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Abstract

Background: People with psychotic illness suffer from reduced quality of life and often from an insufficient level of
social inclusion. These variables are associated with several negative outcomes, such as higher neuro-cognitive deficits,
negative symptoms, internalised stigma, increased cardiovascular risk and, most importantly, excess mortality. To date,
only a minority of social interventions in psychosis have been investigated. Since 2011, the Department of Mental
Health and Substance Abuse in Modena introduced the “Social Point” program, which provides social inclusion
interventions to promote active social participation for patients suffering from severe mental illness.
The aim of this study was to assess whether a social inclusion intervention is associated with better outcomes in
terms of personal and social recovery, with particular reference to the areas of social functioning and activity, and
subjective dimensions such as self-esteem, self-stigma and perceived quality of life.

Methods: A cross-sectional design was adopted to compare 30 subjects, selected at the completion of “Social
Point” program, with a group of subjects, matched for socio-demographic and clinical features, selected from a
wait list for “Social Point”. All subjects were evaluated by means of instruments assessing: level of disability, level
of functioning, severity of psychopathology, self-esteem, internalised stigma and quality of life.

Results: Overall, the results of the study suggest that social inclusion interventions may be effective in people
suffering from non-affective psychosis. A dose-effect relationship was also found between higher number of
activities per patient and better outcomes within both social and psychopathological domains. However, due to
the cross-sectional design of the study no definitive causality can be inferred.

Conclusion: Psychosocial interventions promoting social inclusion are likely to represent an effective approach to
improve personal and social recovery.
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Background
Despite the lack of unanimous definition in the litera-
ture, social inclusion can be generally conceptualised as
the opportunity for the individual to participating in key
functions or activities and in economic, social and cul-
tural life of his/her community, exercising the rights of
his/her citizenship and enjoying an adequate standard of
living and wellbeing [1].
People suffering from psychosis experience lower qual-

ity of life and reduced social inclusion [2, 3]. They are
more likely to live alone [4], be unemployed [5], have
fewer significant relationships [6] and are at high risk of

experiencing “social disadvantage” [7]. Moreover, avail-
able evidence indicates that social isolation represents a
risk factor for cardiovascular diseases [8] and a major
cause of excess mortality [9]. Social disadvantage and
psychosis are tightly intertwined making it difficult to
disentangle their cause-effect relationship. On one hand,
having fewer social relationships may be the result of
psychosis and of negative symptoms in particular, such
as emotional and social withdrawal, low level of energy
and motivation, which considerably interfere with the
ability to form and maintain a social network [10]. On
the other hand, social disadvantage and discrimination
suffered by psychotic patients, such as unemployment,
loss of productivity and societal role, may reduce the
skills and opportunities necessary to form and maintain
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supportive social networks. This vicious circle can, in turn,
generate low self-confidence/self-esteem and internalised
stigma, which interfere with satisfactory social functioning
[5, 11]. Furthermore, smaller social networks associate
with worse outcomes such as increased risk for hospital
admissions [12], poorer functioning and worsening of
symptoms in subjects suffering from schizophrenia [4].
Indeed, social inclusion interventions represent a mile-

stone in the process of recovery as they aim at facilitating
psychological adaptation [13]. Improving social networks
correlates with better physical and mental health out-
comes, both in affective disorders [14, 15] and psychoses
[16]. Stable relationships, living with someone and being
employed may also have a protective role [7]. Interven-
tions aimed at increasing social participation in people
with mental health problems can effectively increase sense
of belonging and reduce psychological distress [17, 18]. In
addition, social interventions can improve the overall
engagement with mental health services [19]. Therefore,
improving social outcomes in psychosis represents a para-
mount objective for mental health services in terms of
economic sustainability and ethical implications [20].
An additional aspect worth considering more in depth

