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Background: Severe Mental Disorders have become a topic of increasing interest in research due to their serious consequences for the quality of life and functioning. In the pages that follow, it will be argued that the self-care ability and its influencing factors among patients with severe mental disorders in Beijing, according to the questionnaire survey in 2019.

Methods: Proportionate stratified sampling was used to select representative patients as samples. The demographic characteristics of were obtained from the Management Information System for Severe Mental Disorders and the questionnaires. The self-care ability was measured by self-made scales. Descriptive statistics, t-test, and multiple linear regression were used to analyze the data.

Results: We surveyed 662 people and found that the deficiency of self-care ability is common in patients with severe mental disorders. Self-care ability was positively correlated with educated levels and guardian takes care of alone, and negatively correlated with age, course of disease and physical disease (P < 0.05). From a dimensional perspective, the daily basic activity was positively correlated with educated levels and negatively correlated with physical disease (P < 0.05); the housework ability was positively correlated with gender, educated levels and medication adherence, and negatively correlated with source of income and physical disease (P < 0.05); the social function was positively correlated with educated levels, guardian takes care of alone and medication adherence, and negatively correlated with age, source of income, course of disease and physical disease (P < 0.05).

Conclusion: The self-care ability of patients with severe mental disorders is affected by many factors, including patient characteristics and social factors. Therefore, targeted interventions are needed to help patients restore their self-care ability, which requires the joint efforts of the government and the whole society.
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INTRODUCTION

The World Health Organization defines Severe Mental Disorder (SMD) as a group of conditions that include moderate to severe depression, bipolar disorder, and schizophrenia and other psychotic disorders (1). The patients usually have moderate to severe impairment of work or non-work activities, as well as impairments in social function and daily basic mobility (2). To make matters worse, SMD is usually accompanied by physical diseases, such as cancer, cardiovascular disease, diabetes, stroke, tuberculosis, and AIDS, etc. (3). The WHO claims that around 1 in 9 people in settings affected by conflict have a moderate or severe mental disorder, and SMD patients die 10 to 20 years earlier than the general population (4). In addition, depression disorders are listed as one of the top 10 causes of DALY (5). Because of the disease, patients often have obstacles in personal wellbeing, social relationships, and work productivity (6). WHO said the depression and anxiety cost the global economy US$ 1 trillion each year (7). Mental, neurological, and substance use disorders also make up 10% of the global burden of disease and 30% of the non-fatal disease burden (4). In China, there are six types of SMD: schizophrenia, bipolar disorder, paranoid disorder, schizoaffective disorder, mental disorders in epilepsy and mental retardation (8). Studies have mentioned that between 2012 and 2030, the loss of productivity due to mental illness in China will reach US$900 million (9). So, improving the self-care capacity of people with mental disorders is a necessary measure to promote population health and reduce the burden on patients, families, and society.

To better help people with mental disorders recover, WHO launched the Comprehensive Mental Health Action plan 2013–2020 in 2013 (10). This plan supports the establishment of organizations to help people with mental disorders and psychosocial disabilities. It also suggests that a multi-sectoral collaboration is required to offer assistance at different stages of the life course such as educational opportunities, employment, participation in community activities, etc. In China, the national “686 Program” (also called “Central Government Support for the Local Management and Treatment of Serious Mental Illness Project”) provided treatment and assistance for patients with poor families and implemented “unlocking” actions for patients locked at home, to increase the rate of patients' recovery and return to society (11). In response to the call of promoting the self-care ability of SMD patients to recover, a series of policies focusing on community rehabilitation have been issued all over the country. Jilin, Jiangsu, Jiangxi and other places provide rehabilitation services such as labor skill and social ability training for patients through community pilots. Such a community-based model of mental disorders to help patients recover also has been implemented in the United States, Britain, France, Japan, and other countries (12, 13). Hunan Province, drawing on the experience of the United States (14), introduced more humane care called “the clubhouse model.” This model regards patients as members and helps patients actively integrate into society by establishing an open, relaxed and positive rehabilitation environment.

