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ABSTRACT
There is limited data on the outcome of non-Western patients with chronic psychiatric
illness discharged from psychiatric hospitals. Most outcome studies focus on psychiatric
outcomes of relapse and mortality rates. In Hong Kong, there is no data on the long-term
outcome of chronic patients discharged into the community.

The study investigated the multiple psychosocial aspects of chronic psychotic patients
after 5 years of re-settlement in the community. A retrospective cross-sectional survey of
a group of chronic psychotic patients discharged from a rehabilitation unit in a psychiatric
hospital into the community used multiple scales to assess the physical, psychiatric and
social well being of these patients.

Only two-thirds of patients remained in the community and 10% died due to medical
problems. Patients frequently changed their place of residence. There was no incidence of
major violence to the community. Only 30% remained in competitive employment. Most
patients had multiple and severe social disabilities. In order to help patients fully re-integrate
into the community, measures must be taken to alleviate the multiple social disabilities.
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INTRODUCTION

Quality of life research has become increasingly dominant in
recent years because of the rising importance of consumerism.1

The concept of quality of life is understood by everyone and
thus serves as a potential common language in the health
care community.2 However, most quality of life measurements
tend to emphasise subjective experience and neglect other
potential confounders.3 Katschnig has demonstrated how a
depressive state may distort the subjective reports of material
and social living environments.3 Becker has argued that quality
of life assessment should be carried out not only via the patient
but also via professionals and key carers.4 He therefore devised
the Wisconsin Quality of Life Index (W-QLI) with a professional
and a carer version. Barry and Crosby have shown that
hospitalised schizophrenic patients re-settled in the community
showed little satisfaction despite objective improvement in
living standard and leisure activities.5 Chronic schizophrenic
patients also tend to overestimate their level of functioning
and environmental assets, while depressive patients tend to
underestimate both.6 A single composite scale of quality of
life is simple to understand but the different areas of needs
and deficits tend to be overlooked.

Against such a background, Katschnig argued that the
concept of quality of life in psychiatry was only meaningful if
the assessment was performed in a differentiated way which
included interaction with the environment.3 He recommended

the following guidelines:
• At least three assessments should be carried out, one by the

patient, one by a professional and one by a family member or
a friend.

• Three components should be distinguished
- subjective quality of life
- functioning in social roles
- external living conditions.

• Different life domains should be assessed separately, since
a person’s quality of life may be excellent in one and inferior
in another. Intervention should aim at those areas of need.

• The inclusion of psychopathological symptoms should be
made explicit.

• The assessment of quality of life needs to bear in mind the
change in different components of well being, functional
status, and environmental factors. There is also a possible
downward drift of standards when comparing the actual
situation and normal standards.

This study is an attempt to provide a close and comprehen-
sive view of the quality of life of the study group in accordance
with Katschnig’s model.

METHODS

This study attempted to look at the quality of life from the
psychopathological dimensions, social role functioning,
physical health, work status, income, objective and subjective
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environment, and social network, as well as the met and unmet
needs in the community. This was a research project that
combined the efforts of psychiatrists, nurses, and occupational
therapists from the hospital pre-discharge unit at Castle Peak
Hospital.

STUDY POPULATION
Castle Peak Hospital is the largest mental hospital in Hong
Kong with 1741 beds, of which approximately 70% are for
extended care patients.7 The hospital pre-discharge unit
was set up in April 1993 as a hospital rehabilitation unit to
facilitate chronic psychiatric patients for discharge back into
the community. All these patients had been ill for a number
of years and have no supportive relatives. Fifty one patients
(40 males and 11 females) have successfully been discharged
into halfway houses after a variable period of rehabilitation in
the unit between April 1993 and March 1994, inclusive.

The sample had a mean age of 38.6 years (males, 38.2
years; females, 38.8 years). They were all chronic psychotic
patients suffering from major psychosis for 12 years (mean,
11.8 years) and had been hospitalised in Castle Peak Hospital
for approximately 5 years prior to discharge (mean, 5.3 years).
They had an average of six episodes of admission to psychiatric
facilities since the onset of illness, totalling a mean of 38.4
months in psychiatric facilities. They received rehabilitation
in the hospital pre-discharge unit for a mean of 9.6 months
before discharge. All had no supportive relatives who could
provide home placement upon discharge. All were unemployed
for at least 1 year prior to this episode of hospitalisation.

Letters explaining the purpose of the study were sent to
individual non-governmental organisations. The halfway
houses run by the different organisations were then contacted
individually to trace the discharged patients. Verbal consent
by the patients was initially obtained by telephone, with
informed consent obtained during the first visit by the research
staff. For patients who had been discharged home or re-housed
compassionately after a stay in halfway houses, halfway house
staff would first contact the individual patient to briefly explain
the study. If the patient agreed, the research staff would contact
the patient by telephone and arrange the first visit. For patients
who refused to enter the study after the brief explanation by
the halfway house staff, a letter was sent to the patients’
residence, explaining the aim of the study in detail and ensuring
anonymity. For patients who lost contact with halfway houses,
an effort was made to check the admission and in-patient
records of all psychiatric units in Hong Kong.

