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| mpact of Deinstitutionalisation on the
Quality of Life of Chinese Patientswith
Schizophrenia: a Longitudinal Pilot Study

GWL Chan, GS Ungvari, DTL Shek, JP Leung*

Abstract

Objective: Most studies have found no deterioration in patients’ quality of lifefollowing discharge
to community-based settingswith patients' satisfactionwith their living conditionsusualy increasing.
Thereisalack of longitudinal studiesontheimpact of community resettlement onthe qudity of life
of Chinese psychiatric patients. This study examined changesin the quality of life of Hong Kong
Chinese patients during a 12-month follow-up period following their discharge to halfway houses.
Patients and Methods: Twenty one patients with chronic schizophrenia were assessed before
and every 2 months after their discharge to a halfway house, measuring objective and subjective
quality of life indices and psychiatric symptoms with the following instruments: Satisfaction
With Life Scale, the World Health Organization Quality of Life Measure-Abbreviated Hong Kong
ChineseVersion, Life EventsList, Global Assessment Scale, and the Brief Psychiatric Rating Scale.
Results: While there was significant improvement in objective quality of life indices following
discharge to halfway houses, most subjective quality of lifeindices remained unchanged except
for satisfaction with the living environment, which significantly decreased. No significant
improvement was observed in Brief Psychiatric Rating Scale total scores.

Conclusion: The subjective component of quality of life for Chinese patients did not improve
with community placement, suggesting that socio-cultural factors play an important role in
determining quality of life for patients with chronic schizophrenia.
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I ntroduction

Although there has been alack of well-designed prospective
studies examining the impact of deinstitutionalisation on
the quality of life (QOL) of psychiatric patients, it is a
commonly held view that community placement improves
patients' overall positive feelings towards life, despite its
limited effects on psychiatric symptoms.*? A recent review
of QOL concluded that no study had reported negative
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effects of community placement on the QOL of discharged
patients.® Moreover, in some longitudinal studies, patients
reported increased levels of satisfaction when living
in the community.*® This positive impact on the patients
perception of the living environment was also noted in the
British study of deinstitutionalisation conducted by L eff
et a.® Applicability of these findings to the Chinese socio-
cultural context isuncertain, sincethevery concept of QOL
isculture-sensitive.” However, there have been no systematic
studies concerning the impact of community resettlement
on the QOL of Chinese patients with schizophrenia.®

The present study adopted a longitudinal design to
examine the change in QOL in agroup of Chinese patients
with schizophrenia in Hong Kong, as they moved from
hospitals to halfway houses (HWHS).

Patients and M ethods

Patients

All patients in the pre-discharge ward of 4 psychiatric
hospitals who met the following inclusion criteria were
invited to participate in the study:

 Chinese ethnicity and fluency in the Cantonese dial ect

* age between 18 and 60 years



« diagnosis of schizophrenia according to DSM-1V*°

duration of illness of at least 5 years

» selected to be discharged to aHWH

 willingness to give consent to participate in the study.
Exclusion criteriaincluded current or past history of drug

and substance abuse, and ongoing acute medical or

neurological conditions. Thisis because drugs and alcohol

can exacerbate the psychiatric symptoms that can affect the

QOL, as can medical conditions.*?

Procedures

Before the patients were discharged to a HWH, they were
assessed at 2-monthly intervals, using the assessment tools
described later. The number of pre-discharge assessments
for individua patientsranged from 2 to 6, depending on the
length of time between their recruitment in the study and
their dischargeto aHWH. Patients continued to be assessed
every 2 months during the year following discharge,
employing the same instruments that were used in the pre-
discharge evaluation.

Assessment | nstruments

QOL assessment included subjective well-being, global
functioning, and contextual factorssuch asliving circumstances
and income.®® Subjective well-being was classified asasubjec-
tive QOL index, whileglobal functioning, living circumstances,
and income were classified as objective QOL indices.

