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The Comparison of Quality of Life among 
Patients with Schizophrenia and Major Mood 
Disorder in Remission in Hospital Universiti 
Kebangsaan Malaysia, Kuala Lumpur

馬來西亞吉隆坡科班薩大學醫院內病情緩解的精神分裂症和情
感性疾患患者的生活質素之比較
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Abstract

Objective: To examine quality of life in relation to demographic profiles and clinical factors in patients 
with schizophrenia and major mood disorder in remission.
Participants and Methods: This was a cross-sectional study conducted in the outpatient psychiatric 
clinic at the Hospital Universiti Kebangsaan Malaysia from June 2002 to December 2002. All the 
patients fulfilled the study inclusion criteria. Their psychiatric diagnoses were made by their treating 
psychiatrists based on the Diagnostic and Statistical Manual of Mental Disorders (4th edition). 
The remission state was determined using the Brief Psychiatric Rating Scale, 17-item Hamilton 
Depression Rating Scale or Young Manic Rating Scale for schizophrenia, depression or manic 
patients, respectively. The patients were subsequently subjected to a 36-item short-form Health 
Survey for quality-of-life assessment.
Results: The quality of life of patients with schizophrenia (n = 92) was no different from those 
with major mood disorder (n = 71) [p > 0.05]. Quality of life in terms of overall mental health 
among patients with schizophrenia was significantly and positively associated with ethnicity, 
employment status, and type of antipsychotic drug treatment (p < 0.05). Being Chinese and 
employed was associated with better quality of life in terms of overall mental health. Quality of 
life pertaining to overall physical health of patients with schizophrenia was better in those who 
were employed and being treated with atypical antipsychotics. Quality of life in patients with 
major mood disorder was significantly associated with ethnicity, type of antidepressants used, and 
number of admissions (p < 0.05).
Conclusion: Though schizophrenia has often been considered a chronic disease with poor outcome, 
our study showed that quality of life of the patients was comparable to those with major mood 
disorder.
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摘要

目的：檢視病情緩解的精神分裂症和情感性疾患患者與人口統計和臨床因素有關的生活質
素。
參與者與方法：馬來西亞科班薩大學（Universiti Kebangsaan）醫院精神科門診診所於2002年
6月至12月間進行橫斷面研究。所有患者均合乎研究資格，並由負責治療的醫生以《精神疾病診
斷和統計手冊》第四版確診，且使用簡化版精神病評定量表、漢密爾頓抑鬱量表，以及青少年
狂躁量表分別評估精神分裂症、抑鬱或狂躁患者的病情減輕程度。患者隨後參與SF-36調查以評
估其生活質素。
結果：精神分裂症（n = 92）和情感性疾患（n = 71）患者的生活質素相若（p > 0.05）；而前
者在整體精神健康方面則與種族、就業情況和抗精神病藥物種類呈正相關（p < 0.05）。華人就
業人士整體精神健康越好，生活質素便越高；整體身體健康方面，則以就業和服用非典型抗精
神病藥物的精神分裂症患者較佳。情感性疾患患者的生活質素則與種族、服用抗抑鬱劑種類，
以及入院次數相關（p < 0.05）。
結論：雖然精神分裂症常被定為一種慢性且不易醫治的疾病，但研究顯示患者的生活質素與情
感性疾患患者相若。

關鍵詞：心境障礙、生活質素、精神分裂症
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Introduction

According to a study among patients with schizophrenia, 
the quality of life (QOL) living in the community was less 
satisfactory than that of healthy controls in the general 
population.1 Larsen and Gerlach,2 however, found no 
differences when their patients were compared to the general 
population. Depression is a common chronic and recurrent 
illness, which adversely affects longevity and QOL both 
during the episode and potentially for the remainder of life.3 It 
has been estimated that, by 2020, major depression will be the 
second most frequent cause of disability in the world.4
 Conventional versus atypical antipsychotics and 
antidepressants have different side-effects and therapeutic 
profiles, both of which influence QOL.5,6 Although the 
effectiveness of antipsychotic drugs against positive 
symptoms has been demonstrated in many studies, their 
different effects on QOL and on long-term compliance 
remain unclear.7 A study by Tempier and Pawliuk8 on the 
influence of novel antipsychotics reported that recipients of 
these drugs scored lower in terms of QOL than those taking 
older drugs. Another study, however, found that taking 
atypical antipsychotics was associated with a better QOL 
than subjects receiving conventional antipsychotics.7

 The objective of this study was therefore to examine 
the relationship between QOL of patients with schizophrenia 
and major mood disorder (both in remission), in relation to 
demographic profiles, illness factors, and types of drugs 
(typical and atypical) being used.

