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Summary y 

Objective e 

Too study changes in (unmet) needs for care of a group of outpatients with schizophrenia 

overr an 18-month time interval; and to investigate whether patient's needs for care are 

relatedd to their subjective Quality of Life (QoL). 

Method d 

Thee Camberwell Assessment of Need (CAN) was used to measure needs for care; QoL was 

measuredd by the Lancashire Quality of Life Profile (LQoLP). 

60 0 
Results s 

Mostt unmet needs were reported in the dimensions Social needs and Health needs. The over-

alll proportion of unmet needs decreased on the majority of the domains over an 18-month 

t imee interval. Information about individual dynamics in unmet needs revealed important 

additivee information with regard to the ratio of persistent and transient unmet needs for the 

domainss of the CAN. Quality of life was related to the total number of unmet needs, to the 

ratioo of unmet / total needs, and to unmet needs on several individual domains. Associa-

tionss were in the expected direction. Associations between changes in needs and changes 

inn QoL were non-significant. 

Conclusion n 

Informationn of the CAN to explore changes in needs for care at an individual level reveals 

thatt the dynamics of reported needs can be more substantial and diverse than becomes 

clearr from prevalence ratings at two time points alone. The fact that (persistent) unmet 

needss tended to be associated with a worse subjective QoL, gives indications for mental 

healthh professionals to prioritise specific areas of intervention. 



4 . 11 Introduction 

Schizophreniaa often has far reaching and enduring consequences on many life domains for 

thee people who suffer from it. With the process of deinstitutionalization the focus of services 

wass extended from caring and controlling to integrating people in the society by helping 

themm to train their skills and increase their autonomy. Contemporary community mental 

healthh care services for people with long term mental disorders aim to cover their needs 

forr care on a broad area of life domains. Systematic assessment of needs for care can be 

usedd to identify individual goals in mental health care ( 1 , 2, 3, 4, 5) and to determine which 

servicee or what professional caregiver should provide care regarding the specific needs of 

aa particular patient with chronic mental illness (6). 

Whilee needs for care can be seen as the starting point for the interventions for people with 

chronicc mental illness, the ultimate goal of these interventions is to improve or to maximise 

patientss ' quality of life. Consequently the outcome or effectiveness of specific interventions 

iss nowadays frequently measured in terms of its impact on patient's quality of life (QoL) 

(7,, 8). Here the implicit assumption is that the number of (perceived) needs for care of a 

patientt in combination with the extent to which these needs are met by professional care-

giverss must be related in some way to a patient's perceived QoL. 

Severall studies have been conducted that focus on this relationship of needs and QoL (9, 

10,, 1 1 , 12). One drawback of these studies is the lack of consensus about definition and 

operationalisationn of needs for care (3, 13, 14) and QoL (15, 16, 17, 18). According to Brewin 

&& Wing (14) needs can be viewed as 1. Shortcomings or lacks in upholding general goals 

off health and well-being, 2. a lack of access to recourses or appropriate forms of care or 3. 

aa reflection of a lack of specific activities by mental health care professionals. With regard 

too QoL diverse approaches are used as well, varying from objective QoL to subjective QoL, 

fromm a domain-specific life satisfaction approach to QoL as a more direct reflection of the 

patient'ss health status or (role) functioning. 

Inn previous studies evidence for a global as well as for a domain-specific relationship bet-

weenn needs for care and QoL were found. People with more needs for care on different 

lifee domains experienced lower QoL in terms of life satisfaction (12). This relationship was 

strongestt for the so-called unmet needs for care. Fakhoury et al (19) found the total amount 

off needs (without distinction between met and unmet needs) to be significantly correlated 

withh subjective QoL, cross-sectionally, as well as with regard to changes over a 9-month 

t imee interval. Correlations between changes in needs and QoL were only significant for a 

firstt admission group however and were not found for long-term hospitalized patients. In 

aa recent multi-center study, Hanson (9) found that having more unmet needs, as rated by 

bothh key workers and patients, indicated a worse overall subjective QoL; no such associ-

ationn was found for met needs. Wiersma & Van Busschbach (10) however found both met 

andd unmet needs to be strongly related to the average EuroQoL-index score (i.e. Quality 

Adjustedd Life Years). A lower subjective life satisfaction was in particular related to needs 

inn the domains company, psychological well-being, daily activities and sexuality (11) and 

too unmet needs in the domain social relationships (9). 