A positive reinforcement of HK$150 was provided for
each patient, who consented to participate in the study, in
order to encourage them to complete all the schedules. This
was necessary in view of the fact that it took a total of 6 hours
for each patient to complete all the schedules. Furthermore,
the study was usually performed outside working hours.

CLINICAL ASSESSMENT

A team of one psychiatrist, two registered psychiatric nurses
and three occupational therapists visited each patient three

times to administer each of the following schedules once. The
study lasted for a period of 5 months from February 1998 to
August 1998.

Demographic and work data
Information of the patients’ gender, ethnicity, and marital
status, as well as their admission records were collected. These
data were obtained from patients and confirmed by checking
the old case notes. Details of contact with psychiatric and
forensic services were also obtained. A work history and
analysis form was used by an occupational therapist to
document a detailed work history.

Mental State Examination
Mental health contributes to the overall quality of life. It
also serves to identify possible psychopathological fallacies
that may affect the ratings in other life domains such as
social network and unmet needs. All patients were
administered the Structured Clinical Interview of DSM IV
(SCID-IV).8 The rater (RN) was trained in SCID-IV via video
training. The current severity of psychiatric symptoms were
measured by 24-item Brief Psychiatric Rating Scale (BPRS)9

and by the Schedule for Assessment of Negative Symptoms
(SANS).10 Both schedules were done by the psychiatrist
(RN), who received video training in the use of the
schedules. The inter-rater reliability with psychiatrists at
Castle Peak Hospital was shown to be good, with a kappa
coefficient for BPRS of 0.88 while that for SANS was 0.84
(p < 0.001).

Physical Health
Since poor health reduces quality of life, the physical health
index (PHI) was used.11 This schedule was completed by the
psychiatrist (RN).

Quality of the environment
The Environmental Index (EI) measures the degree of re-
strictiveness of care setting.11 The Living Unit Environment
Schedule measures the state of repair and attractiveness of
the environment. The EI was administered to the sample by
the three research occupational therapists. They achieved
an inter-rater reliability of kappa coefficient of 0.92
(p < 0.001).

Social Integration
The Social Network Schedule (SNS) was used in this study
and was administered by three occupational therapists.12 Two
research nurses administered the schedule to the study
patients. The two nurses had an inter-rater reliability of kappa
coefficient of 0.86 (p < 0.001)

Social Role Functioning
The Groningen Social Disabilities Schedule (GSDS) was used
to measure the social disabilities in the sample group.13 The
research psychiatrist attained an inter-rater reliability with a
Chinese psychiatric colleague of kappa coefficient of 0.86
(p < 0.001).
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Needs Assessment
The Camberwell Assessment of Needs (CAN; Research Version)
was used.14 The two research nurses administered the CAN
to all sample patients. The inter-rater reliability of kappa
coefficient was 0.96 for staff rating and 0.97 for patient rating
(p < 0.001)

RESULTS

PATIENTS’ CHARACTERISTICS
Of the 51 patients who were discharged during April 1993
to March 1994, 35 subjects were interviewed. Five male and
two female subjects refused to be interviewed after a lengthy
explanation by telephone and letters. Five patients could not
be traced. Four subjects died due to medical illnesses but the
exact medical cause was not known. There were no suicides,
or violent or accidental deaths. Excluding the four patients
who died, 75% of the original group were followed up.

All the patients who could not be traced were male.
However, there were no statistical differences between the
study group, those who refused to enter the study, and those
who could not be traced in terms of age, diagnosis, and
duration of hospitalisation prior to discharge from the hospital
pre-discharge unit. However, patients who refused to enter
the study or who could not be traced had all left the halfway
house placement.

There was a predominance of male patients in this
sample (74% male vs 26% female). They were mostly single
or divorced (80%). They were all ethnic Chinese and 42%
were born locally in Hong Kong. The mean age was 41.5
years for males and 41.8 years for females. The study group
consisted of chronic psychiatric patients who had been ill
for a number of years (mean duration of illness, 22.6 years
for males and 24.8 years for females).

CURRENT COMMUNITY PLACEMENT
Five years after discharge from Castle Peak Hospital, 14
patients (40%) remained in halfway houses and 10 patients
(28.6%) moved out to live on their own. During the study
period, nine patients (26%) were re-hospitalised with a mean
duration of stay in the psychiatric hospital of 51.4 weeks
(SD 36.1 weeks). There was a trend towards significance
(p < 0.1) in terms of the difference in the duration of mental
illness and episodes of hospitalisation between in-patients
and out-patients. There was no statistically significant
difference in terms of number of jobs held previously or
number of friends or confidants (p > 0.1).

