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Introduction by the column editor:
This month’s column may sur-
prise readers who have a slanted
view of Chinese psychiatry as be-
ing misused for political purpos-
es. In actuality, treatment of peo-
ple with serious mental illness in
China has made great strides in
the past two decades as methods
used in Western societies have
been avidly adapted by clinicians
in major Chinese cities. In 1993,
I conducted a two-week work-
shop in Beijing on psychiatric re-
habilitation for psychiatrists
from throughout China (1). In
subsequent visits I was im-
pressed by the fidelity with
which Chinese psychiatrists con-
ducted social skills training. Al-
though most psychiatric services
in China are still delivered in
large hospitals, the following re-
port from Beijing documents
that positive outcomes for com-
munity reintegration are possi-
ble in large institutions.

Chinese patients with schizo-
phrenia experience the same

repeated relapses and rehospitaliza-
tions, disability, and poor quality of
life as their counterparts in the
United States. In addition, Chinese

culture casts extraordinarily high
levels of stigma on people with men-
tal illness, which raises serious barri-
ers to these individuals’ reintegra-
tion into family and community life.
The mentally ill in China are treated
in large, long-stay psychiatric hospi-
tals where treatments include active
and passive music therapy, exercise,
and horticulture therapy. Only re-
cently have community-based serv-
ices become available. At An-Ding
Hospital in Beijing, which is affiliat-
ed with the Capital University of
Medical Sciences, a controlled study
was carried out to compare a multi-
modal approach to treatment and
rehabilitation of inpatients with
schizophrenia with treatment as
usual.

Methods
Patients and setting
An-Ding Hospital contains 16 wards
that serve as many as 867 patients at
any one time. During the 18-month
study period in 2002–2003, a total of
635 patients who had been given a
provisional diagnosis of schizophre-
nia were admitted to the hospital.
Patients were excluded from the
study if they did not meet the DSM-
III-R criteria for schizophrenia, had
concurrent mental retardation, did
not have a family member who
agreed to provide housing for the
patient after discharge, suffered
from severe physical disease, lacked
education beyond the sixth grade, or
did not give informed consent. A to-
tal of 124 patients met the entry cri-
teria and were randomly assigned to
a rehabilitation group or a control
group.

At baseline, no significant differ-

ences between the two groups were
noted on education, family history,
employment history, marital status,
illness course, or number or duration
of past hospitalizations. Types and
dosages of antipsychotic medications
were prescribed on a doctor’s-choice
basis, and the medications were ad-
ministered by nursing staff. Attrition
was minimal; 61 patients in each
group were successfully followed up
one year after discharge.

Rehabilitation program
The multimodal rehabilitation pro-
gram was delivered in groups of
eight to ten patients over the course
of two months in the hospital. Treat-
ment and rehabilitation were inte-
grated by interdisciplinary teams and
took place in four phases: control of
psychotic symptoms by titration of
medication and ward activities and
social interactions with staff and
other patients; improvement of so-
cial functioning through individual-
ized social skills training (2) and
prompting and reinforcement of pa-
tients’ initiating and satisfactorily
performing activities of daily living
and social interaction, providing op-
portunities and encouragement for
social interaction and relaxation for
stress management; occupational
therapy that was individualized for
compatibility with patients’ educa-
tion, previous work experience,
phase of illness, interests, prefer-
ences, and skills; and social integra-
tion during which patients partici-
pated in two educational programs,
or modules, translated from those
developed in California—one on
medication management and one on
symptom management (3).
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The occupational therapy phase
comprised a variety of work experi-
ences, ranging from simple to more
complex tasks: cleaning, sewing,
packaging, welding, machine-based
cutting of plastics and other materi-
als, electrothermal sealing of pack-
ages, and caring for domesticated
animals. Patients received social re-
inforcement and material rewards
contingent on their showing progress
in completing work tasks during this
phase. The purpose of the social in-
tegration phase was for patients to
learn and demonstrate use of disease
management skills, leading to med-
ication self-administration and a re-
lapse-prevention plan.

The control group participated in
standard inpatient services and ac-
tivities: individualized medication
linked to clinical response, encour-
agement to complete activities of
daily living, milieu therapy, music
therapy, occupational therapy in-
volving arts and crafts, exercise
classes, and discharge planning with
the aid of a social worker. Patient-
staff contact was considerably less
for the patients in the control group
than for those in the rehabilitation
group.

Evaluation
Double-blind assessments of pa-
tients in the two treatment condi-
tions were carried out by a team of
three psychiatrists and two senior
nurses whose interrater agreement
ranged from a kappa of .88 to a kap-
pa of .97. Assessments were multi-
dimensional and were conducted
every two weeks during the hospital
phase and monthly after discharge
to the community. The results are
shown in Table 1 for symptoms
(measured with the Brief Psychi-
atric Rating Scale), social function-
ing (measured with the 30-item
Nurses’ Observation Scale for Inpa-
tient Evaluation and the Social Dis-
ability Screening Scale), employ-
ment, psychotic relapse, and rehos-
pitalization. The definition of em-
ployment was six months or more of
work in the open marketplace in a
factory, an office, or a store or pub-
lic service work. In all six assess-
ment domains, the patients in the
rehabilitation group improved sig-
nificantly more than their counter-
parts in the control group from
baseline to discharge and from dis-
charge to follow-up in the commu-
nity (p<.001).