Beijing, as the capital of China, also attaches great importance to the rehabilitation of people with mental disorders. According to the 2020 Annual Report on the Monitoring of Severe Mental Illness, the number of SMD patients registered in Beijing is 81,347 (15), and the cumulative number of patients has been increasing in recent years. The Implementation Program for precision care for persons with disabilities in Beijing (2018-2020) proposes a “1+6” plan system, which requires communities to have the infrastructure to provide rehabilitation training, self-care training, and social adaptability counseling. In 2018, Beijing launched a pilot construction of a psychosocial service system to help patients recover their physical and mental health more comprehensively with the help of the community. Because of the financial burden and care burden caused by severe mental disorders, many measures have been implemented. If we can improve the self-care ability of patients, it is not only a good thing for patients themselves or their families, but also of great significance to maintain social stability. However, only a few publications are researching the self-care ability of SMD patients in China. Li et al. (16) investigated the self-care ability of patients with mental disorders in three medical institutions, and the results showed that patients in the hosting centers and rehabilitation centers had strong self-care ability. Chen et al. (17) investigated the self-care ability and social support of elderly patients in the community, and the results showed that the elderly have impaired daily life function and lack social support. In the past ten years, there has been less research on the self-care ability of SMD patients abroad. Based on the necessity for further research, this study aims to investigate the current situation of self-care ability in SMD people and the factors that affect it, in the hope of obtaining more targeted assistance to patients and providing the basis for improving relevant policies.



MATERIALS AND METHODS


Sample and Data

In Beijing, when the SMD patients were diagnosed by psychiatric hospitals, their information was recorded in the Beijing Municipal Management Information System for Patients with Severe Mental Disorders in order to provide assistance. We used this system to select a representative sample to conduct a cross-sectional study of SMD patients in Beijing. The demographic characteristics and self-care ability of patients were obtained from the System and questionnaires (The questionnaire can be found in Multimedia Appendix 1 and the raw data can be found in Appendix 2). To ensure the quality of the investigation, we recruited medical students with social medical background as investigators. Investigators are trained for 1 day on the application of the scale and data collection before the commencement of the investigation. The investigators are required to explain the purpose of this study to ensure that all respondents participated voluntarily and signed informed consent. This study passed the ethical review conducted by the Medical Ethics Committee of Capital Medical University. Questionnaires are distributed one-on-one and answered anonymously, guardians are interviewed face-to-face, and questionnaires are unified and collected by investigators.

The samples were obtained by proportionate stratified sampling in SMD Patient Management System using the following steps: first, the total sample size and sampling districts was determined. Four districts were selected according to the functional areas of Beijing (including the core area of the capital function, Urban Fringe's Sustainable Development, urban development zone, ecological conservation area), plus Tongzhou District (deputy city center). As a result, XiCheng, ChaoYang, ChangPing, TongZhou, and MiYun were selected. The selected districts are shown in Figure 1. Second, the sample size of the district was calculated based on the proportion of patients in each district, and the sample districts are divided according to urban and rural areas, with a random selection of 1 street and 1 township from each of the two areas. Third, the sample size of the street/township was determined based on the ratio of the number of people in each street/township, and then to make the sample representative, patients were grouped by gender-age and the number of patients in each group was calculated based on the gender-age ratio in Beijing in 2017. Finally, the patients were selected randomly according to the calculated number of samples of each group. Because the guardian is the main caregiver of the patient, who has a better understanding of the patient's self-care ability and more accurate evaluation, so the questionnaire was answered by the guardian.


[image: Figure 1]
FIGURE 1. Districts sampling situation.