MENTAL HEALTH
The Structured Clinical Interview for DSM-IV Axis I Disorders
(SCID-I) gives a comprehensive profile of the Axis I disorders
suffered by each patient currently and in his or her lifetime
(Tables 1 and 2).8 Four male patients and two female patients
suffered from current co-morbidity. The co-morbidity included
alcohol and heroin dependence, alcohol abuse, and post-
traumatic stress disorder. The mental health staff were not
aware of the co-morbidity. Seven male patients and one female

patient suffered from co-morbidity since the onset of mental
illness. The co-morbidity included post-psychotic depression,
cannabis abuse, and heroin abuse.

Table 3 shows the BPRS (Brief Psychiatric Rating Scale)
ratings for the patients according to different placements.
Using the Kruskal-Wallis test, there was no statistically
significant difference for the BPRS scores across all three
groups (p > 0.05). Table 4 shows the SANS (Schedule for
Assessment of Negative Symptoms) scores across different
placements. There was a statistically significant difference
in negative symptoms in terms of volitional impairment
(p = 0.05), social skills (p = 0.49) and attention (p = 0.50)
across all three groups, using the Kruskal-Wallis test.
Furthermore, the patients in the community had better
grooming and hygiene, higher persistence at work or school
and better physical energy when compared with hospitalised
patients (p = 0.020, avolition score).

The total SANS score showed a statistically significant
difference between that of in-patient and of out-patient status
(p = 0.049). From the scores of BPRS and SANS, patients living
at home had the lowest degree of psychopathology in terms
of positive and negative symptoms (mean total BPRS = 36;

Table 1. Current diagnoses of patients according to the
Diagnostic and Statistical Manual of Diseases (DSM) -IV

Current DSM-IV diagnosis Male Female
(n = 26) (n = 9)

Alcohol abuse 2 0
Alcohol dependence 1 0
Opioid dependence 1 0
Delusional disorder 1 0
Paranoid schizophrenia 2 2
Undifferentiated schizophrenia 3 1
Residual schizophrenia 14 3
Schizoaffective disorder 2 1
Depressive disorder* 1 0
Dysthymia 2 1
Bipolar mania 0 2
Post-traumatic stress disorder 0 1
Panic disorder without  agoraphobia 1 0

* Not otherwise specified.

Table 2. The lifetime diagnoses suffered by the
patients since the onset of mental illness, using the
Structured Clinical Interview of the Diagnostic and
Statistical Manual of Diseases (DSM) -IV

Current DSM-IV diagnosis Male Female
(n = 26) (n = 9)

Alcohol abuse 1 0
Alcohol dependence 1 0
Cannabis abuse 1 0
Opioid dependence 1 0
Delusional disorder 1 0
Paranoid schizophrenia 2 2
Undifferentiated schizophrenia 15 1
Residual schizophrenia 3 3
Schizoaffective disorder 2 1
Depressive disorder* 4 0
Dysthymia 2 1
Bipolar mania 0 2

* Not otherwise specified.
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mean total SANS = 37.9). The patients in hospital fared no
worse than those in the community, in terms of positive
symptoms. However, their negative symptoms, especially
those of volition and apathy, distinguished them from
outpatients.

PHYSICAL HEALTH
Table 5 shows the level of disabilities and care needs across
different settings. There were 10 patients with critical
disabilities (tardive dyskinesia). However, none of the 10
patients had received any specific treatment for the tardive
dyskinesia that was known to the care staff.

LIVING ENVIRONMENT AND DEGREE OF
RESTRICTIVENESS
There was a marked difference between hospital and com-
munity placement in terms of living conditions (in-patient 8.1,
SD 3.7; out-patient 13.3, SD 3.5; mean difference 5.2;
p = 0.003). There was also a statistically significant difference
between patients living at home and those in supervised
community settings (p = 0.012). The patients who lived at
home tended to see their home as more attractive. The other
scale of measurement about the degree of autonomy is the

Environmental Index.11 Table 6 shows the degree of freedom
in these seven areas according to placement in the community
and in hospital. All sub-scales were statistically significant
across different community placements (p = 0.000). The
patients in the community consistently enjoyed more freedom
in the environment, in terms of activity level, meal preparation,
self-care, budgeting, and personal privacy.

FORENSIC RECORDS AND POLICE
INVOLVEMENT
Four patients had a history of violence with hospital order to
a forensic unit. These offences were all committed before
discharge from Castle Peak Hospital in 1993-1994. Five years
after discharge to the community, only two patients were
involved in inquiry by police for possible drug trafficking. Only
two patients were fined. However, three patients reported
having been attacked by others in the community.