is the impact of public and internalised stigma on people
with mental health problems [21]. Over-concern with
failure and rejection, experienced by psychotic patients
can give raise to dysfunctional attitudes [22] characterized
by avoidance and lack of motivation. These attitudes, in
turn, can lead to social and vocational disengagement
[23]. The internalization of negative societal stereotypes is
associated with self-stigma, whose consequences often
translate in the so called “why try” effect [24, 25]. Social
interventions in mental health should necessarily consider
the internalised stigma as a major target. Self-stigma is
expressed by over-concern with societal prejudices to-
wards mental illness and mental health service users.
Internalised stigma has been reported to be closely related
to long term outcomes of personal and social recovery
[26]. The hypothesis formulated is of a close relationship
between internalised stigma, level of activity and social in-
clusion [27, 28]. The experience of stigmatization, despite
interfering with recovery, tends to be rather subjective in
nature and does not always reflect an actual experience of
discrimination [29–31]. Furthermore, it is possible that
even within stigmatizing contexts, people may feel indif-
ferent or even being prompted to react positively boosting
their self-confidence and self-esteem [32, 33]. Reaction to
stigma in mental health represents a major predictive fac-
tor for personal and social recovery. Interventions aimed
at modifying negative subjective beliefs on mental illness
may prompt individuals to activate or develop resources
and social skills necessary to achieve a full recovery.
Finally, social interventions in mental health should

encompass patients’ subjective views and preferences,

consider their needs and diversity and engage with com-
munity and voluntary sectors to provide a broad range of
services as opposed to a “one-size-fits-all” approach [34].
To date, only a minority of social interventions in

psychosis have been investigated to evaluate their impact
on level of activity, quality of life, to assess their effect-
iveness in improving internalised stigma, reducing nega-
tive attitude and perception of patients towards their
mental illness [35, 36]. Developing an evaluation system
able to assess different interventions represents a major
challenge, as a wide range of approaches can be used to
promote social inclusion. Nevertheless, systematic re-
search on social intervention indicate that studies using
experimental designs, representative samples and suffi-
cient follow-up length are deemed necessary to support
the evidence and using it to make recommendation to
mental health policies [17].
Since 2011, the Department of Mental Health and

Substance Abuse in Modena has implemented the pro-
gram “Social Point”, which provides social inclusion in-
terventions and promote active social participation for
patients suffering from severe mental illness.
The program has three main objectives:

1) social inclusion facilitation of people with mental
health problems via volunteering and leisure
activities, promoting and enhancing individual and
collective resources.

2) awareness raising campaign, training and information
within the community on mental health issues.

3) spreading positive ideas on mental health as a
matter of collective responsibility with the potential
to create social capital for the community.

In line with the principles of participation and citizen-
ship, and pursuing inclusion and empowerment of ser-
vice users, Social Point program collaborates with the
local authorities to build “collective projects”, actively in-
volving both people with mental health problems and
the general population. Besides, personalized “care path-
ways” are guaranteed and built on personal views and
preferences of service users. Social Point workers are
called to facilitate processes leading to change and ultim-
ately to recovery, rather than pursuing standardized pro-
jects. The areas of intervention covered by “Social Point”
encompass: advice and awareness on mental illness, edu-
cation and skills development, one-to-one and group ses-
sions of self-help, physical and leisure activities.
The experience gathered so far has shown that even

users with the most severe psychopathological conditions
can greatly benefit from individualized rehabilitation pro-
jects, which can change the perception of the social con-
text towards them, via the development and recognition
of abilities, resources and proactive attitudes.
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The aim of this study was to assess, in a comparative
cross-sectional design, whether the social interventions
provided by “Social Point” associate with better outcomes
in the areas of personal and social recovery, with particu-
lar focus placed on social functioning and level of activity,
and subjective measures in the areas of self-esteem,
self-stigma and perceived quality of life of subjects under
the care of the mental health services in Modena.