Conclusions
Because this study was carried out
with ordinary clinical staff in a typi-
cal Chinese psychiatric hospital, it
can be viewed as a study of effective-
ness rather than efficacy. Although
the social skills training methods that
were used in the rehabilitation pro-
gram were borrowed from those de-
veloped in the United States, they
were adapted for acceptability and
relevance in Chinese culture. For ex-
ample, because of the importance of
family cohesion and joint decision
making in China, the key family
members of patients were involved
in some of the training sessions with
patients when the topics were use of
medication and an emergency plan
for relapse prevention.

Relaxation for stress management
was taught in the context of “passive”
music therapy, wherein patients lis-
ten to music with headphones while
rhythmic lights are projected onto
the walls of the room.

Unlike in the United States, the
number of psychiatric beds per capi-
ta is on the increase in China, and
community-based services are ex-
tremely limited. It is our belief that
active promotion of psychiatric reha-
bilitation in Chinese psychiatric hos-
pitals at the present time will pave
the way for large-scale implementa-
tion of community-based rehabilita-
tion in the future.

Afterword by the column editor:
Cross-cultural replication of psychi-
atric rehabilitation modalities repre-
sents a form of discriminant validity
in which similar results are obtained
in different countries. For example,
favorable results with the medica-
tion management module have been
replicated in a previous study in
China (7). Although two months of
inpatient treatment for acute schizo-
phrenia is far more than that avail-
able in almost all American facili-
ties, this variation also illustrates
how local policies, conditions,
staffing, and resources dictate the
specific qualities of an intervention
in effectiveness studies. It is notable
that the results of this study in Bei-
jing mirror those obtained with sim-
ilar rehabilitation programs in other
countries (4,5). The high rate of dis-
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Results from a controlled clinical trial of a psychiatric rehabilitation program com-
pared with customary treatment for Chinese inpatients with schizophrenia

Rehabilitation group Control group

Variable N or mean % N or mean %

NOSIE-30 (mean±SD change 
score, discharge to follow-up)a –10.5±6.8 11.4±8.3∗

BPRS (mean±SD change score,
discharge to follow-up)b 3.3±13.7 –9.2±5.7∗

SDSS (mean±SD change score, 
discharge to follow-up)c 4.0±2.7 –3.9±1.9∗

Patients experiencing relapse 6 10 42 69∗

Patients who were rehospitalized 2 3 34 56∗

Patients who were competitively 
employed 25 41 8 13∗

a Nurses’ Observation Scale for Inpatient Evaluation. A higher positive rating indicates better func-
tioning at follow-up than at discharge. Change scores were calculated by subtracting the follow-up
scores from the discharge scores. Total NOSIE scores were computed by combining positive and
negative factor scores after changing the sign of the negative scores for consistency with the posi-
tive scores.

b Brief Psychiatric Rating Scale. A higher positive score indicates greater severity of symptoms at
discharge than at follow-up.

c Social Disability Screening Scale. A higher positive score indicates better social functioning and
less disability at follow-up than at discharge

∗p<.001
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charged patients with schizophrenia
who secured employment in regular
jobs parallels the benefits achieved
by supported employment programs
in the United States. This finding
suggests that the mode and focus of
rehabilitation are as important as
the locus in regard to favorable out-
comes for patients (6). ♦
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The editor of Psychiatric Services’ Child & Adolescent Psychiatry column,
Charles Huffine, M.D., invites papers focusing on systems of care for children
and adolescents with serious and complex mental and behavioral disorders. In re-
cent years great progress has been made in developing methods of addressing se-
rious disorders in this population. In 2002 the journal began publishing the col-
umn in hopes of providing a forum for introducing some of these innovations to
a broad mental health readership. 

Dr. Huffine is soliciting reports of collaborative work on behalf of children’s
mental health among pediatric medical care systems, social service agencies, spe-
cial education programs, the juvenile justice system, drug and alcohol treatment
programs, and family advocacy groups. The column features papers that describe
innovations in programming and new clinical methods to address the complex so-
cial and developmental problems of seriously emotionally disturbed children and
adolescents. Papers should describe innovative clinical programs that are mind-
ful of contextual issues, training that prepares psychiatrists to work in changing
systems of care, clinical issues that arise in cross-agency collaborative work, and
a broad range of related topics. 

Papers should be no more than 1,600 words and should be submitted directly
to Dr. Huffine. For more information about the column or to propose a submis-
sion, please contact Dr. Huffine by e-mail (chuffine@u.washington.edu) or by
mail (3123 Fairview Avenue East, Seattle, Washington 98102). 
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