Aimss of the study 

Thee longitudinal character of the study we present here allows us to: 

1.. assess the temporal stability of needs for care 

2.distinguishh between persistent and more transient needs for care on varying life do-

mains s 

3.. assess whether low QoL is mainly related to more persistent unmet needs 

4.. assess whether the ratio of unmet needs to the total number of needs is associated 

withh QoL 

5.. to study longitudinal relationships with QoL 

6 22 4 .2 Method 

Studyy sample and design 

Inn a two-step procedure 143 patients with a diagnosis of schizophrenia (ICD F20) between 

188 and 65 year of age were selected. In the first step an administrative prevalence sample 

off patients with any ICD-10 diagnosis from the range F20-F25 (World Health Organisation) 

wass identified from the caseloads of specialist mental health services (in-patient, outpatient 

andd community) in two regions in the Netherlands: an urban region (Amsterdam SouthEast) 

andd a rural region (West Friesland). To be eligible for this sample patients needed to have 

beenn in contact with mental health services during the three-month period preceding the 

startt of the study. Amsterdam subjects took also part in the EPSILON study of schizophrenia 

(20).. The following exclusion criteria were used: extended in-patient treatment episode for 

longerr than one year (at the moment of selection); current imprisonment; the presence 

off learning disability, primary dementia, another severe organic disorder and insufficient 

knowledgee of the Dutch language. In the second step the psychiatric diagnosis was confir-

medd by research staff based on medical records and clinician information using the I tem 

Groupp Checklist (IGC) of the Schedules for Clinical Assessment in Neuropsychiatry (SCAN) 

(21).. Only patients with an ICD-10 F20 (schizophrenia) research diagnosis were included 

inn the study. 

Afterr informed consent was obtained, these 143 patients were interviewed by trained in-

terviewers;; psychologists (n=4) and doctoral students in psychology in the final year of 

theirr education program (n=4) . Eighteen months after the first assessments, all patients 

weree contacted again by the research group for a second assessment; 111 patients (78%) 

participatedd in this second assessment. Reasons for dropout were: patient's refusal (13%), 

feelingg too ill to participate (3%) , or lost to follow-up (the research team was not able to 

tracee and contact the patient: 6%). 

Ins t ruments s 

TheThe Camberwell Assessment of Need 

Thee Camberwell Assessment of Need - European Version (CAN-EU) (22, 1) is a structured 

intervieww that measures needs for care on 22 life domains. A clinical and a research version 

off the CAN are available. In this study the research version was used. Respondents can 

bee patients and/or carers. For this study only the patient-version was administered. Each 

measuredd life domain contains four sections, of which we used the first one. In this section 

thee patient is asked whether in the past four weeks on that particular life domain there was 

eitherr no problem, a problem for which adequate (formal or informal) care was received (met 

need)) or whether there was a serious problem (unmet need) on the particular life domain. 

Threee summary scores can be computed: the total number of needs, the total number of 



mett needs and the total number of unmet needs. A total score is computed when at least 

188 of the 22 domains are scored. These 22 domains can be grouped in five dimensions (CAN 

manual,, Research version 3.0-E): Basic needs, Health needs, Social needs, Functioning 

needss and Services needs. 

TheThe Lancashire Quality of Life Profile 

Thee Lancashire Quality of Life Profile (LQoLP) is a structured interview developed for people 

withh serious mental illness, measuring both domain specific and general quality of life (23). 

Thee extended Dutch version of the LQoLP (24, 25) comprises the following domains: satis-

factionn with health, satisfaction with leisure and social participation, satisfaction with living, 

satisfactionn with family relations, satisfaction with finance and satisfaction with safety. A 

personn is asked to rate his satisfaction on a 7-point-scale, ranging from 'can't be worse' to 

'can'tt be better'. To calculate an overall QoL score, we used the following approach. First, 

thee scores of all 25 items belonging to the 6 domains were dichotomised. Patients were 

consideredd to have an 'unsatisfactory' QoL on a particular item in case of a score < 4 on 

thee 7-point Life Satisfaction Scale. The number of items on which patients rated their QoL 

ass unsatisfactory was used as an indicator of overall QoL. 

