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Abstract

Purpose In the domain of mental health outcomes,
increasing interest has been shown in complementing tra-
ditional symptom measures with measures of a patient’s
quality of life. The objective of this study was to evaluate
the value of including the Quality of Life Enjoyment and
Satisfaction Questionnaire (Q-LES-Q) in the routine
assessment battery used at a psychiatric hospital.
Methods The sample consisted of 1,276 consecutive
inpatients treated at a private psychiatric hospital over a
two-year period. Admission and discharge data were
collected for the Q-LES-Q, the mental health subscales of
the Medical Outcomes Short Form Questionnaire (SF-36),
the Depression Anxiety Stress Scales, and the Health of the
Nation Outcome Scale.

Results Large patient improvements from admission to
discharge were seen across all instruments (effect sizes
from 0.8 to 1.5), including the Q-LES-Q (effect size 1.3).
The Q-LES-Q correlated with existing symptom measures,
and regression analyses revealed that quality of life pre-
dicted length of hospital stay even after symptoms of
depression and anxiety were taken into account.
Conclusions  Although the Q-LES-Q was correlated with
symptom measures already in use, it added to the ability to
predict patient length of stay, and showed some divergence
from measures of clinical outcomes. This pattern was seen
despite intentionally restricting the sample to patients with
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mood and affective disorder diagnoses. The value of con-
sidering quality of life in a comprehensive assessment of
mental health outcomes is discussed.
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Introduction

In the past, the objective in medical research was to assess
the status of physical health and functioning in patients.
More recently, a greater emphasis has been placed on
assessing and maintaining “quality of life”. The shift in
focus has arisen because a cure is not always possible and
patients must often come to terms with lasting lifestyle
changes. A similar shift in reasoning has become apparent
in the domain of mental health, as psychiatric settings look
to patients for a consumer’s perspective of their experience
to complement routine clinical assessments [1].

The quality of life literature has suffered from poor and
contradictory conceptualisation [2—4], but a definition
which has been broadly accepted is that proposed by the
World Health Organisation’s Quality of Life (WHOQOL)
working group: “quality of life... is an individual’s per-
ception of their position in life, in the context of the culture
and value systems in which they live and in relation to their
goals, expectations, standards and concerns.... [it incor-
porates] in a complex way individual’s physical health,
psychological state, level of independence, social rela-
tionships, personal beliefs, and their relationships to salient
features of the environment” [5] (p. 1,405). The core
features of this definition are that quality of life offers
a subjective, patient-centred focus (rather than an
external clinical judgement), and that the concept is
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multidimensional (drawing on a number of domains
besides physical and emotional wellbeing). In these ways
quality of life assessment has been suggested to add
important information that might be missed in traditional
assessments of health functioning [1].

The relevance of this construct to psychiatric settings is
underlined by research describing a consistently lower
quality of life in individuals with a mental health diagnosis
than those without [6-8]. In comparison with healthy
community means, poorer subjective quality of life has
been reported in individuals with schizophrenia spectrum
disorders [9], depressive disorders [10], anxiety disorders
[7], personality disorders [11], and substance use disorders
[12]. In light of this, Ritsner [3] proposed that “quality of
life impairment” should be considered an important syn-
drome in research and treatment of psychiatric disorders.

Despite the trend to complement mental health assess-
ments with measures of quality of life, questions still
remain about the value of adding quality of life measures to
outcomes assessment in acute psychiatric hospital settings.
A close relationship between symptom measures and sub-
jective quality of life in psychiatric samples has been cited
as evidence that quality of life measures add little value to
understanding variables of interest to major stakeholders in
psychiatric care [13]. The relationship between quality of
life and symptoms of depression, in particular, has con-
sistently been reported as strong [14—17]. As a result, some
have suggested that to measure both quality of life and
depressive symptomatology in a psychiatric population
would be redundant [18].

It follows that if measures of quality of life and mea-
sures of symptoms (e.g., depression) assess identical or
overlapping constructs, there may be little value to con-
sumer or clinician in adding quality of life assessments to
psychiatric outcome assessment batteries. This is particu-
larly important to consider in acute hospital settings, where
treatment focuses on the swift alleviation of symptomatic
distress and the burden of completing lengthy assessment
batteries with acutely unwell patients must be considered.