Methods
Sample
Thirty subjects, under the care of the mental health ser-
vices in Modena, were recruited for the study as a repre-
sentative sample of patients with non-affective psychosis
who participated to social inclusion activities delivered by
“Social Point” between 1st January 2011 and 1st January
2014. The outcome measures of the sample, collected and
analysed at the end of the intervention, were compared
with a group of subjects selected from a wait list for “Social
Point”, matched for socio-demographic and clinical fea-
tures: gender, age, civil status, education level, employment,
economic status, diagnosis, pharmacological treatment,
duration of illness, number of previous hospital admission,
pre-morbid social functioning, social disadvantage.
Data were collected by means of the Case Register of

the Mental Health Department of Modena, integrated
with additional information gathered from the patients’
clinical notes and the responsible clinician at the local
community mental health service.
Out of the total eligible sample, the consent to participate

was provided by 27 subjects (90%) in the “Social Point”
group and by 21 subjects (70%) on the wait list group.
Main reason claimed for refusal to participate in both

groups was poor timing.

Inclusion criteria
Diagnosis: schizophrenic disorders (ICD-9295.xx) and
other nonorganic psychoses (ICD-9298.xx). Gender and
Age: both male and female subjects between 18 and
60 years of age.
Exclusion criteria were: Learning disabilities, organic

mental disorders, drug induced-psychosis. Subject whose
psychopathological conditions were not considered
stable over the previous 3 months were also excluded
from the sample.

Consent to participate
Written informed consent was obtained before recruit-
ment and a letter detailing the nature of the study was
sent to the subjects’ General Practitioner. The study was
approved by the local Ethics Committee of Modena.

Social point activities and intervention
Social Point promotes meetings and assemblies aimed at
planning social activities and events with the involve-
ment of service users, family members, professionals and
members of the larger community. In addition, Social
Point supports and encourages users’ proposals and ini-
tiatives, as well as working towards transferring skills for
the development of self-help groups.
Samples of activities promoted and supported by So-

cial Point are: running and managing a radio station,
carpentry and bike fixing workshops, magazine publish-
ing, drama, poetry, painting, photography and cooking
classes, community concerts.
Social Point intervention can be summarized in 5 de-

fined phases aimed at personal recovery.

1) Assessment: patients referred by community mental
health professionals are assessed together with the
treating mental health team to evaluate suitability
to participate with respect to current clients’ needs
and motivation.

2) Orientation: service users are invited and supported
to reflect about their interests, preferences (i.e. what
he/she likes to do) and previous experiences. In the
initial meetings, workers evaluate and consider the
interest of patients to participate in the activities,
which are offered according to resources available
in the local community.

3) Coaching: service users are individually supported
by a coach across the entire recovery path and
helped to develop skills to maintain a healthy
balance in life, rebuild meaningful relationships and
overcome difficulties related to their mental illness
and/or the everyday life experiences. The role of a
coach is primarily to work in partnership with
service users, who are considered the expert of his/
her life and the one in charge to make decisions
able to produce successful changes.

4) Implementation: Social Point workers activate the
local community network and resources (e.g. cultural
and recreational clubs, multi-media facilities, voluntary
associations) that are not necessarily involved with or
directed to mental health service users.

5) Reassessment: recovery-related outcomes are
measured at the end of the program. It is important
to point out that the end of the program does not
necessarily means that the activities will be
interrupted by the patients; on the contrary, their
continuation without the supervision of “Social
Point” remains the main goal of the project.

Psychometric scales
All subjects were assessed by means of the following
evaluation instruments:
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� HoNOS/MHCT (Health of the Nation Outcome
Scale/Mental Health Clustering Tool). Higher
scores indicate higher level of disability, lower
functioning and higher severity of psychopathology
[37, 38]. For the purpose of the study, the first 12
items were combined into four dimensions:
“behaviour” including (aggressiveness; non-
accidental self-injury; problem drinking and drug
taking), “impairment” (cognitive problems; physical
illness or disability problems), “symptoms”
(hallucinations and delusions; depressed mood;
other mental and behavioural problems) and “social
problems” (problems with relationships; problems
with activities of daily living; problems with living
conditions; problems with occupation and
activities). For each dimension the scores were
calculated adding the values of the single items, which
may vary from 0 (absent) to 4 (severe).