GlobalGlobal Assessment of Functioning 

Thee Global Assessment of Functioning (GAF), or Axis V of DSM IV, is a measure for 'psy-

chological,, social and occupational functioning' as rated by a professional caregiver. In this 

studyy GAF was rated by a clinician or nurse who had been in regular contact with the patient 

inn the previous period. One score is given on a scale ranging from 1 to 100, with higher 

scoress indicating better functioning. 

TheThe Brief Psychiatric Rating Scale 

Thee extended 24-item version of the Brief Psychiatric Rating Scale (26, 27) was administered 

byy trained interviewers. In our study we used the 4-Factor structure ('positive symptoms', 

'negativee symptoms', 'anxiety/depression' and 'cognitive symptoms') which is based upon 

dataa of the 'EPSILON study in five European countries', in which 404 patients with schizo-

phreniaa participated (28). 

Analyses s 

Forr each CAN domain the McNemar test was used to assess whether a significant overall 

shiftt could be observed in the proportion of unmet needs. A problem with this difference in 

proportionss is that it only gives an indication of the difference between changes in opposite 

directions.. The same applies to the McNemar test which does not test change per se but 

testss whether change is in a specific direction (e.g. it compares the proportion positive t, 

// negative t2 with the proportion negative typosit ive t2 ) (29). This operationalisation of 

change,, however, is in our opinion a less valid indicator of stability than the total change (i.e. 

thee proportion of individuals who change irrespective of the direction of the change). This 

totall change (or the mean absolute change) is a more valid indicator of temporal stability 

andd will be referred to in this article as the proportion of need transitions. 

Persistencee and incidence of unmet needs were calculated at the domain level. Persistence is 

definedd here as the proportion of patients with a particular unmet need at t. that still have this 

needd at t . Incidence is defined as the proportion of patients without a particular unmet need at 

t,, that report that unmet need at t . The relation between QOL and specific needs was assessed 

byy comparing the mean QoL score for people with and without the need using t-tests. 



4.33 Results 

Patient'ss socio-demographic characteristics, illness history, symptomatology and level of 

functioningg are described in table 4 . 1 . About 16 % of the patients were married, more 

thann 50 % of the patients lived alone and over 50 % of the patients did not have a (paid, 

voluntaryy or sheltered) job. 

TableTable 4.1: Patient socio-demographic characteristics (n = 143) 

Characteristics s 

Agee (m, sd) 
6 44 Gender (female %) 

Maritall status (%): 
-- single/unmarried 
-- married 
-- divorced 
-- widow/widower 
Countryy of birth (%): 
-- Netherlands 
-- Surinam 
-- other 
Educationn (%): 
-- primary or less 
-- secondary 
-- tertiary 
-- other 
Livingg situation (%): 
-- living alone 
-- with husband/wife 
-- living together as a couple 
-- with parents 
-- with other relatives 
-- with others 
Employmentt status (%): 
-- paid or self employment 
-- voluntary employment 
-- sheltered employment 
-- unemployment 
-- housewife/husband 
-- retired 
-- other 
Illnesss history (years; m, sd) 

Symptomss (BPRS subscales; m, sd): 
-- Anxiety/depression 
-- Positive symptoms 
-- Negative symptoms 
-- Disorganisation 

Functioningg (GAF; m, sd): 

41.32 2 
37.6 6 

71.8 8 
15.5 5 
10.6 6 

2.1 1 

71.8 8 
16.2 2 
12.0 0 

27.3 3 
63.3 3 

7.9 9 
1.5 5 

53.5 5 
10.6 6 

4.9 9 
9.2 2 
3.5 5 

18.3 3 

8,5 5 
9.2 2 
7.1 1 

53.3 3 
14.9 9 

1.4 4 
5.6 6 

15.12 2 

(10.25) ) 

(9.77) ) 

2.211 (0.93) 
2.077 ( 1.18) ) 
1.477 (0.47) 
1.411 (0.38) 

51.74 4 (13.12) ) 

Temporall stability in unmet needs 

Att t, patients reported an average of 6.53 needs for care of which 2.82 (43%) were unmet. 