WORK RECORDS AND WORK ADJUSTMENT
IN THE COMMUNITY
Table 7 shows the daytime activities of patients after discharge
from Castle Peak Hospital to halfway houses. Table 8 shows
the work status 5 years after discharge. The number of people

Table 3. Brief Psychiatric Rating Scale scores across different placements

Unstaffed (including CR, Staffed community placement Hospital
family and rented room) [n = 10] (HWH+LSCH) [n = 16] (n = 9)

Mean SD Mean SD Mean SD

Psychotic 12.3 5.1 16.3 5.7 20.3 6.3
Manic 7.0 2.0 10.3 5.0 9.6 3.3
Depressed 4.7 2.1 12.2 4.0 11.5 4.9
Others 6.9 2.4 7.8 2.1 7.7 1.9
Total score 36.0 8.3 46.6 11.1 47.8 21.8

Abbreviations: CR = compassionate rehousing; HWH = halfway houses; LSCH = long stay care homes.

Table 4. Schedule for Assessment of Negative Symptoms scores across different placements

Unstaffed (including CR, Staffed community placement Hospital
family and rented room) [n = 10] (HWH+LSCH) [n =16] (n = 9)

Mean SD Mean SD Mean SD

Affective-flattening 15.0 3.0 15.2 3.5 18.0 2.7
Alogia 5.2 5.9 7.2 3.4 7.4 3.1
Avolition-apathy 3.4 3.5 4.7 3.6 8.6 5.1
Anhedonia-associality 12.2 2.0 14.7 2.2 16.9 3.4
Attention 2.0 4.0 5.3 2.4 6.3 2.7
Total score 37.9 3.9 45.8 5.8 56.4 4.3

Abbreviations: CR = compassionate rehousing; HWH = halfway houses; LSCH = long stay care homes.

Table 5. Physical Health status

Home (including CR, Halfway Long stay Hospital
family and rented room) house care home (n = 9)

 [n = 10] (n = 14) (n = 2)
Number % Number % Number % Number %

No disability 3 30 8 57 1 50 4 44.4
Mild disability 3 30 3 21 1 50 2 22.2
Critical disability 4 40 3 21 0 0 3 33.3
No care 9 90 12 85.7 1 50 8 88.9
Specialist care 1 10 2 14.3 1 50 1 11.1

Abbreviations: CR = compassionate rehousing.
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actively working for a salary, be it in a sheltered workshop or
competitive employment decreased from 85.7% to 63.6%
in the 5 years after discharge to the community. 10 patients
became unemployed after 5 years — the mean period of
unemployment was 30 months).

On comparing the unemployed patients (n=13) with the
rest of the sample, there was a statistical significance in
avolition-apathy sub-score (p < 0.05), with unemployed
patients having a significantly worse avolition-apathy sub-
score. There were no other significant differences in BPRS
total scores, sub-scores, or other SANS scores. On comparing
those who remained competitively employed (n = 11) with
the rest of the sample, those who remained in employment
were more likely to remain in their initial jobs for a longer
period of time (p < 0.005). There was no significant difference
between those who were competitively employed from the
remainder in terms of BPRS and SANS scores, duration
of hospitalisation, and the number of jobs during the past
5 years. For patients working in a sheltered workshop 5 years
previously, only 1 of 9 graduated from the sheltered workshop
and became a sanitary worker.

SOCIAL NETWORK
Table 9 shows the social network of the patients in the month
before the interview. The mean number of friends of each
patient was 1.8. The mean number of relatives was 0.8 and

that of confidants was 1.3. There was no statistical difference
in number of friends, relatives or confidants; frequency of
visits by friends or relatives across different placements.
However, the community group had a significantly higher
number of acquaintances (p = 0.004), meaning that these
patients had some integration into society. The community
patients also had significantly more relationships of active
intensity than that of hospitalised patients (p = 0.048).

SOCIAL ROLE FUNCTIONING IN THE
COMMUNITY
Each patient had at least one disability in one of the eight role
functions. 21.4% of patients in the community had mild
disabilities in self-care compared with 88.7% of in-patients.
Family role indicates the ability to function as a member in a
family; all patients in supervised settings in the community or
hospital had moderate to severe family role dysfunction.
Kinship role indicates relationship with parents and siblings.
All patients in hospital had moderate to severe disabilities.
48.6% of the sample were moderately or severely disabled in
that role. Patients across all settings had disabilities in partner
role function, which included functioning as a spouse or desire
to have an intimate relationship. 24 of 35 patients (68.6%)
had moderate to severe disabilities in partner role. Citizen
role encompasses interest about news and the surrounding
people and environment. 44.4% of hospitalised patients had