� Global Assessment of Functioning (GAF) [39].
Scores are arranged in 10 levels of increasing
severity, where the interval 91–100 indicates
“superior” level of functioning and 1–10 points out
the highest impairment.

� Measure of Activity in Psychosis [40]. The single
item score is arranged in a gradient of severity
ranging from 0 to 4 (the first indicating a severely
impaired level of activity, whereas the latter
corresponds to an overall adequate and independent
engagement in activities of daily living). In this case,
higher figures are indicative of a better level of
activity.

� Rosenberg Self-Esteem Scale [41]. Which is a 10-item
scale that measures global self-worth by measuring
both positive and negative feelings about the self. All
items are answered using a 4-point Likert scale format
ranging from “strongly agree” to “strongly disagree”.
Higher scores indicate higher self-esteem.

� Internalised Stigma of Mental Illness (ISMI) [42].
Scores were calculated in a four-categories method,
according to Lysaker [27]: “Alienation”, “Stereotypes”,
“Discrimination experiences” and “Social withdrawal”.
The category “Resistance to stigma” was considered
separately as it can be associated with less internalised
stigma. Higher scores associate with higher levels of
internalised stigma.

� World Health Organization quality of life assessment-
BREF (brief version) (WHOQOL-BREF) [43]. For
the present study four domain scores were derived:
“Physical health”, “Psychological”, “Social relationships”
and “Environmental”. The first two items (i.e. “Overall
quality of life” and “Satisfaction with Health”) were
listed separately as they are not counted in any of the
previous domains. Higher scores denote a higher
quality of life.

Statistical analyses
A descriptive statistical analysis was first carried out to
establish statistically significant differences between the
two samples. For the comparison of frequencies, the
Fisher’s exact test was used. Differences between the
mean scores of the two groups were assessed by
Wilcoxon-Mann-Whitney tests on the following areas:
level of functioning (GAF), level of activity (Measure of
Activity in Psychosis Scale), social functioning and sever-
ity of symptoms (HoNOS/MHCT), level of self-esteem
(Rosenberg Self-Esteem Scale), quality of life (WHO-
QOL-BREF) and internalised stigma (ISMI). Moreover,
possible differences in hospitalization rate and length of
stay, during the period of the study, were investigated
between the two groups and statistical significance was
evaluated by means of the above tests.
Among subjects who completed “Social Point” pro-

gram additional analyses were performed: to evaluate
the association between variables of the program pro-
vided (i.e. duration of the program and number of activ-
ities per patient) and the scores at the evaluation
instruments administered, Spearman’s rank correlation
test was used. For all the analysis a difference of p < 0.05
was considered statistically significant.
Data collected were analyzed via SAS Enterprise

Guide [2009].

Results
Subjects who completed the “Social Point” program (SP)
and those in the wait list (WL) did not show significant
differences with respect to socio-demographic character-
istics. The two groups were also homogeneous with re-
spect to diagnoses (Table 1).
The median duration of SP program was 548 days.

During this period, the median number of social inclu-
sion activities per patient was 4.
The analysis of GAF total score showed a higher level