The inclusion criteria for survey subjects of this study are as follows: (1) Patients have been registered in the management system and diagnosed with one of the six types of severe mental disorders (the six severe mental disorders are schizophrenia, bipolar disorder, paranoid disorder, schizoaffective disorder, mental disorders in epilepsy and mental retardation); (2) The guardian is the primary caregiver of the patient and has a sound cognitive function; (3) The patient and guardian are volunteered to participate in the survey. The following exclusion criteria were applied: Patients who have not been profiled in the management system for SMD patients. Nine hundred and thirty questionnaires were distributed in five districts of Beijing, of which 910 responded, accounting for 97.9%. After deleting the missing values and illogical responses, the final sample consisted of 662 people.



Instruments

In this research, the self-designed questionnaire was used to evaluate the self-care ability of patients. There are several steps to select the items for the questionnaire. First of all, the questionnaire was designed by referring to the Activities of Daily Living (ADL) scale, which has been used in many previous studies and proved to have good reliability and validity (18, 19), and the factors that might affect the self-care ability. Secondly, the questionnaire had been revised after experts' evaluation. Thirdly, a pre-survey was executed with a small sample to further modify the instruments. The final questionnaire is divided into two parts. The first part is the demographic characteristics. Previous studies have shown that factors such as age, course of illness, and gender have an impact on mental health (20, 21). Taş (22) showed that self-care ability point average of individuals who were single, did not have children, or had a member of family with mental disease was significantly lower. Based on experience, information on the patient's gender, age, household registration, education level, etc. was collected from System and questionnaires. The data on medication adherence and mental stability need to be rated by the guardian on a Likert scale, as well as fill in information about the patient's diagnosed physical disease through a questionnaire. The second part is the evaluation of self-care ability by referring to the ADL scale. The scale consists of 18 items and is subdivided into 3 dimensions. These three dimensions are daily basic activities (9 items, including meals, dressing, bathing, etc.), household activities (3 items, including sweeping, cooking, and laundry), and social activities (6 items, including shopping, making phone calls, managing finances, etc.) (23, 24). Each item is rated as “patients can't do it at all,” “patients need help from others to do it,” “patients themselves can do it completely,” assigned 1 to 3, the resulting score ranges between 18 and 54, the higher the score, the better self-care ability.

Cronbach's α was used to measure the reliability and Kaiser–Meyer–Olkin (KMO) was used to measure the validity. The results have shown that Cronbach's α is 0.940 and the KMO was 0.929, which demonstrated high levels of reliability and construct validity.

In order to make the mean values comparable across dimensions, the scores are standardized with 100 as the full score. Descriptive statistics were used for reporting the characteristics of the sample, as frequencies and percentages for count data, mean values, and standard deviations (SD) for measurement data. To examine the impact of demographic characteristics and other factors on the self-care ability of patients, there are two steps in statistical analysis. The first step is to use the t-test to compare self-care ability according to two-state independent variables (such as male and female) and ANOVA was used to compare self-care ability according to more than two states variables (such as educated levels). The second step is multiple linear regression. Since the results of the regression analysis did not require comparison across dimensions, the unstandardized scores were used for the analysis to improve accuracy. Self-care ability is divided into three dimensions: daily basic activities, household activities, and social activities. So, multiple linear regression was used in each dimension. All statistical analysis is achieved through SPSS 26.0 and variables are considered statistically significant at the typical 95 % level.




RESULTS


Description of the Basic Characteristics of the Sample

The basic characteristics of all respondents in this study are shown in Table 1. The sample consisted of 348 women and 314 men, ranging in age between 16 and 97 years. Most of them were over 40 years of age, accounting for 79.2%. In addition, 82.3% of the patients were urban residents, 16.5% of them had a college degree or above, 55.9% of them had a disease course of 20 years or longer. There were more patients with schizophrenia and bipolar disorder, of which 63.4% were schizophrenic, 12.4% were with bipolar disorder, 47.7% had the physical disease, and 69.3% of them used pensions or dole as the main source of income.