Study Design

Instruments
This was a cross-sectional study conducted in the outpatient 
psychiatric clinic at the Hospital Universiti Kebangsaan, 
Malaysia. Study instruments included: (1) the Brief 
Psychiatric Rating Scale (BPRS)9; (2) the 17-item Hamilton 
Depressive Scale (HAM-D)10; (3) the Young Manic Rating 
Scale (YMRS)11; and (4) the Medical Outcomes Study 
(MOS) 36-item Short Form (SF-36) questionnaire.12

 Patients with schizophrenia and major mood disorder 

who attended the psychiatric clinic from June 2002 to 
December 2002 and fulfilled the inclusion criteria of this 
study were recruited. After explanation, informed consent 
was obtained from each participant. They were clinically 
assessed by the authors. Subjects with schizophrenia, 
depression or mania were considered to be in remission if 
they scored 9 or below, 7 or below, and 5 or below in the 
BPRS, HAM-D, or YMRS, respectively. These scores have 
been used previously to determine the state of remission 
of schizophrenia, depression and mania, respectively.13-15 
The diagnosis of schizophrenia and major mood disorder 
(depression and manic state) was made by the treating 
psychiatrist as well as the authors based on the 4th edition of 
the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV).16 Patients were subsequently subjected to the 
SF-36 questionnaire to assess their QOL.

Subjects
All patients attending the psychiatric clinic were registered. 
Simple random sampling of 1 in 10 patients with a diagnosis 
of schizophrenia or major mood disorder was performed. 
They were subsequently assessed by the investigator for 
the DSM-IV diagnosis and remission criteria with BPRS, 
HAM-D, and YMRS.
 Inclusion criteria for eligibility were that the subjects 
had to be 18 to 65 years old, have sufficient command of the 
Malay or English, and did not have any underlying physical 
illness. Exclusion criteria were that patients were current 
substance / drug abusers, had a history of brain injury, and 
were mentally retarded. Patients were also excluded if their 
BPRS score exceeded 9, their HAM-D score exceeded 7, or 
their YMRS score exceeded 5.
 The SF-36 Health Survey was developed for the 
MOS and had been tested and validated extensively. It is 
a multilingual questionnaire; the original was in English, 
but it had been translated and used in the Bahasa Malaysia. 
We used the translated Bahasa Malaysia version, which was 
reported to have satisfactory internal consistency.17

 In this study, the inter-rater reliability of the scales 
was ascertained by randomly taking a ratio of 1:10 patients, 
who were re-rated by the researchers independently. The 
agreement of kappa (κ) was calculated and found to be 1. 

Statistical Analyses
The data were analysed using version 11.5 of the Statistical 
Package for the Social Sciences. The independent sample 
t test and the Chi-square test were used as appropriate to 
determine significant differences between the 2 groups, 
namely patients with schizophrenia and major mood 
disorder. Non-parametric tests (Mann-Whitney U test and 
Kruskal-Wallis test) were performed for data which were 
not normally distributed. In addition to the independent 
sample t tests, analysis of variance was used to examine the 
difference between the 3 ethnic groups (Malays, Chinese, 
and Indians) for continuous variables that were normally 
distributed; the data were then analysed by multiple linear 
regression.
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Results

A total of 92 patients with schizophrenia and 71 with 
major mood disorder were recruited from a total of 4,585 
patients attending the psychiatric clinic (Table 1). These 
included 2,462 with schizophrenia and 2,123 with major 
mood disorder. Randomised sampling was performed with 
a ratio of 1:10, and yielded a total of 458 patients (246 with 
schizophrenia and 212 with major mood disorder). In all, 
272 (59%) did not meet the inclusion criteria of the study, 
leaving 186 eligible patients (106 with schizophrenia and 
80 with major mood disorder), of whom 23 (12%) declined 
to participate. 
 Thus, a total of 163 (36%) patients fulfilled all the 

criteria and completed the questionnaire. They consisted 
of 92 (56%) diagnosed as having schizophrenia and 71 
(44%) with major mood disorder. Of these 163 patients, 21 
(13%) had bipolar mood disorder and 50 (31%) had major 
depression.
  The 23 patients who declined to participate did 
not differ significantly in terms of age, gender, race, and 
psychiatric diagnoses from those who participated.

