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Abstract

Purpose Up to now there are only few studies and no RCT comparing efficacy or effectiveness of supported housing (SH)
versus residential care (RC) in severe mental illness (SMI) without homelessness. Here we present an observational follow-
up study in SMI subjects, who entered SH or RC, to compare clinical and functional outcomes 2 years later.

Methods In this prospective study in more than 30 locations throughout a German federal state, we included SMI subjects,
who entered SH (n=153) or RC (n=104). About one quarter suffered from each substance use, psychotic, affective, or other
disorders. To avoid sampling bias, we used the propensity score matching method to establish a quasi-experimental design.
Outcome measures were social functioning (SFS), the number of psychiatric hospitalisations, psychopathology (SCL-9-K),
and quality of life (MANSA). Apart from descriptive methods we analysed primarily using repeated-measures ANOVAS.
Results Our analyses revealed significant effects of time for all outcomes in both study groups. However, there were not
any group differences of outcome measures, i.e., not any significant effects of group or interactional effects of group x time.
Moreover, these results hold true for intent-to-treat and per-protocol sample analyses.

Conclusion The results show, that SH and RC for non-homeless people with SMI achieve the same clinical and psychosocial
outcomes across a 2-year period. Taking into account the users’ preferences, the present findings should give reason to ensure
the availability of affordable housing and to support the expansion of supported housing approaches.

Keywords Psychiatric rehabilitation - Health services, Supported accommodation - Social functioning

Introduction

Different forms of supported accommodation services for
54 Lorenz B. Dehn persons with a severe mental illness (SMI) have been estab-
Lorenz.Dehn @evkb.de lished as a regular standard of psychiatric care since the
deinstitutionalization processes of the last century [1]. Along
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or less 24 h presence of a supporting staff and supported
housing forms (SH), i.e., living in a normal flat with get-
ting support by a staff several times per week, sometimes
added by a back-up on-call service support up to 24 h 7 days
a week. Despite the wide spread of these different hous-
ing services for non-homeless people with SMI in recent
decades, there is still an urgent need of research on how
efficious and effective RC and SH are in terms of social
functioning, quality of life, psychopathology and hospitali-
sation. However, two consecutive Cochrane reviews con-
cerning this issue were not able to identify any study (i.e.,
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randomised controlled trial, RCT) that met the inclusion
criteria [2, 3]. That is why Chilvers et al. [3] concluded that
whether or not the benefits ('safe haven' with stability and
support) of dedicated interventions associated with location
in a building and with assistance from professional workers
outweigh the risks (increasing dependence on professionals
and prolonging exclusion from the community) “can only
be a matter of opinion in the absence of reliable evidence”
(p. 2). MacPherson et al. [4] intended to compare 24-h resi-
dential care after discharge from psychiatric hospital with
ongoing hospital care in subjects with schizophrenia but
could only identify one small study (rn=22) which showed
major limitations and received a poor methodological qual-
ity rating. In their systematic review, Richter and Hoffmann
[5] found only eight studies in non-homeless mentally ill
without any RCT. Outcome measures in terms of social
integration, health status, and subjective evaluations did
not yield in clear results in favour of SH versus RC. Costs
were not investigated as an outcome measure in either of
these eight studies. The authors conclude that “there is still
a lack of high-quality studies on non-homeless people that
could inform social policy and funding bodies in countries
where the main problem is not homelessness but the alloca-
tion of resources to the most effective and efficient housing
settings” (p. 7). Similarly, McPherson et al. [1] summarized
their recent systematic review of mental health supported
accommodation services by indicating a clear need for high
quality effectiveness research.