Att t2 they reported an average of 5.56 of which 1.74 (31%) were unmet. The first two 

columnss of table 4.2 show the prevalence of the reported unmet needs at tx and t2, some 

188 months later. The most prevalent unmet needs pertained in rank order to the domains 

intimatee relations, psychological distress, company, daytime activities, psychotic symptoms, 

sexuall expression, physical health, and information. Unmet needs on domains related to 

behaviourss that could damage a patient's health (such as safety to self and use of alcohol 

andd drugs) were relatively rare. The same applies to needs pertaining to practical issues 

likee transport, welfare benefits, basic education and telephone. Overall a general decrease 

off some 0-10% in the prevalence of reported unmet needs can be seen over the 18 month 

period.. The overall profile in terms of prevalent unmet needs, however, did not change over 



t ime.. Although we find some improvement, the population looks rather stable. 

Changess in prevalence of unmet needs between t : and t2 only reflect a part of the tempo-

rall dynamics in unmet needs. For example, in the case of daytime activities 13.3% of the 

patientss at t2 reported that their unmet need at t, was now met at t2(see column 6), while 

6.7%% of the patients reported a new unmet need for daytime activities (see column 5), 

resultingg in a net decrease of 6.6% in the prevalence of unmet needs in this domain. This 

examplee shows the total change in unmet needs for daytime activities (6.7% + 13.3% = 

20%)) to be much larger than the net change in prevalence (26.5%-19.8%= 6.7%). This 

phenomenonn applies not only to daytime activities but to all needs. The McNemar test as-

sessess whether the percentage net change is significanty different from l0', i.e. whether 

columnn (5) - (6)=0 (which is equivalent to test whether the prevalence changes significantly 

betweenn t1 and t2). I t does not test whether the total percentage of people changed i.e. 

(5)+(6)) differs significantly from '0'. The prevalence of patients with a persistent unmet 

needd and the persistence of the unmet need are reported in columns (4) and (8). I t is im-

portantt to keep in mind that the prevalence of patients with a persistent unmet need can 

bee low, while the persistence of reported unmet needs is 100% (e.g. as is the case with 

thee domain basic education). 
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TableTable 4.2: Stability of unmet needs for care over an 18-

CANN d o m a i n 

Basicc needs: 

-- Dayt ime activit ies 

-- Accommodat ion 

-- Food 

Healthh needs: 

-- Psychotic symptoms 

-- Psychological distress 

-- Physical heaith 

-- Safety to self 

-- Drugs 

-- Safety to others 

-- Alcohol 

Sociall needs: 

-- Company 

-- In t imate relations 

-- Sexual expression 

Functioningg needs: 

-- Money 

-- Basic Education 

-- Childcare 

-- Self care 

-- Looking after home 

Servicess needs: 

-- In format ion 

-- Welfare benefits 

-- Transport 

-- Telephone 

Prevale e 

(1 ) ) 
t t 

26.5 5 
8.2 2 

4.6 6 

22.7 7 

37.5 5 

17.2 2 

3.7 7 

0.9 9 

2.9 9 

3.8 8 

34.0 0 

40.8 8 

21.8 8 

4.7 7 

1.9 9 

1.9 9 

2.8 8 

5.5 5 

15.4 4 

5.9 9 

4.8 8 

0.0 0 

icee (%) 

(2) ) 
t t 

19.8 8 
3.7 7 

6.4 4 

12.3 3 

31.7 7 

14.3 3 

1.9 9 

0.0 0 

0.0 0 

0.0 0 

28.3 3 

20.0 0 

4.9 9 

3.8 8 

3.8 8 

1.0 0 

2.8 8 

6.4 4 

14.3 3 

1.0 0 

1.0 0 

0.0 0 

Temporal l 

(3 ) ) 
t . - / t . --

67.6 6 
89.0 0 

89.9 9 

73.6 6 

48.1 1 

73.3 3 

95.3 3 

99.1 1 

97.1 1 

96.2 2 

57.5 5 

54,4 4 

73.3 3 

91.5 5 

96.2 2 

97.1 1 

94.4 4 

89.0 0 

73.1 1 

94.2 2 

95.2 2 

100.0 0 

dynamics s 

(4) ) 
tt + / t + 

13.3 3 
0.9 9 

0.9 9 

8.5 5 

17.3 3 

4.8 8 

0.9 9 

0.0 0 

0,0 0 

0.0 0 

19.8 8 

14.6 6 

1.0 0 

0.0 0 

1.9 9 

0.0 0 

0.0 0 

0.9 9 

2.9 9 

1.0 0 

1.0 0 

0.0 0 

(%) ) 
(5) ) 

t.-/tt + 

6.7 7 
2.8 8 

5.5 5 

3.8 8 

14.5 5 

9.5 5 

0.9 9 

0.0 0 

0.0 0 

0.0 0 

8.5 5 

4.9 9 

4.0 0 

3.8 8 

1.9 9 

1.0 0 

2.8 8 

5.5 5 

11.5 5 

0.0 0 

0.0 0 

0.0 0 

monthmonth period (n = l 

(6) ) 