Medication
The antipsychotics mostly prescribed to patients were 
atypical agents (54%), while the remainder received typical 
antipsychotics. Among the former, 27% were prescribed 
risperidone and 22% olanzapine; the most common typical 

Demographic profile Psychiatric diagnosis (Number [%] of patients) X2 p Value
Schizophrenia 

(n = 92)
Major mood disorder 

(n = 71)
Residential areas

Kuala Lumpur 45 (49) 33 (47) 0.11 0.95
Selangor 40 (44) 32 (45)
Others 7 (7) 6 (9)

Age-groups (years)
≤25 23 9 F = 10.35 0.01
26-35 36 21
36-45 25 18
46-54 7 19
≥55 1 4

Gender
Male 57 (62) 34 (48) 3.22 0.07
Female 35 (38) 37 (52)

Race
Malay 50 (54) 48 (68) 2.94 0.09  
Non-Malay 42 (46) 23 (32)

Marital status
Single and others 66 (72) 23 (32) 25.03 0.01
Married 26 (28) 48 (68)

Occupation
Employed 54 (59) 47 (66) 0.96 0.33
Non-employed 38 (41) 24 (34)

Education level
Primary and secondary 64 (70) 29 (41) 13.49 <0.001
Tertiary 28 (30) 42 (59)

Family history of psychiatric illness
Positive 42 (46) 28 (39) 0.63 0.43
Negative 50 (54) 43 (61)

Number of admissions, mean ± SD 2.6 ± 3.3 1.7 ± 2.4 t = 1.98 0.05
Duration of illness, mean ± SD 9.2 ± 6.3 5.7 ± 6.1 t = 3.60 0.01
Abbreviation: SD = standard deviation.

Table 1. Demographic profiles of study patients with schizophrenia and major mood disorder.
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drug prescribed was haloperidol (14%).

Patients with Schizophrenia
Quality of Life among Various Ethnic Groups
In patients with schizophrenia, there was significant 
difference in role emotion, social functioning, mental health, 
and mental component summary in relation to ethnicity 
(p < 0.05) [Table 2].  In terms of role emotion and social 
functioning, the Chinese and Malays were better than the 
Indians, whilst in terms of mental health and overall mental 
health, the Chinese were better than the other races.

Relationship between Quality of Life and Occupational 
Status
There was a significant difference in vitality, social 
functioning, mental health, and the mental component 
summary in relation to the occupational status (p < 0.05). 
Employed patients were better than the unemployed patients 
in terms of vitality, social functioning, mental health, and 
overall mental health.

Relationship between Quality of Life and Other 
Variables
Among patients with schizophrenia, there was no significant 
difference in QOL related to age-group, marital status, 
education level, duration of illness, gender, family history of 
psychiatric illness, and number of prior admissions (p > 0.05).

Patients with Major Mood Disorder
Quality of Life among Various Ethnic Groups
There was a significant difference in QOL in terms of bodily 
pain and mental health in relation to ethnicity (p < 0.05); 
the Chinese were better than Malays and Indians in terms of 
bodily pain. The Malays, Chinese, and Indians were better 
than the other minorities in terms of mental health (Table 3).

Relationship between Quality of Life and 
Antidepressant Medications
There was a significant difference in QOL in terms of role 
emotion in relation to antidepressant medications (p < 0.03). 
The newer antidepressants appeared better than tricyclic 
antidepressants (TCAs) in terms of role emotion.

Relationship between Quality of Life and Other 
Variables
There was no significant relationship between QOL and 
occupational status, age-group, marital status, education 
level, duration of illness, family history of psychiatric 
illness, and gender in patients with major mood disorder.

Comparison of Quality of Life of Patients
In summary, there was no significant difference in terms of 
QOL between patients with schizophrenia and major mood 
disorder (p > 0.05). Patients with schizophrenia or major 
mood disorder who were in remission showed no significant 
difference in terms of their QOL.

Multivariate Analysis
Scores of QOL in schizophrenic patients yielded 
statistically significant differences with respect to ethnic 
groups, antipsychotics, and occupational status (Table 4). 
Patients with schizophrenia who were employed, treated 
with atypical antipsychotics, and of Chinese had higher 
QOL scores in terms of overall physical health, vitality, and 
bodily pain (p < 0.05).
 Among patients with major mood disorder, factors 
that were statistically significant for QOL included ethnicity, 
antidepressant medications, and the number of admissions (p 
< 0.05) [Table 5]. The fewer the prior admissions, the higher 
the QOL score in terms of physical component summary. 
Non-Malays and those who had fewer prior admissions 

Quality of life domain Ethnic group Test p Value
Malay (n = 50) Chinese (n = 33) Indian (n = 9)