of functioning in those subjects who had completed SP
program [SP mean = 67.4 (SD = 13.4) vs WL mean =
52.0 (SD = 17.5), p = 0.0006]; the SP group mean score
fell within the “mild impairment” (70–61) range,
whereas subjects in the WL group presented a “moder-
ate impairment” (60–51). SP subjects reported higher
scores at the Measure of Activity in Psychosis
[SP = mean 2.8 (SD = 0.9) vs WL mean = 2.2 (SD = 0.9),
p = 0.0129]. The HoNOS/MHCT showed a significant dif-
ference between the two groups, with regards to the “So-
cial problems” subscale, which presented more favourable
scores in SP subjects. On the other hand, the level of
self-esteem observed, as measured by means of the
Rosenberg scale, resulted higher in the WL group
compared with SP group [SP mean = 25.6 (SD = 1.8) vs
WL mean = 26.8 (SD = 2.4), p = 0.0231] (Table 2).
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Internalised stigma (ISMI) and quality of life (WHO-
QOL-BREF) scores were more favourable among the
WL group compared with SP subjects. Significant differ-
ences were found within the following domains:
“Discrimination experiences” and “Social withdrawal” at
the ISMI scale (Table 3) and “Social relationships” and
“Psychological” at the WHOQOL-BREF (Table 4).
No significant difference was found between the two

groups with respect to admission rate and length of stay.
The admission rate was 19% in the WL group and 7.4%
in the SP group (p = 0.3827). The median length of stay
was 48.5 days in the SP group and 27.5 days in the WL
group (p = 0.2994).
Correlations analyses between variables of “Social Point”

program and the assessment measures showed a signifi-
cant dose-effect relationship between the number of social
inclusion activities per patient and the score on “So-
cial problems” (Spearman’s rank correlation = − 0.5368,
p = 0.0039) and “Symptoms” (Spearman’s rank correl-
ation = − 0.3926, p = 0.00428) MHCT/MHCT (Fig. 1).
Higher number of social inclusion activities was asso-
ciated with an improvement in clinical and social
dimensions.
The number of social inclusion activities per patient

was also associated with better outcomes at the GAF
(Spearman’s rank correlation = 0.4026, p = 0.0373) and the
Measure of Activity in Psychosis scale scores (Spearman’s
rank correlation = 0.5159, p = 0.0059) (Table 5).
With regard to the number of social inclusion activities

per patient, a significant correlation was found on the
HoNOS/MHCT items: “Cognitive problems”, “Problems
with activities of daily living”, “Problems with living condi-
tions”, “Strong and unreasonable beliefs in non-psychotic

Table 1 Socio-demographic and clinical characteristics of
subjects who completed Social Point program and subjects in
the wait list

Social Point
N = 27

Wait list
N = 21

p-value*

Gender = M 20 (74.1%) 14 (66.7%) 0.7502

Marital status

Unmarried or divorced 23 (92.0%) 19 (90.5%) 0.9999

Married or in patnership 2 (7.4%) 2 (9.5%)

Qualification

Primary or no qualification 10 (37.0%) 9 (42.9%)

Middle or high school 13 (48.2%) 12 (57.1%) 0.2087

University or higher degree 4 (14.8%) 0 (0.0%)

Profession

Occupied 8 (40.0%) 6 (35.3%)

Unemployed 9 (45.0%) 5 (29.4%) 0.4037

Other non-professional condition 3 (15.0%) 6 (35.3%)

Housing status

Live alone 4 (16.7%) 1 (4.8%) 0.6772

Family-in-law 2 (8.3%) 3 (14.3%)

Family of origin 16 (66.7%) 16 (76.2%)

Residential accomodation 2 (8.3%) 1 (4.8%)

Diagnosis

Schizophrenic disorders 23 (85.2%) 19 (90.5%) 0.6830

Other nonorganic psychoses 4 (14.8%) 2 (9.5%)

*Fisher’s exact test

Table 2 Outcome measures of subjects who completed Social Point program and subjects in the wait list