Table 6. Environmental Index scores

Home (including CR, Halfway Long stay Hospital
family and rented room) houses care home (n = 9)

[n = 10] (n = 14) (n = 2)
Mean SD Mean SD Mean SD Mean SD

Activity 0.0 0.0 7.4 4.9 15.0 0.0 14.8 0.4
Possession 0.0 0.0 3.4 1.73 5.0 0.0 8.1 0.6
Meal 0.0 0.0 2.8 0.6 4.0 0.0 5.0 0.0
Hygiene 0.0 0.0 2.3 1.7 6.0 0.0 7.1 1.1
Room 0.4 0.5 4.3 2.2 7.0 0.0 6.3 0.5
Services 0.5 0.5 1.2 1.4 2.0 0.0 7.2 1.1
Environmental 3.1 1.4 5.6 3.5 8.0 0.0 10.2 1.6
Total 4.18 1.3 40.8 10.9 47.0 0.0 58.6 1.5

Abbreviations: CR = compassionate rehousing.

Table 7. Work status immediately after discharge

Daytime activity Number of patients (n = 35) Mean monthly salary (HK$) % of patients

Competitive employment 21 4408 60.0
Sheltered workshop 9 422 25.7
Day activity centre 5 0 14.3

Table 8. Work status 5 years after discharge

Daytime activity Number of patients (n = 35) Mean monthly salary (HK$) % of patients

Competitive employment 11 $4175 31.8
Sheltered workshop 11 $572.7 31.8
Day activity centre 1 $0 2.9
Study in school 1 $0 2.9
Voluntary work 1 $0 2.9
Occupational therapy 3 $0 8.6
Hospital ward 2 $0 5.7
Not engaged in structured work activity 5 $0 14.3
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moderate to severe disabilities. However, around 20% of
patients in halfway houses and at home also had moderate to
severe disabilities. Social role indicates ability to form
friendship. 34.3% of patients were moderately or severely
disabled in that role. Occupational role indicates an ability to
fulfil obligations in the daytime activity, be it housework or
sheltered work. A high proportion of patients in a halfway
house (71.5%) and in hospital (77.7%) were moderately to
severely disabled in the occupational role. 23 of 35 patients
(65.7%) had moderate to severe disabilities in an occupational
role.

NEEDS ASSESSMENT BY USERS AND STAFF
Table 10 shows the areas of need and the agreement between
staff and users. There was no statistically significant difference
between the mean numbers of needs (met and unmet)
identified by users and carers (p = 0.212).

DISCUSSION

MENTAL HEALTH
The worst outcome for a patient is death. Four patients died
during the 5-year follow-up. This represents 7.8% of the 51
discharged patients. All were men and suffered from
schizophrenia, although all died of medical problems, not
suicide or homicide. The mean age of the four patients
was 43.2 years. The age-standardised mortality ratio of
40- to 44-year-old males in 1996 per 1000 was just 1.9.15

This was translated to only 0.1 in 51. The mortality rate
in this sample was therefore much higher than expected.
Brown demonstrated in a meta-analysis that patients with
schizophrenia had increased mortality from natural and
unnatural causes.16

The alcohol and heroin problems were not known to the
health workers. This was in need of intervention in view of
the evidence that failure to address co-morbid substance use
disorders in mental disorders predicts a poorer outcome.17

Mental health workers should have a high index of suspicion
for the possibility of substance misuse.

Patients living in the community had a mean BPRS
score of 42.2, which was not statistically different from the
mean BPRS score of 47.8 of hospital patients. Kane defined
a BPRS score of over 45 as significantly severe psycho-
pathology.18 Therefore, patients in both the community and
hospital could be regarded as at least moderately psychotic. It
was interesting that patients in both a halfway house and
hospital were psychotic to more or less the same extent. What
was the possible factor affecting discharge from halfway
house and admission to hospital? The results of the negative
symptom scores showed that the total SANS score and the
‘avolition-apathy’ sub-score appeared to distinguish between
in-patient and out-patient status. The negative symptoms are
known to be better predictors of psychosocial outcome in
schizophrenia.19

PHYSICAL WELL BEING
The physical health of mentally ill patients is known to be
worse than in the general population and medical co-morbidity
is often under-recognised.20 In this study, 10 patients suffered
from ‘critical disability’, namely tardive dyskinesia (TD). This
represents a prevalence of 28.6% in this group of patients.
Yassa and Jeste analysed 76 published studies and found a
reported TD prevalence of 3% to 62% among treated patients
with neurolepsy, with a mean of 24.4%.21 This figure is close
to the reported prevalence in this sample. Another point of
concern was the absence of any level of care for the problems
as reported by the clinical staff in halfway houses or outpatient
department. Another possible explanation was that care had
been given for the TD problem but this information had not
been clearly received and understood by the care staff in
halfway houses or by the community psychiatric nurses. Both
possibilities warrant further investigation and rectification.