Subjective well-being was assessed by the Satisfaction
With Life Scae (SWLS)* and the World Health Organization
(WHO) Quality of Life Measure-Abbreviated Hong Kong
Chinese Version [WHOQOL-BREF(HK)].*® Both the
SWLS' and WHOQOL-BREF(HK)* have been found to
have acceptabl e psychometric propertiesfor the Hong Kong
Chinese population. Cronbach’s alpha of the 5-item SWLS
was 0.67. Cronbach’s alpha for the 4 domains in the
WHOQOL-BREF (HK) ranged from 0.67 t0 0.79, while the
test-retest reliability, measured by intra-class correlation
coefficient, ranged from 0.64 to 0.90.

Objective QOL indices were measured by 2 scales.
Global level of functioning was assessed by the Global
Assessment Scale (GAS).Y Contextual factorswere assessed
by the Life Events List (LEL). The LEL is an interview
schedule that was developed by the principal author to
assess both the routine and stressful daily living experiences
that are encountered by patients. Items for the LEL were
selected from the List of Recent Experiences,*® the Life
Experiences Survey,'® and Lehman’s Quality of Lifelnterview
Schedule.®® The LEL consists of 62 items comprehensively
covering all kinds of daily life experiences, aswell as con-
ditions of residence, safety, work, finance, social contacts,
legal issues, recreation, illness, bereavement, and accidents.
Subjects’ reported scores for these experiences are added
to provide the total LEL score. The test-retest reliability
of the LEL, measured by intra-class correlation coefficient,
was 0.645.

Patients’ incomes in the past year were obtained from
case social workers, medical records, and/or bank books.

Deinstitutionalisation and Quality of Life

The 18-item Brief Psychiatric Rating Scale (BPRS)® was
used to assess the presence and severity of psychiatric
symptoms.

Data Analysis

Datawere analysed using the Statistical Package for Social
Sciences (SPSS) Version 9. The demographic and clinical
characteristics of patientswere summarised using descriptive
statistics. Both Mann-Whitney U test and chi-square test
were used to cal cul ate the differencesin socio-demographic
and clinical variables between patients who remained in a
HWH and those who dropped out of the study. The Friedman
test was used to examine changes in the QOL indices and
psychiatric symptomsof patients after discharge, particularly
whether there were any changes in QOL indices and
psychiatric symptoms throughout the study period.

Results

During the study period, 25 patients were discharged from
4 hospitals to HWHSs. Of the 25 patients, 4 dropped out of
thestudy: 1 wasreadmitted to hospital, 1 moved back home,
1 moved overseas, and 1 broke the rules of the HWH and
moved out. At the end of the 12-month follow-up period, 21
patientsremained in HWHSs. The mean age of the discharged
patients was 40.40 + 7.83 years (range, 23 to 54 years);
56% of the patientswere men (n = 14) and 44% were women
(n = 11); 18 patients (72%) were single, 6 (24%) were
separated, divorced, or widowed, and 1 (4%) was married.
Twelve percent of patientswereilliterate, 12% had received
primary education, and 76% had secondary education or
above. Theduration of illnesswas 15.40 + 7.18 years (range,
6 to 30 years). The number of admissions to hospital was
5.08 = 3.15 (range, 1 to 12).

Quality of Life Indices

There were no significant differences in QOL indices
among the group of patients remaining in HWHs and those
leaving HWHSs. The objective QOL indices (global level
of functioning, total life events, and income) significantly
increased after the patients were discharged to HWHSs. The
subjective QOL indices did not show any significant
differences between the 2 settings. The satisfaction with
environment domain significantly decreased after the
patient’s discharge to aHWH. No significant improvement
was observed in BPRStotal scores over thefollow-up period
(Table 1).

Discussion

The results of this study conducted in a Chinese socio-
cultural context, only partly support the commonly held view
that there is no deterioration in the QOL of chronic
psychiatric patients after their discharge to community
settings.® In this study, objective QOL indicesimproved after
discharge. However, satisfaction with the environment
significantly decreased after patients settled into HWHS,
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Table 1. Changesin quality of life indices over timein patients discharged to halfway houses.