That psychiatric supported housing is still under-
researched may be due to different personal and structural
reasons. For instance, Killaspy et al. [6] intended to perform
a clinical trial comparing the effectivenes of supported hous-
ing versus floating outreach approach, but they were finally
only successful in recruiting 8 participants who agreed to
randomisation (and 9 others who agreed to participate in a
naturalistic group) after screening 1432 persons. The authors
reported major reasons not to participate in the trial were
the staffs’” as well as service users’ preferences for one type
of support. Staffs also felt that randomisation compromised
their professional judgement. A further reason may be the
legal claim that people with severe handicaps have in a vari-
ety of countries. For instance, in Germany, RCTs are difficult
to perform, because persons have a right of social support
including supported housing. The final decision, which kind
of support is needed and financed, is most often done by the
state social welfare institutions on the basis of a structured
assessment (e.g., the Integrated Treatment and Rehabilita-
tion Plan [7]) as well as evaluation of the subjects’ wishes.

Aims of the study

To contribute more systematic research evidence, our study
aimed to compare supported accommodation under RC
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versus SH conditions in a prospective 2-year study setting.
Because of the availability and intensity of social, nursing,
and therapeutic support (e.g., 24-h presence of staff mem-
bers in RC versus 2 to 12 h per week in SH), we hypoth-
esized that RC is more effective than SH in terms of psycho-
pathology, hospitalisation, social functioning, and quality of
life outcomes.

Method
Study design and setting

This is a multicenter observational 2-year follow-up study
in persons with SMI, which started after entering RC or SH.
We were not able to perform randomisation because of the
above mentioned reasons. Thus we performed analyses using
the propensity scoring approach [8]. Here we mainly present
results of the intention-to-treat (ITT) sample but results of
the per-protocol sample are also available as supplemental
material.

The recruitment of study participants has involved four
welfare organisations (v. Bodelschwinghsche Stiftungen
Bethel, Bielefeld; Das Dach, Detmold; Forderkreis Sozi-
alpsychiatrie, Miinster; Wohnverbund Landschaftsverband
Westfalen-Lippe, Miinster), whose residential support ser-
vices are spread throughout the Westfalian part of North-
Rhine-Westfalia, Germany.

As reviews have repeatedly pointed out [1, 3, 5], there
is a large variation in the supported accommodation ser-
vices internationally due to different social legal frameworks
and health care structures. To overcome the terminological
inconsistency associated with this, the Simple Taxonomy for
Supported Accommodation (STAX-SA [9]) has been devel-
oped as an overarching classification system. Following this
STAX-SA-system, the RC settings in our study correspond
to the supported accommodation types 1 and 2 with (more
or less 24 h) staff on-site, high support, a congregate setting,
and partly limited, but mostly strong emphasis on move-on.
The SH settings match the STAX-SA type 4, where service
users are visited by support staff in their individual, perma-
nent tenancy, receive low to moderate (in some cases also
high) support, with only limited emphasis on move-on. In
the literature, this type of supported housing is sometimes
also described as “floating outreach”. The differences in the
STAX-SA characteristics described for our two types of sup-
ported accommodation are also reflected in the results of a
novel housing fidelity scale for German-speaking countries
that was recently developed and tested for the first time [10].
These results, which are also based on data from the present
study’s supported accommodation services, show, that SH
demonstrated higher fidelity compared to RC, especially for
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the domains of “Housing conditions” and “Inclusion orienta-
tion” [10].

Procedures

Subjects with severe mental illness, who were intended
to enter RC or SH or had entered one of these programs,
were screened for inclusion and exclusion criteria based
on the medical documentation. Inclusion criteria were as
follows: (A) age 18 to 69 years old, (B.1) a severe mental
illness, diagnosed by a psychiatrist which (B.2) lasted at
least 2 years and (B.3) was associated with a handicap which
constitutes the right for supported housing according to the
German social law IX. The decision is based on a structured
assessment provided by the staff of social welfare organisa-
tions or of a psychiatric hospital. Exclusion criteria were (A)
non-sufficient German language capacities and (B) comorbid
severe medical conditions (to avoid a confounding of func-
tional and participation impairments caused by both somatic
and psychiatric factors).