Fitzpatrick and colleagues [19] suggested for a quality
of life assessment to be useful in a clinical setting, the
instrument chosen must be appropriate in length and
practical to apply in routine care, yet retain good mea-
surement properties (such as construct validity and sensi-
tivity to change in the period of concern). As mood state
and subjective wellbeing are considered just two compo-
nents of quality of life [2], the need for agreement with
measures of clinical symptomatology, but not redundancy,
was also highlighted [20]. In addition, Basu suggested that
quality of life measures might be utilized to predict other
outcomes of interest to psychiatric care [1]. As well as
changes in clinical symptoms, the Australian National
Mental Health Strategy suggested that proxy indicators of
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effectiveness (reduced numbers of re-admissions to hos-
pital within 28 days) and efficiency (average length of
acute inpatient stay) were also of interest in this setting
[21].

Therefore, this study investigated the value of adding
the short form of the Quality of Life Enjoyment and Sat-
isfaction Questionnaire (Q-LES-Q; [14]) to outcomes
assessment at a private psychiatric hospital. The value of
the Q-LES-Q in this setting was evaluated by examining:

1. the measure’s sensitivity to change from admission to
discharge;

2. the nature of relationships with other measures in use
at the hospital; and

3. the incremental ability to predict variables of interest
to stakeholders (namely patient clinical outcomes,
length of stay, and readmission within one month).

Method
Participants

The potential sample comprised 3,434 consecutive inpa-
tient admissions treated at Perth Clinic (a 100 bed Aus-
tralian private psychiatric clinic) over a two-year period.
Because many admissions were brief (e.g., a one-day
admission for ECT) the admission and discharge data rel-
evant to this study were only available on a portion of the
sample. Only those patients who had completed the
Q-LES-Q as part of their routine hospital assessment at
both admission and discharge were retained (N = 1,884).
There were no significant differences between responders
and non-responders in age (¢ (3,432) = 1.32, P = .17) or
symptom severity (¢ (2,803) = 1.91, P = .06) at admis-
sion. However, the proportion of males in the non-response
group (31%) was marginally higher than that of the
response group (27%; ;{2(1, N = 3,434) = 5.21, P < .05).
This trend suggests that males were less likely to partici-
pate in the study than females. Patients less inclined to
respond were also those with a shorter length of stay
(responders: M = 15.0 days, Clgsq, = 14.6-15.5; non-
responders: M = 13.2 days, Clgsq, = 12.6-13.7) and had
on average twice as many admissions as those who did
respond (responders: M = 9.5, Clysq, = 8.8-10.3; non-
responders: M = 15.8, Clgsq, = 13.9-17.6). As the two
groups did not differ in severity of illness, these differences
might reflect a disinclination to complete the question-
naires following a brief hospital stay or in a series of
admissions.

The retained sample consisted predominantly of patients
who met diagnostic criteria for mood or affective disorders
(68%), but also included patients admitted for treatment of



Qual Life Res (2009) 18:647-655

649

Table 1 Socio-demographic details of the final sample

Table 2 Primary ICD-10-AM diagnosis on admission to the hospital

Mean (SD) N %
Age 41.1 (14.8) Recurrent depressive disorder 757  59.3
N Percentage Present episode
Mild or moderate 196 15.4
Gender Severe (without psychotic symptoms) 404 317
Female 949 744 Severe (with psychotic symptoms) 36 2.8
Male 327 256 Unspecified 121 95
Marital status Depressive episode 269  21.1
Married or de facto 607 47.6 Mild to moderate 65 51
Single 445 349 Severe (without psychotic symptoms) 149 11.7
Divorced or separated 196 153 Severe (with psychotic symptoms) 14 1.1
Widowed 26 20 Unspecified 41 32
Index of relative socio-economic advantage and disadvantage® Bipolar affective disorder 219 172
Patient’s home suburb falling within Present episode

1st—25th percentile (lowest rankings) 45 3.5 Hypomanic 8 0.6
26th-50th percentile 159 12.5 Manic (without psychotic symptoms) 19 1.5
51st=75th percentile 365 286 Manic (with psychotic symptoms) 3 0.2
76th—100th percentile (highest rankings) 691 54.2 Mild to moderate depression 48 3.8
 Index published by the Australian Bureau of Statistics (2006) from Severe depression (without psychotic symptoms) 39 3.1
Australian census data. The index is a continuum of disadvantage Severe depression (with psychotic symptoms) 7 0.5
(low values) to advantage (high values) derived from census variables Mixed 29 23
such as household income, resources, employment and levels of U fied 66 52

education. Each postal area in Australia is assigned a value relative to .nsp ceiie ) ) ’
the rest of the country. The statistics reported above are based on Persistent mood or affective disorder 23 1.8
postal codes of patients’ home addresses Cyclothymia 2 0.2
Dysthymia 21 1.6
. . . Unspecified mood or affective disorder 8 0.6

an anxiety disorder (18%), substance use (6%), or schizo- P

Total 1,276 100.0

phrenia (5%). To provide the most stringent picture of the
incremental validity of the quality of life measure (given
the strong relationship between affective symptoms and
self-reported quality of life), the sample was restricted to
only those patients with a mood or affective disorder
diagnosis (N = 1,276). The socio-demographic character-
istics of the final sample are shown in Table 1.