QUALITY OF THE ENVIRONMENT
The study patients in the community rated their living
environment and the degree of restrictiveness in the residence
significantly better than those living in hospital (home, 4.2;
halfway house, 40.8; long stay care home, 47.0; hospital,

Table 9. Social network of patients

Mean values Unsupervised community Supervised community Hospital
placement (CR, family placement (halfway house and (n = 9)

and rented room) [n = 10] long stay care home) [n = 16]

Number of acquaintances 5.0 4.4 1.0
Number of friends 1.5 2.0 1.7
Number of relatives 1.6 0.6 0.8
Number of confidants 1.8 1.2 1.5
Intensity of relationship:

• Active 2.4 1.9 0.6
• Medium 0.4 0.6 1.9
• Passive 0.0 0.3 0.4

Frequency of visit:
• Less than once a month 1.5 0.3 0.8
• Once a month to once a fortnight 0.75 0.3 0.4
• 3 times a week 0.13 0.3 0.6
• Daily 0.9 1.7 0.5

Missed the person or not 1.5 0.8 0.9

Abbreviations: CR = compassionate rehousing.
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58.6). In the TAPS study, the score for the community home
was just below 10 while the score for the hospital was 26 of
55.22 The Environmental Index (EI) was slightly expanded in
the subsequent TAPS study so that the total EI score was 60.
The score reported here by Trieman referred to the use of
the original EI where the total score was 55.23 There was a
large difference in the degree of freedom found in TAPS in
hospital practice in the UK compared to that in supervised
settings in Hong Kong.

Shepherd compared a random sample of community
residential homes with a sample of hospital rehabilitation
wards.22 The basic provision of privacy and care of personal
possessions was absent in hospital but the community homes
were more homely in atmosphere. The author commented
that the usual restrictions of hospital settings may result
partly from their having to look after a very disabled group
of residents, but might also be related to the training and
attitudes of staff. The author argued that better training could
result in an improved quality of life for patients in their care.
The patients in hospital undoubtedly had severe positive and
negative symptoms (mean total BPRS, 47.8; mean total
SANS, 56.4). However, Shepherd’s argument may be valid
in this situation.22

Although patients in the community perceived the degree
of attractiveness and state of repair in community residence
as better, the degree of restrictiveness still differed markedly
between a home and halfway house. According to King et al.
they differentiated ‘resident-oriented’ from ‘institutionally-
oriented’ practices.24 Institutionally-oriented practices included

block treatment of residents, rigidity of routines, and excessive
social distance between staff and residents. Wing and Furlong
argued that this was not confined to hospital settings but was
also found in the community.25 The training needs of hostel
workers needed to be addressed to reduce expressed emotion
and institutionalised practices.26

Although patients living independently rated the living
environment highest compared with other patients in
supervised settings, the actual condition might still be below
the normal standard compared with the general population.
Mak and Gow found that patients discharged from halfway
houses to the community were living in substandard con-
ditions compared with their neighbours.27 In fact, this was
also a point raised by Mak and Chan, about the use of the
term ‘quality of life’ (QOL).29 They argued that when we did
not know the average QOL of the general population, it was
difficult to comment objectively about the QOL of the
disadvantaged group.28

FORENSIC RECORD AND POLICE
INVOLVEMENT
This group exhibited no violent behaviour to themselves or to
others in this 5-year follow-up period. There was no sexual
or physical violence. In fact, three patients had been victims
of violence by others, two as victims of robbery and one as a
victim of indecent assault. This finding supported the TAPS
finding that the crime rate of discharged patients in the
community was low and that patients were actually vulnerable
in the community and needed protection from city violence.29

Table 10. Camberwell Assessment of Needs and agreement between staff and users on needs

Staff identi- User identi- Met need Met need Unmet need Unmet need Agreement
fying need fying need  by staff by user by staff by user on needs
Number Number Number Number Number Number (rho)

(%) (%) (%) (%) (%)  (%)