If the subjects were eligible to participate in the study,
research workers visited the potential participants, verified
the inclusion criteria, provided extended oral as well as writ-
ten information, and obtained the written informed consent.
Subsequently, the next possible baseline assessment (t1) was
appointed within a time interval of maximum 6 weeks after
RC/SH starting. An intermediate assessment was provided
1 year later (t2) and the final one 2 years later (t3). The par-
ticipants received a compensation of 10 Euros for the first
and 20 Euros for each of the two following assessments. The
study was approved by the IRB (University of Muenster Eth-
ics Committee, 2017-149-f-S).

Measures

In accordance with the bio-psycho-social framework of the
International Classification of Functioning, Disability and
Health (ICF), we chose the following multidimensional
outcome parameters: the primary outcome was social func-
tioning as a measure of inclusion; in addition, the number
of admissions to a psychiatric hospital, psychopathological
symptom severity, and quality of life were used as secondary
outcomes. All these measures were also described as “the
most common” ones within a wide variety of possible men-
tal health and psychosocial outcomes in the McPherson et al.
[1] systematic review on supported accommodation services.

Sociodemographic and clinical characteristics (e.g., the
occurrence of psychiatric admissions in the last 12 months)
were obtained by a structured interview and the clinical
diagnosis using the medical information provided by staff
members and the administrative IT data system used by the
institutions.

Social functioning, as the primary outcome, was assessed
using the German version of the Social Functioning Scale
(SFS) [11, 12]. The 76-items SES covers a variety of aspects
of social functions by 7 subscales (e.g., interpersonal behav-
iour, pro-social activities, independence, employment/occu-
pation) and its sound psychometric characteristics have been
repeatedly confirmed in different psychiatric samples [13,
14]. Here we used the standardised value of the total score.

The burden of psychopathology was assessed by the
9-item Symptom Checklist (SCL-K-9), a questionnaire,
which was shown to have sufficient psychometric properties
[15, 16]. Here we report the Global Severity Index (GSI).

Quality of life was assessed by the Manchester Short
Assessment of Quality of Life (MANSA) ([17]; German
version by Ropcke and Linau, unpublished). The question-
naire covers the subject’s general satisfaction as well as that
regarding 16 life domains and is reported to have sufficient
psychometric properties in people with mental illness [18].

Sample

A total of n=>520 subjects, who were just entering or had
entered RC or SH (or who changed the housing type, accord-
ingly) during the last 6 weeks, underwent the screening pro-
cedure (see Fig. 1). Of these, n =296 agreed to participate
and were included into the study. However, n=36 persons
had to be excluded for various reasons (see Fig. 1), so that
the baseline assessment (t1) could finally be performed with
n=257 participants. Over the course of the study, there were
n=165 participants who completed the full 2 years in RC
or SH and therefore constitute the per-protocol sample (RC
n=61, SH n=104) with results being reported in the sup-
plemental material. Another n=45 participants fulfilled the
minimum study requirement, i.e., they completed at least 1
year of the intervention. These n =45 persons, together with
the per-protocol group (n=165), were defined to constitute
the final ITT sample with a total of n=210 participants (RC
n=_83, SH n=127). This ITT sample did not show signifi-
cant differences in sociodemographic (age: p=0.977, gen-
der: p=0.518) and psychosocial baseline-variables (SFS:
p=0.490, SCL: p=0.981, MANSA: p=0.706, ICD-diag-
nosis: p=0.366) compared to the n=47 drop-out persons
from the initial study sample (n=257).

Demographic and clinical characteristics of the ITT sam-
ple are reported in Table 1 for all participants and for the two
major study groups RC and SH. The year before entering RC
or SH nearly half of the participants (n =102, 48.6%) had an/
their own apartment, 30.9% changed within the psychiatric
housing care system (from RC to SH or vice versa), 12%
lived in changing or somewhat unclear forms of accommo-
dation (sometimes with homelessness), and 8.5% came from
other institutionalized accommodation settings (e.g., prison
or youth center).