Each patient was admitted and discharged on the clinical
judgement of their treating psychiatrist, who was also
responsible for determining diagnosis at admission based
on ICD-10-AM criteria [22]. The breakdown of primary
diagnoses is outlined in Table 2. Most of the sample were
assessed to be severely (50.9%) or mild-moderately
(24.3%) depressed at the time of admission.

Admission and discharge questionnaires were adminis-
tered within 24 h of each by ward nursing staff, whilst
psychotherapeutic interventions were provided by a sepa-
rate team of therapy staff (explained further below).
Questionnaires administered were part of the routine
admission and discharge procedures for the hospital, but
written informed consent for use of the data was obtained
from all patients upon admission. The research was also
approved under National Health and Medical Research
Council ethics guidelines. Hospital fees were covered to

different extents by patients’ private health funds (22 funds
were represented).

Treatment approaches

Virtually all inpatients admitted to the hospital undertake
pharmacological treatment, which is prescribed or
reviewed by their treating psychiatrist on admission, and
monitored throughout their stay. A smaller proportion
(roughly 13%) also undergo electroconvulsive therapy
whilst an inpatient.

In accordance with hospital policy, all patients in the
study were encouraged to participate in group psycho-
therapy programmes to complement their ongoing psychi-
atric care. Therapy streams at Perth Clinic accommodate a
range of patient functioning and needs by offering a variety
of treatment approaches, including cognitive behavioural
therapy, interpersonal therapy, structured activity-based
therapy, and relaxation and stress-management instruction.
The therapy team includes clinical and counselling psy-
chologists, occupational therapists, social workers, family
therapists, and counsellors. Patients are allocated to therapy
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streams based on the recommendations of their treating
psychiatrist, but these differences were not a focus of our
analyses.

Measures

The Medical Outcomes Short Form Questionnaire (SF-36)
is a patient self-report measure of health status that has
been used widely across different patient groups and
diagnostic categories [23]. Perth Clinic uses the four sub-
scales which address mental health outcomes, consisting of
14 items assessing vitality, role functioning, social func-
tioning, and mental psychological distress (over the past
few days). Previous research has validated the use of the
mental health subscales in psychiatric care [24]. As the
Social and Role Functioning domain scores are determined
by single items, our analyses involved only the Mental
Health and Vitality subscales. Internal consistency has
been reported as good (Cronbach’s o greater than 0.8) for
both subscales [25], and the SF-36 has been shown to
demonstrate good construct validity [23].

The 21-item shortened form of the Depression Anxiety
Stress Scales (DASS; [26]) assesses levels of depression,
anxiety and stress experienced over the past week.
Responses are rated on a five-point scale, and high scores
indicate more severe psychopathology. The internal con-
sistency has been reported as high (Cronbach’s oo = .97),
and the construct validity as sound [26, 27]. While the
subscale scores are considered individually for most anal-
yses reported here, a combined DASS score was also used
as a gauge of patient clinical outcome at discharge (derived
by summing the scores of all three subscales, as suggested
by the authors of the scale [26]).

The Health of the Nation Outcome Scale (HoNOS; [28])
is a clinician-rated scale which assesses patient functioning
over the past two weeks in 12 domains. It is sensitive to
change [29], and demonstrates good construct validity [28]
and moderate internal consistency (a product of the diverse
range of the scale items [30]). Staff received regular
training in administering the HoNOS during the study
period to ensure inter-rater reliability.