13.3 3 
7.3 3 

3.7 7 

14.2 2 

20.2 2 

12.4 4 

2.8 8 

0.9 9 

2.9 9 

3.8 8 

14.2 2 

26.2 2 

21.8 8 

4.7 7 

0.0 0 

1.9 9 

2.8 8 

4.6 6 

12.5 5 

4.9 9 

3.8 8 

0.0 0 

McNemar r 

(7) ) 
P P 

ns s 
ns s 

ns s 

0.019 9 

ns s 

ns s 

ns s 

--
--
--

ns s 

0.00 0 

0.001 1 

ns s 

ns s 

ns s 

ns s 

ns s 

ns s 

ns s 

ns s 

--

09)* 09)* 

Persistence e 

(8) ) 

50.0 0 
11.0 0 

20.1 1 

37.0 0 

46.0 0 

28.0 0 

24.0 0 

0.0 0 

0.0 0 

0.0 0 

58.0 0 

36.0 0 

4.0 0 

0.0 0 

100.0 0 

0.0 0 

0.0 0 

16.0 0 

18.0 0 

19.0 0 

21.0 0 

0.0 0 

Incidence e 

(9) ) 

9.0 0 
3.0 0 

6.0 0 

5.0 0 

23.0 0 

11.0 0 

1.0 0 

0.0 0 

0.0 0 

0.0 0 

13.0 0 

8.0 0 

5.0 0 

4.0 0 

2.0 0 

1.0 0 

3.0 0 

6.0 0 

14.0 0 

0.0 0 

0.0 0 

0.0 0 

t.-/£_,, + : indicates no unmet need at t,, and an unmet need at £\. Results of McNemar tests: ns indicates 
thatthat p < 0.05 and '- ' indicates that McNemar tests could not be performed because there were nor 
enoughenough patients with an unmet need on that particular domain. 



Inn our outpatient sample the persistence of most unmet needs (column 8) is low. For 12 

off the 22 domains persistence was less than 20%. Persistence of unmet needs was most 

strikingg for the domains daytime activities, company and basic education (>50%) . Other 

domainss with persistence > 30% were psychotic symptoms, psychological distress and 

intimatee relations. 

Ann unmet need transition is defined as the change from 'no unmet need' at t. to 'unmet 

need'' at t2 or from 'unmet need' at tt to 'no unmet need' at t2. The most prevalent need 

transitionss (35%) pertained to the domain 'psychological distress'. Other domains with 

moree than 15 % need transitions were daytime activities, psychotic symptoms, physical 

health,, company, intimate relations, sexual expression and information. 'New unmet needs' 

(columnn 9) were reported mainly on the domains psychological distress, physical health, 

companyy and information. 

Relationss between needs for care and QoL 

Correlationss between QoL and the total number of unmet needs for care were in the expec-

tedd direction, r = 0.55 (p = 0.00). The total number of met needs was not related to QOL 

(rr = 0.14, n.s.). Analyses were repeated after an 18-month t ime interval. The same relati-

onshipp between needs for care and QoL was found: total number of unmet needs r = 0.52 

( p - 0 . 0 0 ) ,, total number of met needs r = 0.04 (n.s.). For the next analysis we restricted 

ourselvess to those domains with a prevalence of unmet needs > 15% at either t : or t2: 

daytimee activities, psychotic symptoms, psychological distress, physical health, company, 

intimatee relations, sexual expression and information. For all these domains the mean QoL 

scoress for patients with and without an unmet need were compared both at t, and t2 (ta-

blee 4.3). With the exception of the domains physical health, intimate relations and sexual 

expressionn at t j and the domain sexual expression at t2, patients with an unmet need for 

caree reported a lower Quality of Life compared to patients with no need or a met need for 

caree on that domain. 