@ Springer
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Fig.1 Study flowchart with
patients from Residential Care
(RC) and Supported Housing
(SH)

520 Patients contacted for participation ‘

224 Excluded: 133 No interest, 47
— Psychiatric crisis/stress, 35 Did not meet
inclusioin criteria, 9 No response

296 Patients agreed to study participation ‘

39 Excluded: 22 Refused, 10 Could not
be reached, 7 Inclusion criteria not
fulfilled based on new data

257 Participated at Time 1 assessment (T1) at baseline

104 RC 153 SH

Reasons for non-participation/exclusion (RC / SH [in square brackets]):
10/[9] <12 months support (9/[6] Moved out/end of support, 1/[3] Change of housing
type); 1/[2] No T2, but T3 (1 No Interest at T2, [1] Psychiatric crisis, [1] Not reachable);
11/[17] Neither T2 nor T3 (T2 reasons: 5/[10] Could not be reached, 4/[5] No interest,
1/[1] Psychiatric crisis, [1] medical conditions, 1 Died)

|

207 Included for Time 2 assessment (T2) after 1 year

82 RC 125 SH

Reasons for non-participation/exclusion (RC / SH [in square brackets]):
22/[23] T2, but no T3 (5/[10] Moved out/End of support, 3/[6] Could not be reached,
6/[3] No Interest, 5/[2] Change of support type, 2/[1] Psychiatric crisis, [1] Somatic
disease, 1 Died); 11/[17] Neither T2 nor T3 (T3 reasons: 5/[10] Could not be reached,
4/[6] No interest, 1 Died before T2 & 1 before T3, [1] medical condition)

including again: 1/[2] No T2, but T3

|

165 Included for Time 3 assessment (T3) after 2 years [Per-Protocol]

61 RC | 104 SH

v

210 Patients included for Intention-To-Treat-Analyses
(165 included for Time 3 assessment + 45 with >12 months of support:

83 RC

42 T2, but no T3 + 3 No T2, but T3)
i 127 SH

The study baseline-assessments took place in 36 cities in
Westphalia and included 39 separate RC homes as well as 50
separate SH-services by the 4 participating welfare organisa-
tions. The data collection ended in May 2020.

Statistics

Baseline descriptive data and sample characteristics were
assessed using Chi%- and T-tests. The main results were
computed using two-way repeated measures analyses of
variances (rm-ANOVA) to examine group-differences and
progress of the two housing support groups on all numerical
outcome variables. Between factor was group (RC versus
SH) and within factor was time (baseline versus t3). The
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hypothesized advantage of the RC setting was tested by the
interaction of these two factors, and Bonferroni-adjusted
post hoc-tests (@ =0.025) were performed to further specify
possible interaction effects. McNemar's test was used to
compare repeated nominal data of RC and SH across the
two time points.

Missing values handling

For the n=45 participants of the ITT sample, who com-
pleted at least 1 year of the intervention but dropped out
before the final t3 assessment (see flow chart, Fig. 1), we
applied the Last Observation Carried Forward (LOCF)
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missing values handling approach to provide a conserva-
tive estimate of the t3 end-point data. For this, we con-
sidered the t2 assessment data as the last valid data point
to be carried forward. The missing values for outcome
variables in the ITT-sample (n=210) were then imputed
using the maximum likelihood-based expectation maxi-
mization (EM) procedure [19]. The proportion of missing
data on outcome variables ranged from 2.9% (SCL-K9 at
time 1) to 6.2% (MANSA at time 3). According to Little’s
missing completely at random (MCAR)-test, it could be
assumed that missing outcome data were completely at
random, Ch12(168) =187.94, p=0.143. Despite its wide
application of LOCF in clinical trials, however, statistical
research has cautioned against the use of this missing data
approach [20]. Therefore, we repeated all analyses using
the EM procedure [21, 22] for missing numerical outcome
data, including the missing values at the t3 study endpoint.
Again, all missing outcome data were completely at ran-
dom, according to Little’s MCAR test [Chi2(101 )=117.26,
p=0.128].