The Quality of Life Enjoyment and Satisfaction Ques-
tionnaire (Q-LES-Q; [14]) is a self-report measure
designed to assess the degree of enjoyment and satisfaction
experienced in daily functioning by individuals over the
past week. The General Activities section of the Q-LES-Q
is suggested by the developers of the scale to be an
appropriate short form of the instrument, and was adopted
here as more practical for routine application. The short
form consists of 14 items, assessing satisfaction in the
domains of: physical health; mood; work; household
activities; social and family relationships; leisure activities;
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daily functioning; sexual drive and interest; economic
status; living situation; physical stability; vision; and
overall sense of wellbeing. There are two additional items
(satisfaction with medication and overall satisfaction)
which are not included in the scoring. Each item is rated on
a scale of 1-5, and an individual’s score is determined as a
percentage of the maximum possible score of 70 (where a
higher score represents a better perceived quality of life).
The internal consistency of the short form has been
reported as high (Cronbach’s o = 0.89-0.95) with good
construct validity [7, 31].

Design and statistical analyses

A repeated measures design allowed patient outcomes and
instrument sensitivity to be examined. All measures listed
above were routinely administered at admission and dis-
charge from the hospital. Mean length of stay for the
sample (and hence mean time between test and retest) was
15.62 days (SD = 9.77). Mean improvements between
admission and discharge were evaluated by calculating
effect size (where ES = discharge mean—admission
mean)/admission standard deviation). It is recommended to
interpret effect sizes of 0.4—0.8 as moderate, and those over
0.8 as large [32].

The relationships between measures at admission and
discharge were examined through correlation and multiple
regression analyses.

Multiple regression analyses were used to predict patient
outcomes (as measured by the DASS composite score at
discharge), length of stay, and number of days to read-
mission. The criterion variables were inspected for nor-
mality of distributions. The distribution of the composite
DASS score was improved by a square-root transformation
and length of hospital stay by a logarithmic transformation.

Given the large number of comparisons, a criterion
value of P < .01 was taken as significant.

Results
Sensitivity to change

Table 3 shows mean scores for all assessment measures at
admission to and discharge from the hospital. Moderate to
large patient improvements from admission to discharge
were seen across all instruments [32]. This confirms that
even in the relatively short period of an acute inpatient
admission, improvements are evident in both symptom-
atology and subjective quality of life. Scores on the
Q-LES-Q showed a 1.31 standard deviation improvement,
which was considered a large effect size [32], and
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Table 3 Summary of change in measures from admission to
discharge

N Admission Discharge

Mean (SD) Mean (SD) ES*

DASS

Depression 1,262 33.35 (10.68) 17.63 (13.10) —1.47

Anxiety 1,262 23.16 (11.88) 14.00 (11.10) —-0.77

Stress 1,262 30.55 (10.45) 17.83 (11.73) —-1.22
SF-36

Mental health 1,264 29.87 (19.17) 55.22 (22.49) 1.32

Vitality 1,264 22.13 (20.00) 45.14 (23.07) 1.15
HoNOS 1,256 11.18 (4.87) 460 (343) —1.35
Q-LES-Q 1,276 3229 (16.13) 53.41 (19.25) 1.31

4 ES (effect size) = (discharge mean — admission mean)/admission
standard deviation

comparable in magnitude with improvements in symptom
measures.

Relationship with other measures

The relationships between the Q-LES-Q and other mea-
sures in the hospital’s assessment battery were examined
via correlation analyses (Table 4). Unsurprisingly, scores
on the Q-LES-Q appear to be closely related to clinical
measures over the same period. At admission, correlations
with the Q-LES-Q ranged from —.22 (with the HONOS) to
—.58 (with the depression subscale of the DASS). At dis-
charge the Mental Health (r = .74) and Vitality (r = .73)
subscales of the SF-36 demonstrated the strongest rela-
tionship with the Q-LES-Q (note that the direction of this
correlation is reflective of the positive scoring of both the
Q-LES-Q and the SF-36). All relationships between the

Q-LES-Q and symptom measures increased in magnitude
from admission to discharge.

The comparatively weaker relationship between the
HoNOS scale and other measures has been reported else-
where, and can be attributed to the restricted range of the
HoNOS scale [29].

Predictive ability

Multiple regression analyses were conducted to determine
the ability of the various measures to predict outcomes of
interest: patient outcomes at discharge; length of stay in
hospital; and number of days to next readmission. Incre-
mental predictive ability was compared across three sets of
predictors:

1. demographic information (patient gender, age at
admission, marital status, and socio-economic status);

2. symptom-based assessment measures (DASS Depres-
sion, Anxiety and Stress subscales; the SF-36 Mental
Health and Vitality subscales; and total HONOS score);
and

3. the Q-LES-Q scores (admission and discharge).

A summary of the analyses is presented in Table 5.

Patient outcomes at discharge

Preliminary regression analysis suggested that all three sets
of predictors combined could account 20% of the variance
in patient outcome at discharge.

