fpsyt.2017.00100
https://doi.org/10.3389/fpsyt.2017.00100
https://doi.org/10.3390/jcm8122108
https://doi.org/10.3390/jcm8122108
https://doi.org/10.1080/000486700242
https://doi.org/10.3389/fnhum.2018.00261
https://doi.org/10.1016/j.cpr.2015.01.006
https://doi.org/10.1016/j.cpr.2015.01.006
https://doi.org/10.1080/09084280802644243
https://doi.org/10.1080/016128498248872
https://doi.org/10.1002/14651858.CD006365.pub2
https://doi.org/10.1002/14651858.CD006365.pub2

	Long term outcome study of a salutogenic psychoeducational recovery oriented intervention (Inte.G.R.O.) in severe mental illness patients
	Abstract 
	Aim: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	MATERIALS and METHODS
	Study design
	Sample
	Specific and technical characteristics of Inte.G.R.O
	Assessments
	Statistical analysis

	Results
	The socio-demographic characteristics of the sample and the statistical results are shown in Tab 1
	The primary and secondary outcome of the sample and the statistical results are shown in Tab 2
	PSP
	BPRS
	Stress scale
	M-FPT


	Discussion
	Conclusion
	Acknowledgements
	References