Pre-discharge 4 Months after 8 Months after 12 Months after Friedman test
level discharge discharge discharge
Mean £ standard Mean + standard Mean + standard Mean + standard
deviation deviation deviation deviation
Global life satisfaction* 357+1.21 3.92+1.15 3.81+1.36 3.8+1.09 x?=0.765, p = 0.858
Satisfaction with 14.73+2.63 14.19+2.71 14.64+2.46 14.48+2.15 Xx?>=5.286, p=0.152
physical health domain*
Satisfaction with 12.83+2.49 12.90+ 2.65 12.88+2.67 12.79+2.63 x?>=0.418, p = 0.937
psychological domain*
Satisfaction with social 12.73+2.72 13.15+2.21 12.55+2.76 12.64+2.43 X?>=4.855, p=0.183
relationships domain*
Satisfaction with 14.07+2.45 13.21+2.32 13.07+2.13 13.17+2.25 x?=21.635, p < 0.000
environmental domain*
Globa level of 5244+ 4.09 56.93+5.97 56.58+ 8.94 60.3+4.79 X?=23.092, p < 0.000
functioning’
Life EventsList 22.75+5.15 23.25+3.95 24.93+4.71 25.36+4.49 Xx?=16.138, p=0.001
sum scores’
Monthly income (HK$)" 1903+ 1030 2732+994 3145+ 731 3420+ 908 x?=35.17, p < 0.000
Brief Psychiatric Rating  13.13+4.86 13.12+5.25 13.91+4.85 12.29+5.44 Xx?=2.056, p=0.561
Scale sum scores

* SQubjective quality of lifeindex.
T Objective quality of life index.

despite the comfort and privacy these settings provide. The
discrepancy between our findings and those of western
studies might be due, in part, to the broader conceptualisation
of living environment in our study. Under living environ-
ment, weincluded security, pollution, noise, traffic, climate,
financia resources, accessibility and quality of health and
social care, accessto information, skills, leisure activity, and
overall satisfaction with the environment.’® Most studies
have adopted a considerably narrower concept, considering
only aspects of freedom, autonomy, comfort, and the privacy
of the living environment.321.22

The other explanation may be due to the following
conditions: inadequate attention to the stress of community
living and the management problem of HWHs. The HWH
isstill considered to be amini-institution in the community,
so the degree of freedom in a HWH and the extent of
integration into the community may not beintensive enough
to promote subjective satisfaction with the environment.
However, the level of freedom and privacy in a HWH
is greater than those in a hospital; the less restrictive
environment inaHWH should at least maintain QOL rather
than decrease it.>* Therefore, inadequate attention to the
stress of community living is a more likely condition that
counteracts the greater freedom and privacy in a HWH
resulting in adecreasein QOL.

In addition, the characteristics of Chinese culture may
help to explain our findings. Freedom, autonomy, and
independence that are fostered by community living might
be more important for psychiatric patientsin industrialised
western societies.®® Chinese psychiatric patients who are
brought up in a society that emphasises interdependence,
deference, compliance, and cooperation with otherstend to

value the security provided by a hospital and depend more
on families and hospital staff to meet their needs.?2% The
importance of cultural factors was clearly demonstrated in
arecent cross-cultural study,?® which found that subjective
well-being in Asian students was associated with inter-
dependence, while American students val ued independence
and disengagement of the self.

Limitations of the Study

Magjor limitations of this pilot study, which restrict the
generalisability of our findings, include the small sample
size and the lack of a matched control group. The refusal
rate was fairly high, further reducing the generalisability of
the study. These limitations were partly offset by the
strengths of the study, particularly the longitudinal design
that ismore effectivein controlling theinfluence of personal
characteristics on dependent variables. This pilot study
constitutes the first step in opening up longitudinal cross-
cultural studies of QOL.

Conclusion

There have been few systematic longitudinal studies of the
impact of community resettlement on the QOL of Chinese
psychiatric patients to the best of our knowledge. Recent
reviews of western studies of deinstitutionalisation have
emphasised both the maintenance effects of community
placement and even the positive impact of community
resettlement on the satisfaction with living conditions for
patients discharged from hospital in some longitudinal
studies.® It remains to be seen whether these results can
be replicated in longitudinal studies when employing



a wider range of QOL measures and involving a larger
sample. While some of our findings are consistent with
those reported in the western literature, the observation
that there was a significant decrease in satisfaction with the
living environment during a1-year follow-up period suggests
that cross-cultural differences should be taken into account
in the assessment of QOL in psychiatric patients. In view of
the lack of data on the effects on deinstitutionalisation in
Chinese societies, further studies in this area are clearly

warranted.
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