Matching procedure

Propensity score matching (PSM) was applied to balance
the following important baseline covariates between the
two groups: age, gender, ICD-10 diagnosis group, SCL-
K9 score, and psychiatric hospital admissions during the
12 months before study entry. The PSM algorithm was based
on logistic regression, a one-to-one matching method, with-
out replacement, and with a caliper distance of 0.15 [23].
Using this method, a total of 62 pairs (n =124 persons) were
successfully matched and formed the propensity-score-
matched ITT sample (see Table 1).

All statistical analyses were performed using the Statisti-
cal Software for the Social Sciences (SPSS Version 25). The
general significance level was set to 0.05 and two-tailed.
Appropriate effect sizes (Cramers-V, Cohens d) were pro-
vided for all analyses [24]. To strengthen the rigor of our
statistical approach, we repeated all analyses using the PSM
per-protocol-sample (n=102) and the unmatched (natural-
istic) ITT sample (n=210). These additional results can be
found in the supplemental material.

Results

In the naturalistic ITT sample (without propensity-score
matching, PSM), the two study groups were comparable at
study entry with respect to age, social functioning (SFS) and
quality of life (MANSA) (see Table 1). However, they sig-
nificantly differed in terms of some demographic and clinical
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characteristics, i.e., a higher proportion of substance use dis-
orders (ICD-10 F1) and schizophrenia (F2) in the RC group,
and vice versa a higher proportion of affective (F3) and anxi-
ety (F4) or other disorders in the SH group. In contrast, there
was no longer a single significant difference between the
study groups in the PSM ITT sample. This finding holds true
both for the PSM ITT sample with LOCF- (Table 1) as well
as with EM approach (Table S1).

For the SFS total score, rm-ANOVA did not reveal any
significant time x group interaction effect (see Table 2).
While there was also no main effect of group (p=0.630), the
results yielded a significant main effect of time (p =0.001).
This indicates that both groups increased their overall social
functioning across the study period, but we did not find any
difference of effects between RC and SH. Similar results
were also found regarding the other outcome measures with
a significant increase of quality of life (MANSA, p<0.001)
and a non-significant reduction of psychopathological symp-
toms (SCL-K-9, p=0.056) across the study period for both
groups (see Fig. 2). The analyses using the PSM ITT sample
with EM approach revealed the comparable findings (see
Table 2) and also showed a significant decrease of psycho-
pathology (SCL-K-9, p=0.021).

The prevalence of psychiatric admissions in the last
12 months significantly decreased from tl to t3 (see
Table 2) both in the RC (69.4% to 21.0%, p <0.001,
V =0.170) and the SH group (59.7% to 27.4%, p <0.001,
V =0.358). The two groups did not differ in their preva-
lence of psychiatric admissions in the last 12 months at t1
(p=0.348, see Table 1) or t3 (Chi*(1)=0.70, p=0.530,
V=0.075) (Fig. 2).

The aforementioned results were confirmed by the
additional analysis of the propensity score matched per-
protocol sample (n=102, see Table S1), both using the
LOCF- and the EM-missing values handling approach:
the rm-ANOVAs again revealed only significant effects
of time for all numerical outcome measures (p <0.001
to p=0.015), but not any significant group or interac-
tion effects (see Table S2). Furthermore, we again found
a statistically significant reduction of psychiatric hospi-
talisations for both the RC and the SH group, but no sta-
tistically significant difference at t3 (see Table S3). Fur-
thermore, the results were also supported by the analysis
of the unmatched (naturalistic) ITT sample (n =210, see
Tables S4-S5). However, the RC and SH subgroups were
not comparable in some of their baseline values (compare
with Table 1). Nevertheless, while there appeared only an
additional significant group effect for the psychopathologi-
cal symptoms (Table S4), all above mentioned results were
confirmed again.
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Overall social functioning (SFS)