Table 1. Description of respondent characteristics.
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Variables Assignments and Univariate Analysis Results

The variable assignment situation and the univariate analysis affecting self-care ability are shown in Table 2. It can be seen that the self-care ability of patients had different degrees of damage. Among them, the scores of basic daily activities were high, while the scores of domestic activities and social functions were low, indicating that these two abilities were seriously damaged. The results also indicated that: age, education, course of disease, and physical disease were statistically significant in all dimensions. Mental stability, which means the mood fluctuation is controllable and will not affect the daily life, was statistically significant only in total ability, gender was statistically significant only in the dimension of housework activities, and medication adherence was statistically significant only in the dimension of social function. In terms of disease type, compared to other diseases, patients with schizophrenia and bipolar disorder have better overall self-care ability and better ability to perform basic daily activities than patients with other mental illnesses; bipolar patients have better social functioning than patients with other mental illnesses.


Table 2. Variables assignments and univariate analysis results.

[image: Table 2]



Multiple Linear Regression Analysis Results

The multiple linear regression was used to analyze the impact of demographic characteristics, disease-related characteristics, and medication adherence on self-care ability. The results are shown in Table 3. Patients who were young, highly educated, had a short course of illness, no physical illness and a guardian caring for them alone had a high level of comprehensive self-care; Patients with a high level of education and no physical diseases had a greater ability to perform basic daily activities; Patients who were female, had a high level of education, relied on wage as a source of income, had no physical diseases and had good adherence with medication were more able to perform household activities; Patients who were younger, had a high level of education, relied on wage as a source of income, had a short course of illness and good adherence with medication, did not have a physical disease and were cared for alone by a guardian had greater social functioning. In general, educational level and physical disease had an impact on all dimensions of self-care. Regression coefficients of each dimension passed the test at the 0.05 significance level.


Table 3. Multiple linear regression model results.
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DISCUSSION

The status of people with severe mental disorders in many countries is not very good. Berlim et al. (25) suggested that the quality of life in patients with mental disease is poor in Brazil, which is true in the United States, Germany, and South Africa (26–28). This study also found that the self-care ability of patients with severe mental disorders in Beijing was impaired. The results showed that most patients were older, had long illnesses, and nearly half had the physical disease at the same time. The characteristics of respondents are similar to Fleury et al. (29) and Shumye et al. (30). The average scores of basic daily activities are more than 90, indicating that patients have a strong ability to eat, dress, and other simple behaviors generally. The weakening of housework and social function is more serious, with an average score of <80, which is much lower than the ability of basic daily activities. Although this study did not explore the reasons for the weakening of ability, it has been analyzed in previous literature. Some scholars suggested that one of the reasons is the lack of perseverance and enthusiasm for life, resulting in the inability or unwillingness to participate in housework and social activities actively (31, 32). On the other hand, prejudice and discrimination are common in society, and the patients have a sense of stigma (33) makes them lack social identity (34), resulting in more serious damage to social function. So, it is necessary to popularize mental health knowledge in the whole society. In this way to enhance the awareness of mental illness prevention and change people's prejudice against mental disorders. This research also found that patients with schizophrenia and bipolar disorder have better self-care ability compared to other psychiatric disorders, and Lan et al. (35) also indicated that patients with these two disorders have better treatment compliance, which suggests that we can improve patients' self-care ability by increasing compliance. Therefore, mental health knowledge should be further disseminated to make patients subjectively willing to accept treatment, while objectively promoting patients to accept treatment through follow-up visits by community physicians.