Role emotion 67 (0-100) 67 (50-100) 33 (0-50) Kruskal-Wallis 0.02
Role physical 75 (25-100) 75 (50-100) 50 (25-100) Kruskal-Wallis 0.76
Bodily pain 77 (62-100) 84 (72-100) 72 (41-82) Kruskal-Wallis 0.13
Vitality 64 ± 23 65 ± 18 51 ± 27 Analysis of variance;

F = 1.66
0.19

General health profile 72 (49-85) 72 (56-90) 52 (38-69) Kruskal-Wallis 0.07
Social functioning 75 (63-91) 75 (63-100) 50 (38-69) Kruskal-Wallis 0.02
Physical functioning 85 (70-95) 85 (73-90) 80 (63-85) Kruskal-Wallis 0.28
Mental health 68 (52-88) 72 (62-82) 52 (44-66) Kruskal-Wallis 0.03
Physical component 
summary 

49 ± 7 50 ± 7 48 ± 10 Analysis of variance; 
F = 0.65

0.52

Mental component 
summary

46 (39-55) 49 (41-54) 30 (27-42) Kruskal-Wallis 0.02

* Data are shown as median (interquartile range) or mean ± standard deviation.

Table 2. Quality of life scores according to ethnic group in patients with schizophrenia.*
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Quality of life domain Ethnic group Test p 
ValueMalay (n = 48) Chinese (n = 12) Indian (n = 7) Others (n = 4)

Role emotion 67 (33-100) 83 (33-100) 0 (0-100) 17 (0-83) 0.35
Role physical 50 (25-100) 100 (81-100) 75 (0-100) 88 (19-100) 0.09
Bodily pain 73 (41-84) 84 (76-100) 74 (61-100) 90 (76-100) 0.03
Vitality 62 ± 20 67 ± 8 64 ± 17 44 ± 17 Analysis of 

variance;
F = 1.61

0.19

General health profile 72 (52-86) 78 (67-87) 87 (47-92) 47 (19-66) 0.15
Social functioning 63 (50-100) 94 (75-100) 75 (63-88) 75 (34-97) 0.13
Physical functioning 88 (70-95) 90 (78-100) 85 (75-95) 88 (41-100) 0.66
Mental health 68 (52-80) 72 (59-84) 76 (72-84) 46 (25-58) 0.04
Physical component 
summary

47 ± 9 54 ± 5 51 ± 8 52 ± 10 Analysis of 
variance;
F = 2.57

0.06

Mental component 
summary 

45 ± 10 48 ± 10 44 ± 8 32 ± 8 Analysis of 
variance; 
F = 2.46

0.07

* Data are shown as median (interquartile range) or mean ± standard deviation

Table 3. Quality of life scores according to ethnic group in patients with major mood disorder.*

Independent variable Dependent variable
PCS Vitality Bodily pain

Beta p Value Beta p Value Beta p Value
Constant 61.35 - 81.26 - 78.44 -
Gender -0.28 0.73 3.14 0.72 -0.39 0.81
Age 0.39 0.67 0.45 0.89 0.57 2.93
Ethnicity -0.15 0.03 -1.97 0.04 -9.19 0.04
Education level -0.72 0.59 -0.18 0.88 -0.62 0.96
Antipsychotics -2.95 0.03 -1.18 0.02 -9.07 0.03
Family history of psychiatric illness 0.97 0.67 -2.84 0.55 -5.98 0.64
Number of admissions -2.89 0.26 -0.51 0.52 -1.39 0.09
Duration of illness -1.91 0.69 -9.79 0.83 2.59 0.78
Occupational status -2.44 0.03 -1.29 0.02 -8.27 0.03
Marital status -1.89 0.73 0.27 0.89 -7.56 0.34

Table 4. Multiple linear regression for physical component summary (PCS), vitality, and bodily pain in patients with 
schizophrenia.

Independent variable Dependent variable
PCS Bodily pain

Beta p Value Beta p Value
Constant 53.07 - 67.98 -
Gender 0.53 0.44 -0.53 0.76
Age -0.72 0.14 2.43 0.29
Ethnicity 2.83 0.02 1.93 0.04
Education level 1.94 0.25 6.862 0.29
Antidepressants -3.17 0.02 -4.65 0.03
Family history of psychiatric illness -2.98 0.75 -8.22 0.31
Number of admissions 1.54 0.01 -1.32 0.02
Duration of illness 3.72 0.20 5.62 0.81

Table 5. Multiple linear regression for physical component summary (PCS) and bodily pain in patients with major 
mood disorder.
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had higher QOL scores in terms of overall physical health 
and bodily pain. Those taking newer antidepressants were 
better off than those taking TCAs in terms of bodily pain 
and overall physical health.