Stepwise regression analysis was used to examine the
incremental predictive ability of each set of variables.
Demographic information accounted for 3.4% of the vari-
ance in discharge outcome, and the inclusion of symptom
measures accounted for an additional 16.2% of variance in

Table 4 Spearman correlation coefficients for assessment measures at admission (top right diagonal) and at discharge (bottom left diagonal)

DASS depression ~ DASS anxiety =~ DASS stress ~ SF-36 mental health ~ SF-36 vitality = HoNOS Q-LES-Q

DASS

Depression A44% 54% —.57*% —.45% 21% —.58%

Anxiety .65% .65°% —.31%* —.14%* 16%* —.38%

Stress J78* 76* —.38% —.19% 15% —.36%
SF-36

Mental health ~ —.76* —-.57* —.70% .64* —.14% ST

Vitality —.65% —.44* —.53* JT* —.06 ST
HoNOS 31* 23% 29% -.J31* —.24* —.22%
Q-LES-Q —.68* —-.51* —.59% JT4% 3% -.33*
* P < .01
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Table 5 Summary of multiple
regression analyses

Beta weights of significant
predictors for the overall models
are shown in bold

* Significant at the P < .01
level

# Individual beta weights not
provided because the overall
model not statistically
significant

B ' P R? F P

Ability to predict discharge outcome .20 27.6* .00
Demographic information

Age -.09 —3.16% .00

Gender —.04 —-1.69 .09

Marital status —.05 —1.80 .07

Socio-economic status .01 44 .66
Symptom measures (admission)

DASS depression 12 3.12% .00

Anxiety 24 6.85% .00

Stress .04 1.06 .29

SF-36 mental health —.08 —2.18 .03

Vitality -.03 —.76 45

HoNOS .08 2.89* .00
Quality of life (admission)

Q-LES-Q .00 .04 97
Ability to predict length of stay in hospital .07 4.96* .00
Demographic information

Age .10 3.18% .00

Gender —.06 —2.21 .03

Marital status —.06 —-1.82 .07

Socio-economic status —.02 —.60 .55
Symptom measures (admission)

DASS depression .09 2.10 .04

Anxiety —.05 —1.16 25

Stress —.05 —1.09 28

SF-36 mental health —.01 —.25 .81

Vitality .01 24 .81

HoNOS .08 2.38 .02
Symptom measures (discharge)

DASS depression —.01 —.11 92

Anxiety 14 2.71% .00

Stress .00 .00 99

SF-36 mental health —-.13 —-2.29 .02

Vitality .09 1.71 .09

HoNOS —.05 —1.41 .16
Quality of life

Q-LES-Q admission -.15 —3.74% .00

Q-LES-Q discharge .16 3.33* .00
Ability to predict days to readmission® -.01 90 .58

discharge outcome. The inclusion of the Q-LES-Q scores
added no statistical value to this model.

Length of stay

The same three sets of predictors were applied to predicting
length of stay. A small but significant amount of variance
in length of stay (7%) was accounted for by the combined

regression model.

@ Springer

A stepwise analysis was conducted to evaluate incre-
mental predictive ability. All three sets of predictors yiel-
ded significant regression equations. Demographic
information alone accounted for 1.2% of the variance in
length of stay, while the inclusion of symptom measures
accounted for an additional 4.2% of the variance.

The addition of Q-LES-Q data accounted for a further
1.6% of variance in length of stay. This was significant
even after taking into account the contribution made by
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demographic information and all symptom measures at
admission and at discharge.

Readmission

The ability to predict the number of days passing before
readmission to the hospital was explored in the same
manner. The inclusion of all three sets of predictors yielded
poor and non-significant predictive ability (R* = —.01,
P = 0.58), and so the incremental validity of each set was
not explored.

Discussion

Analyses revealed that all of the outcome measures used
were sensitive to change and showed large improvements
in the sample during the relatively short period from
admission to discharge. Therefore in comparison with the
other measures reported here, the short form of the Q-LES-
Q demonstrated appropriate sensitivity to change. In a
quality-assurance sense, the improvements reported here
are important information for a psychiatric service pro-
vider, in that large change can be effected over a brief
admission in both symptomatology and quality of life
(despite, perhaps, the latter not being the overt focus of
treatment).