135

125

115
105
95
85
75
65
104,8 104,9
55
RC SH

Psychopathological symptoms (SCL-K-9)
45
40

35

11%5 13,1

RC SH

T3

Quality of life (MANSA)
70

60

RC SH

Prevalence of psychiatric admissions in

the last 12 months
100

90
80

Fig.2 Descriptive results of the numerical (M, SD) and dichotomous (%) outcome measures for persons from Residential Care (RC) and Sup-

ported Housing (SH)

Discussion

Our 2-year follow-up study revealed encouraging outcomes
of Supported Housing (SH) as well as Residential Care (RC)
in non-homeless people with severe mental illness, but we
did not find any substantial differences between the two
housing settings. This finding was backed up by differenti-
ated statistical analyses and was shown for various clini-
cal and psychosocial outcome parameters, i.e., social func-
tioning, quality of life, psychopathology, and the number
of psychiatric hospitalisations. These results are in agree-
ment with the recent systematic review that also revealed
no clear trends or at least similar outcomes, respectively,
when comparing SH against RC regarding social integration,
health status, and subjective evaluation outcome domains
[5]. Moreover, as this systematic review revealed only two
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publications on non-homeless people from outside United
States or Canada (i.e., Taiwan and Germany), our study pro-
vides empirical data to cover this research gap. The only
reported study from Europe (Germany [25]) could indeed
consider a large sample (n=244) from different residential
care settings, but all were located in a defined area around
one larger capital city and all participants had a (chronic)
schizophrenia. In contrast, the present study sample was col-
lected (i) in a variety of rural regions and cities across a large
area of a federal state and (ii) covers a spectrum of different
mental disorders. This approach offered the opportunity of
representing a large variety of housing support forms and
its different users.

Enfacing the number of persons in need of supported
housing, economic considerations [26], and most of all the
users’ preferences [27], our main results implicate important
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considerations regarding mental health care policy and
access to housing services for persons with a severe men-
tal illness. As there appeared overall positive psychosocial
and clinical outcomes regardless of the supported housing
type, one can conclude that supported accommodation per se
appears to be an effective rehabilitative care approach (com-
pare to [1]). Since no randomization was carried out, this
could imply on one hand, that the participants in our study
had received exactly the right housing type for themselves
through the preceding rehabilitation planning. However,
considering our matching procedure leading to two very
well-parallelized study groups in terms of social functioning,
quality of life, psychopathology and sociodemographics, our
results might also indicate that it might not play a major role,
in which form of housing a person is supported. At least,
such an interpretation might be true for those persons con-
cerned, who are willing to participate in a research project.
Moreover, whether this assumption can be confirmed under
rigorous scientific procedures will be clarified by an ongo-
ing controlled study in which clients are indeed randomly
assigned to the different housing conditions [28].

All in all, the present findings seem to support the expan-
sion of supported housing programs and ensuring the avail-
ability of affordable housing for people with mental health
problems. This would not only be a reasonable future per-
spective under financial aspects [26, 29, 30], but also by
taking the users’ needs and wishes even more into account:
a recent review and meta-analysis on the choice of housing
in people with mental disorders revealed that 84% of the per-
sons with severe mental illness preferred to live under more
independent housing settings [27]. The importance of user
preferences should not be underestimated, because studies
have shown the positive effects of choice on psychosocial
outcomes in mental health supported housing [31, 32].