Discussion
  
This was a cross-sectional study examining QOL among 
patients with schizophrenia and major mood disorder 
in remission, in relation to their demographics, illness 
and treatment factors. The duration of illness was found 
to be significant in relation to the psychiatric diagnosis 
(p < 0.05). The majority of patients with schizophrenia 
(86%) had an illness duration exceeding 2 years (mean ± 
standard deviation, 9.2 ± 6.3 years), which was consistent 
with previous local studies.18,19 Patients with major mood 
disorder had shorter mean illness durations (5.7 ± 6.1 
years). Atkinson et al20 also reported that schizophrenia 
had a longer duration than depression and bipolar disorder, 
consistent with schizophrenia being a more chronic illness 
than mood disorder (which has a better outcome).
 The antipsychotics prescribed to most patients (54%) 
were atypical agents, the remainder received conventional 
antipsychotics. Regarding antidepressants, 62% of the 
depressed patients received selective serotonin reuptake 
inhibitors (SSRIs): sertraline in 22%, fluvoxamine in 20%, 
and fluoxetine in 16%. In this study, most patients with 
schizophrenia were treated with atypical antipsychotics, 
as these are associated with improved efficacy and better 
tolerance than the older, conventional antipsychotics. 
Moreover, patients treated with the former have been 
reported to enjoy significantly improved QOL.21

 Antipsychotics and occupational status were found 
to be statistically significant indicators of QOL. Patients 
with schizophrenia had significantly different role emotion, 
social functioning, mental health, and mental component 
summary in relation to the ethnicity (p < 0.05). The role 
emotion, social functioning, and mental health are scales of 
the mental component of QOL. Hence there was a significant 
difference between ethnicity in relation to the mental health 
component of QOL. Chinese and Malays were better than 
the Indians in terms of role emotion, and the Chinese were 
also better in terms of mental health and overall mental 
components. The Chinese with schizophrenia had the 
highest emotional well-being compared to the other races. 
However, compared with other ethnic groups, the relatively 
small number of Indians in this study (particularly with 
schizophrenia) could well be a bias.
 A favourable factor noted in the Chinese with 
schizophrenia was that they were mostly taking atypical 
antipsychotics (70%) in contrast to the Malays and Indians. 
There was a significant difference between the ethnic 
groups in relation to antipsychotic medication. The effects 
of ethnicity may have been confounded by that atypical 
antipsychotics are associated with better QOL.5 Quality of 
life among patients with schizophrenia was not significantly 
related to age, marital status, education level, duration of 

illness, gender, family history of psychiatric illness, or the 
number of admissions. Those who were employed and 
receiving atypical antipsychotics had better QOL.
 As for patients with major mood disorder, QOL 
was significantly associated with race, antidepressant 
medication, and number of admissions. The Chinese were 
better than the Malays and Indians in terms of bodily pain. 
Patients taking the newer antidepressants reported less 
role limitation because of emotional problems. However 
these results should be interpreted with caution due to the 
small sample of TCA recipients. There was no significant 
relationship between QOL and occupational status, age, 
marital status, education level, duration of illness, family 
history of psychiatric illness, and gender among the patients 
with major mood disorder. In the multivariate analysis, the 
QOL in patients with major mood disorder was associated 
with ethnicity, newer antidepressants, and the number of 
admissions. Nevertheless these findings need cautious 
interpretation, as this was a cross-sectional study in only 1 
hospital and might not apply to other populations.
 The SF-36 is a useful tool in evaluating the QOL, 
it also has limitations. The subscales are not aggregated 
to give the global score.16 Mean scores were obtained for 
each subscale, which tends to distort the results due to 
outlying values. The questionnaire did not contain age-
specific questions and might not be appropriate for all 
ages. The bodily pain scale has been reported to show low 
convergent validity with severity of illness and independent 
pain scores.16 It is therefore proposed that other subjective 
QOL questionnaires like the WHOQOL-BREF21 should be 
considered in future studies. The SF-36 used in this study 
had not been validated for the Malaysian population (taking 
into consideration the diversity of cultural and religious 
beliefs). This might affect the validity of the findings. 
Perhaps future research could focus on this issue and in turn 
provide a more accurate picture of QOL in patients with 
psychiatric disorders.
 In conclusion, though schizophrenia has often been 
considered a chronic disease with a poor outcome, our study 
showed that the QOL of these patients and those with major 
mood disorder was quite comparable, reflecting significant 
impact of major mental disorder on QOL.
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