The results imply that improvements in Q-LES-Q scores
are associated with a reduction in depressive symptoms (as
measured by the DASS) and improvements in overall
mental health and vitality (as measured by the SF-36), but
are not equivalent to them. That is, despite the stringent test
provided by the restricted sample, the Q-LES-Q scores
appear to provide additional information to that currently
being captured by the hospital’s measures.

The increase in the strength of the relationships between
symptom measures and the Q-LES-Q from admission to
discharge might be related to the patients’ change in con-
text. Quality of life judgments might be mediated by a
greater number of variables at admission (when the patient
considers their functioning over the past two weeks within
their normal home, work, and relationship environments)
than at discharge (when their frame of reference is a
structured hospital environment with a daily focus on
symptomatology). It might therefore be expected that
quality of life reports will mirror symptom measures more
closely at discharge from an acute hospital stay.

One possibility considered was that satisfaction with the
hospital stay might be a mediator of these converging
scores. We had available a dataset of patients (N = 280)
for exploration of this possibility who had filled out satis-
faction with the treatment they had received at the hospital

(Page, manuscript in preparation). There was no relation-
ship with satisfaction ratings and admission measures of
quality of life or symptomatology, and only a weak rela-
tionship between satisfaction ratings and these measures at
discharge. When satisfaction was partialled out of corre-
lation analyses, the relationships seen at admission and at
discharge between quality of life and symptoms remained
unchanged. These data suggest that there is a weak rela-
tionship between satisfaction with the hospital stay and
quality of life, and a weak relationship between satisfaction
with the hospital stay and symptoms, but this is indepen-
dent of the relationship between quality of life and symp-
toms. We acknowledge that this cannot completely
eliminate the possibility satisfaction is a mediator, but we
would suggest future research might explore this more
broadly.

Scores on the Q-LES-Q did not add to the ability to
predict clinical outcomes. Not surprisingly, the greatest
predictor of psychological symptoms at discharge was the
same construct being measured at admission to the
hospital.

A small but significant contribution of quality of life to
predicting length of stay was seen. Although this was a
small effect, it must be considered that this is separate and
additional variance to what could be explained by a range
of other outcome measures and demographic characteris-
tics combined. The relationship might reflect that a poor
evaluation of quality of life is associated with an increase
in anxiety as the possibility of discharge approaches
(related to a patient’s negative appraisal of their own
ability to function in day-to-day life). This could reduce a
patient’s perceived readiness for discharge, potentially
extending their length of stay. If this is true there may in
future be a role for applying the information captured by
the Q-LES-Q at a more individualised, clinical level. The
content of the scale has potential for informing treatment
and discharge planning, and may facilitate suitable refer-
rals for support within the community or identify areas of
concern for the patient which could be increasing anxiety
levels and delaying their discharge. As this was not the
focus of the study reported here, this would warrant
exploration in future research.

None of the outcome measures accurately predicted
readmission. Despite being an outcome of interest noted by
the Australian National Mental Health Working Group
[21], readmission is notoriously difficult to predict. This
has been suggested to be a product of the wide range of
variables that might influence readmission (including
community support issues, severity or chronicity of disor-
der, and clinician or hospital admission policies [33]).

The generalisations that can be made from the current
dataset need to be considered in terms of the strengths and
limitations of the study. One limitation was the naturalistic,
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hospital-based context used for data collection. This con-
text meant that variables such as medications received,
range of psychotherapy groups attended, and previous
psychiatric history were not controlled for. Hence, some
internal validity was sacrificed to ensure greater ecological
validity in appraisal of the value of the Q-LES-Q for use in
this specific setting. Another limitation is the difference
between some characteristics of the retained sample and
those of the non-responders. Patients who did not complete
the assessment measures were more likely to be male, have
had only a brief stay at the hospital, or be in a series of
admissions. Thus care needs to be taken when generalising
to these groups. However, the large sample of clinical data
presented here and the comparisons allowed by the longi-
tudinal design of the study offer valuable information for
stakeholders in psychiatric care.

This study has reinforced previous findings that con-
siderable impairments in quality of life are associated with
acute presentations of mental illness [34, 35]. Encouraging,
however, is the demonstration that large improvements in
quality of life can be effected over the relatively short
period of a psychiatric admission. The Q-LES-Q was
appropriately sensitive to change within this timeframe, but
its ability to contribute to predicting outcomes of interest
had minimal implications for service delivery. A conver-
gence in the relationship between symptom measures and
the Q-LES-Q might reflect the narrowing of appraisal
context seen within an inpatient stay. What remains now is
to explore how best to integrate this information into an
acute inpatient model of care.
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