Psychometric scales Program N Average score C.I. 95% St. D. p-value*

GAF Social Point 27 67.4 62.1–72.7 13.4 0.0006

Wait list 21 52.0 44.7–58.9 17.5

Level of activity Social Point 27 2.8 2.5–3.2 0.9 0.0129

Wait list 21 2.2 1.8–2.6 0.9

Honos Behaviour Social Point 27 0.7 0.3–1.0 0.9 0.3118

Wait list 21 0.6 0.2–1.0 0.9

Honos Impairment Social Point 27 1.9 1.2–2.3 1.9 0.1705

Wait list 21 1.8 0.8–2.1 1.8

Honos Symptoms Social Point 27 3.9 2.2–5.7 4.6 0.3002

Wait list 21 4.4 2.6–4.8 5.6

Honos Social problems Social Point 27 4.6 3.2–6.1 3.3 0.0352

Wait list 21 6.2 4.8–7.4 3.4

Rosenberg Social Point 27 25.6 25.0–26.3 1.8 0.0231

Wait list 21 26.8 25.8–28.1 2.4

*Wilcoxon-Mann-Whitney non-parametric test
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disorders only” and the domain “Stereotype” at the
ISMI scale.
No correlation was found between the scores on the

items of the ISMI scale, WHOQOL-BREF, the Rosenberg
Self-Esteem Scale and number of social inclusion activities
per patient.
Finally, a correlation was found between a longer

duration of the program and the item 6 (Hallucinations
and delusions) at the HoNOS/MHCT (Spearman’s rank
correlation = − 0.5368, p = 0.0039).

Discussion
Overall, the results of the study support the evidence
that the implementation of social inclusion programs in
people suffering from severe mental illness determine
significant improvement across several psychosocial

dimensions [13, 17, 18]. Indeed, the comparison between
the two groups showed that subjects who completed
“Social Point” program presented lesser impairment in
different areas of social functioning (GAF and HoNOS/
MHCT) and had better scores in terms of level of activ-
ity (Measure of Activity in Psychosis).
However, in spite of the objective and substantial ad-

vantages found in the areas of functioning and activity,
the results of self-administered scales investigating
self-esteem (Rosenberg), perceived quality of life (WHO-
QOL-BREF) and internalised stigma (ISMI) indicated a
worse profile in the SP group compared with WL sub-
jects. In this respect, it can be hypothesized that subjects
participating to social inclusion programs are implicitly
pushed to step out of their “comfort zone” and exposed
to certain environmental stressors which would not

Table 3 ISMI scores of patients who completed Social Point program and subjects in the wait list

ISMI scale N Average score C.I. 95% St. D. p-value*

Total Social Point 27 2.2 2.1–2.4 0.4 0.0212

Wait list 21 2.0 2.0–2.2 0.3

Domains

Alienation Social Point 27 2.2 2.0–2.4 0.6 0.0989

Wait list 21 2.0 1.8–2.2 0.4

Stereotype Social Point 27 2.1 1.9–2.2 0.4 0.0796

Wait list 21 1.9 1.8–2.1 0.3

Discrimination experience Social Point 27 2.3 2.1–2.5 0.5 0.0006

Wait list 21 1.9 1.8–2.1 0.3

Social withdrawal Social Point 27 2.3 2.1–2.5 0.5 0.0179

Wait list 21 2.0 1.8–2.2 0.5

Stigma Resistance Social Point 27 2.7 2.5–2.9 0.5 0.1597

Wait list 21 2.6 2.4–2.8 0.4

*Wilcoxon-Mann-Whitney non-parametric test

Table 4 WHOQOL-BREF scores of patients who completed Social Point program and subjects in the wait list