This study found that some demographic characteristics have a significant impact on patients' self-care ability. First of all, the patient's educational level affects all the dimensions of self-care abilities including daily basic activity, housework, and social function, which showed the higher the level of education, the stronger the self-care ability. Caron (36) has pointed that patients with a high level of education have a higher awareness of the disease and are more willing to accept treatment and cooperate with communities in rehabilitation activities (36). Other factors also affect the patient's self-care ability but have different effects on the different dimensions. For example, gender only affects housework ability, while age only affects social ability. Women are often the main contributors to domestic activities in traditional families in China, so female patients have greater housework ability (36). The older patients have poorer memory and understanding ability, which reduces their willingness and ability to participate in social activities. This inference was similar to a study by (20) who found that age was a factor influencing the quality of life among older people in Songkhla (20). Therefore, classified management can be implemented for patients. For patients with higher education, the goal is to promote their self-care ability to return to the normal level. Because the patients with higher education have higher treatment compliance than other patients, who are easier to restore health. For the elderly vulnerable group, the goal is to help them improve their self-care ability as much as possible. The community should visit the patients regularly to understand their physical and mental status and medication. Welfare institutions such as nursing homes should pay more attention to the mental health of the elderly because the elderly are more likely to have psychological problems due to the lack of family companionship.

Another finding of this study is that the longer the course of the disease, the weaker the patient's ability to do housework and social function. Mental disorders, as a chronic disease, have the characteristics of long course and frequent recurrence (37). Patients tend to lose confidence and become negative, gradually changing from complementary treatment to resistance therapy in the process of long-term treatment. In addition, previous studies have shown that mental disorders are often associated with physical diseases (38–40). Impaired physical and mental health prevents patients from engaging in housework and complex social activities (41). So, clinical research needs to pay attention to complications and promote the recovery of overall function through combined therapies. What's more, it is necessary to promote the reorganization of health care to facilitate treatment and recovery of people who are struck by comorbid mental and physical disorders.

Insist of drug treatment can help improve the symptom. Ansari et al. (42) study has found that improving medication compliance is of great significance to the management of schizophrenia. But researches have shown that the medication compliance of patients with mental disorders is generally poor (43–46). Thus, interventions to improve medication adherence among SMD patients are urgently needed. Sun et al. (47) pointed out that there was a significant correlation between economic and medication compliance. So, the Community Free-Medication Service policy (CFMS) was implemented in Beijing in 2013 to reduce the financial burden caused by taking medicine. The existing research also suggested that family and community play an important role in improving medication compliance (48, 49). Therefore, health education should be carried out for patients and families. At the same time, we should also improve the quality of doctors and community service. Through case management and medication consultation to improve patient's medication compliance.

The main contributions of this study are as follows: firstly, the sample was selected in the community rather than in psychiatric hospitals like most previous clinical studies. For the reason that with the development of deinstitutionalization, SMD patients gradually return to the community and the focus should be on the community. Secondly, the study described the overall situation of mental disorders and the participants covered all kinds of SMD people, rather than patients with a certain type of mental disorders (such as bipolar disorder, depression, etc.), the results are more comprehensive. In addition, compared with developed countries such as the United States, Britain, and Germany in previous studies (50–52), this article provides empirical evidence under different research context. China is a country with low and medium economic development levels with a large population. Unlike other developing countries such as India (53), China's political system has its particularity, and so does its medical and health care system. This study also has some limitations. One is that the questionnaire was answered by guardians for the reason that they know more about the patient's self-care ability with the perennial care. The view of evaluation will be more comprehensive if the doctor's opinions are added. Besides, due to the limited research time and resources, this study is a simple cross-sectional design. It is difficult to explain the causal relationship between mental disorders and impaired self-care ability. What's more, mental disorders often have complications, which can also damage the patient's self-care ability. What kind of disease impairs the self-care ability needs more in-depth research. At the same time, patients with serious impairment of self-care ability may be inconvenient to be investigated, so there is an error between the survey results and the actual situation. After that, the people selected in this survey can be followed up regularly to further explore the relationship between mental disorders and self-care ability.



CONCLUSION

A cross-sectional study was used to explore the self-care abilities of SMD patients. The results showed that most patients had impaired self-care ability and it is influenced by many factors. It is suggested to strengthen the assistance to vulnerable groups, and pay attention to the psychological intervention of patients. The impairment of self-care ability caused by complications also needs attention. There should be a more meticulous comprehensive treatment plan. Family and community intervention can be used to improve patients' medication compliance and help patients recover their self-care ability.
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