TableTable 4.3: Quality of Life of patients with and without an unmet need on a CAN domain-level" 

CANN d o m a i n s 

Dayt imee activit ies 

Psychoticc symptoms 

Psychologicall distress 

Physicall health 

Company y 

In t ima tee relations 

Sexuall expression 

In fo rmat ion n 

T , ( N N == 1 0 4 ) 

Noo need & 
mett n 
m m 

4.1 1 

4.2 2 

3.4 4 

4.7 7 

3.5 5 

4.2 2 

4.6 6 

4.2 2 

eed d 
Unmet t 
need d 
m m 

7.1 1 

6.7 7 

7.4 4 

5.2 2 

7.4 4 

5.8 8 

5.7 7 

7.6 6 

P P 
0.002 2 

0.035 5 

0.00 0 

n.s. . 

0.00 0 

0.055 5 

n.s. . 

0.003 3 

T 2 { NN = == 8 3 ) 

Noo need & 
mett need 
m m 

4.0 0 

3.8 8 

3.7 7 

3.7 7 

3.8 8 

3.8 8 

4 ,1 1 

4.0 0 

Unmet t 
need d 
m m 

6.3 3 

7.9 9 

5.9 9 

7.9 9 

6.0 0 

6.3 3 

6.8 8 

6.3 3 

P P 
0.024 4 

0.012 2 

0.008 8 

0.00 0 

0.011 1 

0.008 8 

n.s. . 

0.028 8 

QoLQoL scores reflect the average number of domains on which patients rate their life satisfaction as 
unsatisfactory;unsatisfactory; a higher QoL average score indicates a worse QoL, 

Nott only the absolute number of unmet needs for care, but also the proportion of the total 

needss for care made up by unmet needs for care predicted QoL. The correlation between 

thiss 'unmet/ total ' proportion and QoL was however smaller than the correlation between 

thee total number of unmet needs and QoL, r=0.34 (p = 0.001) at t, and r=0.35 (p = 0.002) 

att t?. Changes in the number of unmet needs for care were not related to changes in QoL: 

rr = 0.21 (n.s.). 



4.44 Discussion 

Thiss study not only shows the prevalence of unmet needs and their relation with QoL for 

patientss with schizophrenia, it is to the best of our knowledge the first that clarifies in detail 

thee dynamics of individual needs measured at two time points with an 18 month interval. 

Ass others we found that the majority of unmet needs (at t, as well as at t.) were reported in 

thee areas of mental health (psychotic symptoms and psychological distress), relationships 

(companyy and intimate relations) and daily activities (30, 3 1 , 11, 12, 10). The overall level 

off unmet needs decreased for most of the domains. So, although this patient population 

wass already in outpatient treatment for quite some t ime, it was still possible to reduce their ^j 

unmett needs for care. 

Thee study also clearly shows that changes in the prevalence of needs for care are only one 

aspectt of the temporal dynamics of needs for care and seriously underestimate the actual 

changess in needs over t ime. The conventional test for differences in proportion in dependent 

sampless (McNemar) only tests the net change in prevalence (i.e. whether the net change 

differss from '0')- It is important to realize that theoretically a net change of v0' may result 

fromm a sample in which every single patient changed (e.g. half of the sample acquired an 

unmett need and the other half (solved) an unmet need). A less extreme but still il lustrative 

andd real example is the prevalence of unmet needs pertaining to psychological distress in 

ourr study. The net change is 5.8% which according to the McNemar test did not reach sta-

tisticall significance at the ,05 level. The correct conclusion from this test would be: "there 

iss no change in prevalence of unmet needs over the 18 month period". I t would however be 

extremelyy misleading to interpret this finding as one indicating 'no change' in unmet needs 

pertainingg to psychological distress, since 34.7 % of the sample either acquired or solved 

thiss unmet need in this period. And yes, unmet needs pertaining to psychological distress 

aree relatively persistent but still about half of the patients with this kind of unmet need at 

thee first assessment did not report an unmet need in this domain 18 months later. 

Thee distinction between the prevalence of unmet needs and the persistence of unmet needs 

iss important from a clinical point of view. The former has implications for treatment planning 

att the organisational level. If at different moments a large proportion of a patient popula-

tionn has unmet needs pertaining to physical health, you might need to extend the physical 

treatmentt facilities in your organisation. The latter, the persistence of unmet needs, applies 

too the individual patient. If unmet needs pertaining to psychological distress are persistent, 

youu might want to discuss this with the patient and set (more) realistic treatment goals or 

lookk for alternative treatment options that may solve these needs. 