WHOQOL scale N Average score C.I. 95% St. D. p-value*

Overall quality of life Social Point 27 3.4 3.0–3.8 1.0 0.4001

Wait list 21 3.5 3.0–3.9 1.0

Satisfaction with Health Social Point 27 3.4 3.0–3.9 1.1 0.1769

Wait list 21 3.8 3.3–4.2 0.9

Domains

Physical health Social Point 27 24.0 21.8–26.2 5.5 0.1152

Wait list 21 26.1 24.0–28.2 4.6

Psychological Social Point 27 18.7 17.1–20.3 4.0 0.0424

Wait list 21 20.6 18.9–22.3 3.7

Social relationships Social Point 27 8.7 7.8–9.6 2.3 0.0027

Wait list 21 10.9 9.8–11.9 2.2

Environment Social Point 27 25.3 23.0–27.6 5.8 0.0639

Wait list 21 27.9 25.9–29.8 4.6

*Wilcoxon-Mann-Whitney non-parametric test
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normally encounter, if left marginalized from the com-
munity. Moreover, they may end up internalizing their
social isolation and accept it as a “natural” condition,
whereas the efforts requested by rehabilitation programs
may be frustrating at times. This process may represent
an explanation for the apparently contradictory nature
of the results observed at the self-administered scales.
However, longitudinal analyses are necessary to clarify
whether the self-perception of quality of life and interna-
lised stigma, which in our samples were significantly dif-
ferent on several dimensions (i.e.: “Social relationships”
and “Psychological” at WHOQOL-BREF and “Discrimin-
ation experiences” and “Social withdrawal” at ISMI), may
gradually decrease overtime due to the social skills and
opportunities gained via social inclusion interventions.
Results also stress the importance of intensive and en-

during social inclusion interventions. The analysis car-
ried out among subjects who completed “Social Point”
program, showed that those who were involved in a

higher number of social inclusion activities had better
scores on clinical dimensions and social functioning.
This result reinforces the notion that interventions
aimed at individual recovery cannot be, by any means, a
standard procedure but should necessarily be individua-
lised. The interventions provided by “Social Point” fol-
low this principle and involve different agencies in the
community, which increases the possibility of providing
patients with a wide array of activity choices and mul-
tiple individualized projects.
Indeed, higher number of activities per patient associ-

ated with better outcomes in terms of cognitive func-
tioning and better clinical presentation such as the
HoNOS/MHCT item “Strong and Unreasonable beliefs”,
which is consistent with the growing evidence that treat-
ment of cognition represents a pivotal step in severe
mental illness rehabilitation [44]. A higher number of
activities was also found to be associated with better
scores at the HoNOS/MHCT item “Activities of daily
living” suggesting potential benefits in terms of problems
with basic tasks such as eating, washing, dressing, but
also requiring more complex skills such as budgeting,
organising where to live, occupational and mobility plan-
ning and self-development.
Finally, it can be postulated that adequate duration of

social inclusion activities may positively influence several
outcomes, not necessarily confined to those within the
social domain. As a matter of fact, subjects who stayed
on “Social Point” program for longer, showed better
HoNOS/MHCT scores with respect to psychopathology
(i.e. item 6 “Hallucinations and delusions”).
The study has some limitations that need to be ac-

knowledged. It was conducted in one specific geographic

Table 5 Spearman’s rank correlations between outcome
measures and variables of Social Point program

Duration of program Number of social
inclusion activities

GAF 0.3629 0.4026*

Level of activity 0.3744 0.5159**

Honos Behaviour 0.2116 −0.0010

Honos Impairment −0.2877 −0.3542

Honos Symptoms −0.3777 −0.3926*

Honos Social problems −0.2065 −0.5368**

*p < 0.05
**p < 0.01

Fig. 1 HoNOS/MHCT subscales mean scores
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area of Northern Italy and it is uncertain whether the re-
sults would translate to similar population in other
countries. The cross-sectional design of the study does
not allow to draw any definitive conclusion about the
cause-effect relation of the variables considered. Despite
the high similarity of the two groups, we cannot exclude
that subjects who were given priority to the “Social
Point” program, over those on the wait list, were already
more amenable and willing to participate due to a less
severe impairment of social functioning and/or milder
clinical picture. Further investigation with larger sample
and longitudinal design is warranted to replicate the re-
sult of this study and clarify the role of psychosocial
intervention in severe mental illness.

Conclusion
This study advocates structured social inclusion pro-
grammes for people suffering from psychosis, suggesting
that they may be an effective intervention. Moreover, in
consideration of the observed importance of providing
personalised interventions with a wide array of activities
and lengthy programmes, it would be highly desirable
that the availability of such treatment option became a
routine practice for community mental health services.
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