Accommodation 12 (38.7) 13 (41.9) 12 (38.7) 13 (41.9) 0 (0) 0 (0) 0.53*
Food 17 (54.8) 19 (61.3) 17 (54.8) 19 (61.3) 0 (0) 0 (0) 0.85*
Home care 4 (12.9) 3 (9.7) 4 (12.9) 3 (9.7) 0 (0) 0 (0) 0.40*
Self care 4 (12.9) 2 (6.5) 2 (6.5) 1 (3.2) 2 (6.5) 1 (3.2) 0.36*
Day activities 7 (22.6) 8 (25.8) 4 (12.9) 4 (12.9) 3 (9.7) 4 (12.9) 0.55*
Physical health 2 (6.5) 6 (19.4) 2 (6.5) 6 (6.5) 0 (0) 0 (0) 0.38*
Psychotic symptoms 20 (64.5) 21 (67.8) 18 (58.1) 19 (61.3) 2 (6.5) 2 (6.5) 0.14
Information 17 (54.8) 18 (58.1) 16 (51.6) 13 (41.9) 1 (3.2) 5 (16.1) 0.19
Distress 6 (19.4) 6 (19.4) 6 (19.4) 6 (19.4) 0 (0) 0 (0) 0.32
Safety 1 (3.2) 1 (3.2) 1 (3.2) 1 (3.2) 0 (3.2) 0 (3.2) 0.35
Risks to other 5 (6.5) 0 (0) 3 (9.7) 0 (0) 2 (6.5) 0 (6.5) †

Alcohol 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) †

Drugs 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) †

Company 8 (25.8) 7 (22.6) 5 (16.1) 3 (9.7) 3 (9.7) 4 (12.9) 0.19
Intimate relationship 0 (0) 2 (6.5) 0 (0) 2 (6.5) 0 (0) 0 (0) -0.10
Sexual expression 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) †

Education 1 (3.2) 5 (16.1) 1 (3.2) 5 (16.1) 0 (0) 0 (0) 0.36*
Telephone 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) †

Transport 2 (6.5) 3 (9.7) 1 (3.2) 1 (3.2) 1 (3.2) 2 (3.2) 0.21
Money 6 (19.4) 7 (22.6) 3 (9.7) 5 (16.1) 3 (9.7) 2 (3.2) 0.2
Security benefit 10 (32.3) 11 (35.5) 6 (19.4) 4 (12.9) 4 (12.9) 7 (22.6) 0.38*
Total number of needs 122 132 101 105 21 27
Total mean number
  of needs 3.6 4.3 2.9 3.5 0.7 0.8

* p < 0.001.
† The numbers are too spread or too small for correlation analysis.
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WORK RECORDS AND WORK ADJUSTMENT
In a recent study, it was found that employed individuals
displayed less psychopathology and significant advantages in
terms of subjective and objective measures of income and
well being. Work was concluded to be associated with a better
quality of life.30 In this study, only 10 patients were com-
petitively employed and their mean monthly salary was only
HK$4175. In 1996, the median monthly income of an
elementary service worker was HK$5500.31 The unemployed
patients, including those in a sheltered workshop, received a
monthly benefit of HK$1799.32 Therefore, all patients had a
lower income to support life compared with the general
population.

In this study, the patients showed a significant increase in
the number becoming unemployed. Twenty-one patients
worked at discharge, while only 11 patients remained at work
after 5 years. The remaining 10 patients became unemployed.
This agrees with the finding of Lai, et al. that, after living in a
halfway house for a year, there was a significant increase in
unemployment.33

Because the study was performed in 1998, it might be
speculated that the high unemployment rate in the sample
was due to the economic recession in Hong Kong. However,
the mean period of unemployment was 30.0 months, and
occurred well before the onset of the economic recession.
The reasons quoted for losing a job were firing by boss or
quitting by self, suggesting work performance or work-related
interpersonal skills deficit. This might be partly explained by
the finding of more severe avolition-apathy sub-score in the
unemployed group. Bond argued that few resources had
been directed to the post-placement period resulting in a
disappointing rate of job retention and that the priorities on
work training must be re-evaluated.34

In the sample, only 11.1% of those in a sheltered workshop
‘graduated’ after 5 years. This was contrasted with the
finding in the Western literature that 10% of workshop clients
were placed in competitive employment annually (information
from Greenleigh Associates, 1975, quoted by Bond34). Mak
found that sheltered workshops failed to reveal any significant
factors within the workshops that could contribute to successful
open employment of the workers in the community.35 The
sheltered workshop training and management practices in
Hong Kong were criticised by a local author.36 Supported
employment is now beginning in Hong Kong.37 This approach
of vocational rehabilitation awaits further evaluation to see if
it helps more severely mentally ill clients to obtain competitive
employment.34

SOCIAL NETWORK
In the study group, the mean number of friends and relatives
of each patient was 1.8 and 0.8, respectively. The mean
number of confidants was only 1.3. The number of acquain-
tances was higher in the community group, meaning better
integration into the local community. However, the mean total
network size was 7.8. There was no data in this study to
compare with ordinary people in Hong Kong. However, in
the TAPS study, the baseline total network size for each

chronically-ill patient was 8, which was regarded as small
according to British standards.29 Furthermore, this has to be
evaluated against the Chinese culture, which places much
importance in interpersonal relationships in every day social
lives of Chinese. Traditional and contemporary Chinese
place strong reliance on interpersonal bases for defining
social status.38 Chinese people might be more likely to have
an even wider social network than their counterparts in the
West.