Lookingg at the temporal stability of unmet needs for care in our sample from this perspective 

thee following conclusion may be drawn. First, the persistence of unmet needs generally is 

low.. This means that either these needs are taken care of in the treatment process or the 

patientt has learned to cope with them on his/her own. Some needs, however are relatively 

persistent;; these pertain to daytime activities, psychotic symptoms, psychological distress, 

company,, intimate relations and basic education. Except the last, all these persistent needs 

aree also the most prevalent needs. This suggests that for these needs the treatment, at 

leastt in our sample, did not solve the problem for a large part of the patients. 



Second,, there is substantial temporal dynamics in the unmet needs pertaining to daytime 

activities,, psychotic symptoms, psychological distress, physical health, company, intimate 

relationship,, sexual expression and information. Interestingly some of these domains also 

pertainn to persistent needs. However, since (with one exception) persistence is always lower 

thann 60%, high temporal dynamics in unmet needs is not identical to high persistence. 

Third,, unmet needs pertaining to food, safety to self and to others, alcohol and drugs, mo-

ney,, basic education, child care, self care, telephone as well as temporal changes in unmet 

needss pertaining to these domains are relatively rare in our outpatient sample (see also 

resultss found in a few other studies (11 , 1)). Two opposing explanations may account for 

g gg this finding. Within our outpatient group dangerous behaviours and drug abuse may not 

playy a major role and the patients function relatively well with regard to basic life skills. 

Anotherr possibility is that unmet needs are underreported due to a lack of illness insight 

andd / or not accepting any external ' interference' on a particular life domain. Since we only 

assessedd subjective needs for care, an unmet need for care in a specific life domain is only 

ratedd when the patient acknowledges the existence of a (serious) problem. 

Fourth,, for psychotic symptoms, intimate relations and sexual expression, the net result 

off these temporal dynamics is a statistical significant decrease in the prevalence of unmet 

needs.. Overall we can conclude that expanding our focus to changes in needs at an indi-

viduall level (persistent and transient needs), reveals that the dynamics of reported unmet 

needss are more substantial and diverse than becomes clear from prevalence ratings at two 

timee points alone. 

Wee can think of several reasons for the higher prevalence of (persistent) unmet needs in 

areass related to health and social integration. First, key workers do not monitor social and 

health-relatedd needs of their patients effectively, and / or they do not encourage patients 

enoughh to participate in existing specialised service provision. Second, existing interventions 

aree not acceptable or effective for a substantial part of the patients with a need in these 

areas.. Third, some domains of the CAIN may be considered beyond the scope of mental 

healthh care provision (un-meetable needs for care). A high proportion of persistent unmet 

needss in the area of psychological distress for example, could be explained by the fact that 

keyy workers focus primarily on (prevention of) psychotic relapse and pay too little atten-

tionn to co-existing depressive symptoms, anxiety or lack of self-esteem (31), Considering 

needss in the area of social network and leisure activities, social skills training, rehabilitation 

programmes,, sheltered work projects and day activity centres were available in both areas 

thatt participated in this study. The fact that many patients expressed unmet needs on these 

domainss could have to do with a lack of acceptability or effectiveness of existing services. 

However,, also problems with accessibility or awareness of existing service programmes may 

playy a role here. With regard to the life domains intimate relationships and sexual expres-

sion,, it can be expected that fewer interventions exist to meet these needs and key wor-

kerss may consider these topics beyond the scope of their service provision. Enhancing the 

patient'ss QoL is an aim of community-based mental health psychiatric services. QoL in this 

regardd is viewed as the subjective experience of life satisfaction on important life domains. 

Thee importance of assessing the relationship between needs and QoL is the opportunity it 

givess mental health professionals to prioritise specific areas of intervention and to decide 

whatt kind of action has to be undertaken by whom. 



Wee found more needs for care to be related to a lower QoL (i.e. more domains on which patients 

ratedd their life satisfaction as unsatisfactory). QoL was related to the total number of unmet 

needs,, to unmet needs on several individual domains and to the ratio of unmet / total needs. 