Study group characteristics

In light of the real-life study conditions, the data from
our initial ITT sample additionally offer some descriptive
insights into the client-structure of the RC and SH care,
although it is of course not a complete epidemiologic survey.
For instance, there were about twice as many men as women
in the residential housing group, while the proportion was
more balanced under independent housing conditions. How-
ever, this finding is largely consistent with both previous data
from our region [33] and studies from neighboring European
countries [34-37]. Moreover, such gender differences are
also very likely related to diagnosis differences, because it is
considered proven that woman had significantly higher risk
of mood disorders than men, and men had more substance
disorders and a higher incidence of schizophrenia [38, 39].
Thus, in fact, there was a significant difference in the dis-
tribution of psychiatric disorders in our ITT sample, which

is broadly consistent with the findings of previous studies
(e.g., [34, 35]): while individuals with mood (and anxiety)
disorders are more frequently found in more independent
housing settings than in residential care, the opposite pat-
tern seems to be true for substance use and schizophrenic
disorders. That is, residential housing services are more
often used by individuals with schizophrenia (or substance
use) disorders rather than affective disorders. Moreover, in
a large register-based study, it was found, that the majority
of persons who became residents in supported psychiatric
housing facilities had previously been diagnosed with schiz-
ophrenia, schizophrenia-like disorders, and organic mental
disorders, and a large proportion had substance abuse [37].
Furthermore, this study had identified schizophrenia as the
strongest diagnostic predictor of becoming a resident in a
supported psychiatric housing facility [37]. However, a sig-
nificant majority of individuals with severe mental illness,
including many with schizophrenic disorders, actually prefer
independent supported living rather than institutionalized
housing settings [27].

Limitations

Although our study contributes to fill a research gap and
addresses the need for more empirical studies on support-
ive housing for non-homeless people with mental disorders,
some limitations of the present study should be considered.
First of all, due to ethical and practical barriers (see Intro-
duction), our study does not fulfil the highest methodologi-
cal research quality associated with a randomized controlled
trial (RCT) design. However, this is a generally known chal-
lenge for housing research [5, 6], because “the RCT is not
immune to problems common in community trials” (p. 1363)
[40]. Furthermore, in a Cochrane review, Anglemyer et al.
(2014) found that there is only little evidence for significant
differences between observational studies and RCTs in the
field. In the present study, we followed a rigorous statistical
approach to ensure the greatest possible validity. Especially,
analyses using a propensity score matched sample is known
to mimic that of an RCT [41]. However, our missing-value
approach using the Last-Observation-Carried-Forward
(LOCF) method must be considered critically. Although
recent evaluations show that this method is still frequently
used (even if misinterpreted as a conservative approach), its
susceptibility to biases actually caused it to be called one of
the “antiquated techniques” or “most egregious methods”
[42]. In the present study, however, the results could be cor-
roborated by the use of the advanced expectation maximi-
zation (EM) missing-value procedure. Another limitation
is that of those initially eligible, only 49.4% of the persons
(n=257) agreed to participate in the study. One possible
explanation for this could be that those who agreed to par-
ticipate were in a better (mental) health condition than those
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who did not. However, for data protection reasons, it was not
possible to compare relevant clinical or sociodemographic
variables of nonparticipants with those of the study clients.
Moreover, the present study is still deficient in that the par-
ticipants ICD-10 diagnoses solely stem from the available
medical documentation and were not re-validated through a
standardized diagnostic assessment or interview as the gold
standard in clinical research. On one hand, this might com-
promise the internal validity of our study, but on the other
hand, it strengthens the representation of the naturalistic
conditions of residential housing service settings. This is,
we did not study a highly selected, standardized sample, but
included people who use the housing services under typical
real-life community conditions.

Conclusion

To sum up our main findings, in consideration of the
aforementioned limitations, the present study could not
identify any differences between Supported Housing and
Residential Care for non-homeless people with severe
mental illness regarding different clinical and psychoso-
cial outcomes. Thus, by also taking into account the users'
general preferences, the present results therefore give rise
to support endeavours of a further expansion of more inde-
pendent supported housing approaches.
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