SOCIAL ROLE IN SOCIETY
The importance of social role functioning in Chinese society
was highlighted by Yang,38 who argued that Chinese culture
was a relation-based one and Chinese people had strong
relationship-orientation. This might support social role
functioning assessment as an important dimension in quality
of life study. A Chinese person without a role as a family
member is likely to suffer low self-esteem and attract more
criticism from others when compared with a Western
counterpart. In this sample, all patients had at least one
disability in any of the eight role functions. It was apparent
that a substantial number of the sample here had major
disabilities in family, kinship, and occupational roles. As most
of the patients were living in supervised settings (25 of 35
patients), the disability in family role was understandable as
they were unable to fulfil expectations as a usual family
member. The patients were discharged from Castle Peak
Hospital to halfway houses, indicating that most had difficulty
in re-integrating back to his or her family. However, after 5
years in the community, only 18 of 35 patients had no or
mild disabilities in the kinship role. It was worth noting that
lack of opportunities of interaction with parents was not
considered as a disability in the Groningen Scale.39 Therefore,
the disabilities refer to the actual kinship relationship after
the duration, frequency, and other external constraints
have been taken into consideration. Schene et al. found that
more than 50% of family carers had ‘burn-out’ and 60 to
90% felt desperate about caring for a chronically-ill mental
patient.40 Therefore, it is not surprising that many patients
still had difficulty in their relationship with family members.
Perhaps family intervention might be of help for relatives
coping with the problems of living with a person with
schizophrenia.41

WHAT ARE THEIR NEEDS?
The CAN showed that the mean number of needs perceived
by patients was 4.3 and the mean numbers of met and unmet
needs were 3.5 and 0.8, respectively. The mean number of
needs perceived by staff was 3.6. There was no significant
difference in the number of needs perceived by patients
themselves and the staff. In another study, the difference of
needs was of statistical significance.42

In some domains such as alcohol and drugs, there was no
need as perceived by both patients and staff. This must be
contemplated against the objective finding in SCID that four
patients were current substance abusers. Furthermore, the
agreement between the staff and patients on the presence of
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need was only statistically significant in domains of material
need like food and accommodation. However, the agreement
was not high even in these domains (0.36-0.55) except in
the domain of ‘food’. No patients rated having intimate
relationship and sexual expression need. In Slade’s study,
28% of patients rated having intimate relationship need and
10% ratted having sexual expression needs.42

The low number of private needs must be evaluated against
the high level of social role disabilities. This sample was a
group of relatively chronically-ill patients. Long-term psy-
chiatric patients have suffered severe role constrictions in their
lives as a result of disabling mental problems or of having
spent large portions of their life in psychiatric institutions.
Low aspirations and depressed level of expectations might
lead individuals to report satisfaction with life conditions that
are considered inadequate by healthy people.43 Furthermore,
this group had a mean total SANS score of 46.3, representing
a moderate to severe degree of negative symptoms. This might
explain why they had a reduced need for company, sexual
expression, and intimate relationship. Poverty of speech and
impoverished thinking might have affected the response to
a structured interview such as CAN.

Furthermore, Chinese culture of relational fatalism, believing
in fatalistic factor, or yuan, in determining occur-rence, type,
duration, and final outcome of an interpersonal relationship
led to an attitude of passive acceptance of a relationship.38

Patients might feel resigned that no one could help even if
such need for intimate relationship was expressed. Chinese
also show much polite and respectful restraint when faced with
authority figures.38 It would be extremely difficult to express
personal needs in front of an authority figure such as a mental
health professional. This might explain the lower number of
needs in all domains, especially highly personal ones.

CONCLUSIONS

Patients enjoyed autonomy and freedom in the community.
However, many patients had sub-standard quality of life after
re-settlement in the community. They had very restricted social
roles, small social networks, and unstructured daily lives.
Physical, psychiatric and drug problems went undetected.
Community re-settlement is highly treasured by the patients,
but comprehensive and adequate support in the community
is essential to make it a success.

LIMITATIONS OF THE STUDY

The study population was a group of chronic psychotic patients
with a long history of psychiatric problems and admission
records. They were different from the general psychiatric
population in that they were all psychotic with severe
psychopathology. They also had a very poor social support
network before discharge from Castle Peak Hospital.
Therefore, they could not be representative of the general
psychiatric population.

The study had a small sample size restricted to a single
psychiatric unit, thus reducing the power and representative-

ness of the study. A multi-centre collaborative study may
provide a more comprehensive picture of the discharged
patients in the community. This is only a retrospective study
so the issue of benefits of community re-settlement is not
addressed. A prospective study or a case-control study will
shed more light into this crucial question. It must be noted
that 25% of the sample was not interviewed, so their quality
of life was not known.
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