So,, not only the number of life areas with an unmet need per se, but also the extent to which 

aa person feels that his overall needs are taken care of, is (to some extent) important for his 

QoL.. Regarding the association of QoL with unmet needs on individual domains, it is interes-

tingg that most relations were found for domains with a relatively high proportion of persistent 

unmett needs, in particular health needs and social needs. Mental health care workers should 

focuss on patients with persistent unmet needs in these areas and prevent newly developed 

unmett needs from becoming persistent. 

Althoughh associations between changes in needs and changes in QoL were in the expected 

direction,, correlations did not reach statistical significance. Fakhoury et al (19) did find an 

associationn between the total number of needs (without definition of met and unmet needs) 

andd subjective QoL. However, significant associations were only statistically significant for a 

firstt admission group (r=-0.29), and were low for a long term hospitalised patients (r=-0.04). 

Ann explanation might be that only part of the dynamics in individual unmet needs is reflected 

inn the 'total needs score'. Studying associations between these dynamics (on a detailed level) 

andd QoL would require a larger study sample. Another explanation may be that General QoL 

ass measured in this study is not sensitive enough to detect global changes in needs over time. 

Wee used a QoL scale score construction, which contributes to the interpretability of general 

QoLL as measured by the LQoLP. In stead of the LQoLP total score (the sum of domain-specific 

lifee satisfaction), the number of domains on which a person rates his/her QoL as unsatisfactory 

wass used. In our view, saying that a person is unhappy on a particular number of life domains 

iss more straightforward and easy to interpret than a more abstract QoL total score. However, 

wee also checked for associations between needs for care and the widely used LQoLP total score. 

Associationss with needs for care were highly comparable and all in the same direction. 

Withh regard to the relationship between subjective needs, QoL and subjective symptoms, 

Fahkhouryy et al (19) argue that the overlap between the constructs is substantial and can 

forr an important part be explained by a general underlying ('appraisal') factor. However, in 

theirr study the concepts were measured mainly on a general level (total needs and overall 

QoL).. Our main focus was on distinguishing between individual (persistent and more tran-

sient)) needs for care on varying life domains and their relationships with QoL, which reveals 

importantt additive information for mental health care. 

Regardingg cognitive and affective processes that may influence the appraisal of subjective 

constructss as needs and QoL we want to address the following: the constructs needs for 

caree and QoL as used in this study can both be considered as indicators of 'quality of care'. 

Thee validity of life satisfaction as an outcome measure is sometimes questioned however, 

becausee patients with schizophrenia often report high satisfaction levels in spite of poor life 

circumstances.. Experiences of (for example) deprived living conditions may induce coping 

processess and response shift that should be taken into account in the interpretation of QoL 

data.. The 'subjective need for care' concept is expected to be less susceptible to these in-

ternall cognitive processes, because it focuses on specified problem areas and it also com-

prisess actual received help. However, some influence of these kinds of processes cannot be 

ruledd out here either. Whether a particular need is considered as a serious problem or not 

mayy reflect (to some extent) the patient's affective state of mind at that particular moment 

(19),, a tendency to be more or less satisfied (with care), or an inclination to resign and 

alterr expectations regarding one's life situation and opportunities. On the other hand it is 



possiblee that the very presence of a particular service or intervention itself may raise the 

awarenesss of a need that otherwise would not have been expressed (32, 14). 

AA different point of discussion regarding the results of this study concerns the following: 

whenn distinguishing between needs that are stable over time and needs that tend to fluc-

tuatee over time we have to make the assumption that our measurement of the need is 

reliable.. This may somewhat limit our conclusions. Some of the variance over time that is 

interpretedd as true score variance may actually be measurement error. 

AA final issue concerns the characteristics of our patient group and with that the generali-

700 sibility of the results of this study. As we described, all patients in the study had been in 

regularr contact with ambulatory mental health services in the previous year and very few 

relapsess were reported during the study period of 18 months. Also relatively few young 

patientss with seriously deteriorated social functioning and clinical status took part in this 

study.. This may be an important reason for the fact that few needs were reported in areas 

suchh as alcohol and drug abuse. Salokangas (33) for example found that young and clini-

callyy unstable patients with schizophrenia often had no job and no social network, suffered 

moree from drug side effects and had a generally more negative stance toward formal care. 

Itt is of interest for future research to investigate relationships between QoL and needs for 

caree for this particular group as well. 
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