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Abstract

Background
Leisure activities can improve the quality of life in the general population. For people with psychosis, negative symptoms are often a barrier to engaging in
leisure social activities. However, we do not know if participation in leisure activities is associated with quality of life in this group and whether psychosocial
interventions should aim to increase leisure activities amongst people with psychosis.

Aim
This study aims to investigate whether participation in leisure activities is associated with better quality of life of people with psychosis in England.

Methods
A cross-sectional survey was conducted in 6 NHS community mental health trusts. Adults aged 18–65 (N = 533) with a diagnosis of psychosis-related
condition (ICD-10 F20-29) were recruited from outpatient secondary mental health services. Several measures were used: Time Use Survey (TUS), Manchester
Short Assessment of Quality of Life (MANSA). Descriptive statistics and multiple regression analyses were conducted.

Results
Participation in at least one leisure activity in the last 7 days was reported by the majority of participants (n = 480, 90%). The average number of weekly leisure
activities they attended was M = 2.42 (SE = 0.06). Participants’ quality of life increased with the number of leisure activities they attended. After controlling for
socio-demographic factors, participation in leisure activities was positively associated with quality of life in people with psychosis (b = 0.083, SE = 0.035, p = 
0.019, 95% CI [0.013 to 0.153]). We found a gender difference: For Males, the association between attendance in leisure activities and quality of life is
signi�cantly positive; b = 0.132, SE = 0.041, p = 0.002, 95% CI [0.050 to 0.213]. For females: the association between attendance in leisure activities and quality
of life was no signi�cant.

Conclusion
People with psychosis who attend more leisure activities have a higher quality of life. Quality of life was higher amongst males who attended leisure activities.
Intervention which helps improve participation in leisure activities may be bene�cial for people with psychosis.

Introduction
Leisure activities have been associated with people’s quality of life (1). Engaging in leisure activities is associated with improvements in personal
relationships, self-esteem, time structure and in the creation of capital networks and employment (2, 3).

The government in England is promoting the quality of life of primary care patients through sport and leisure activities. For example, in 2019, it launched a
new National Academy for Social Prescribing (NASP) (see www.socialprescribingacademy.org.uk/) to give every patient in the country access to sport and
leisure activities (4, 5). This involved different sectors such as Primary and Secondary care, Sport England, Arts Council England, Researchers and a range of
voluntary sector organisations to establish a great evidence base and raise the pro�le of the NASP.

Previous studies have reported that participation in leisure activities can positively affect the quality of life of older people (6) and people with common
mental health conditions (3, 7–9).

Less studies have investigated gender difference in mental health when it come to the participation in leisure activities. A 6 years panel study conducted
amongst adults aged 50–59 in Japan found that the involvement in both leisure activities such as 'hobbies or cultural activities' and 'exercise or sports' were
signi�cantly and positively related to mental health status in both men and women (10). Nevertheless, in men, both 'hobbies or cultural activities' and 'exercise
or sports' were signi�cantly related to mental health status only when conducted 'with others'. In women, the effects of 'hobbies or cultural activities' on
mental health status were no differences regardless of the ways of participating, while the result of 'exercise or sports' was same as that in men (10).
Moreover, a prospective cohort study conducted in the western part of Denmark amongst 15–24 years old found that boys are more physically active than
girls (9). However, most of these studies have investigated the link between physical leisure activities (e.g., exercise, gym and sports) and quality of life in
people with common mental health conditions such as anxiety and depression (3, 7), in unemployed people (3), people with cancer (8), or people with poor
mental health in early adulthood (9). To date, studies of social interventions which aim to improve community participation (11) have not speci�cally targeted
leisure activities. There is no data as to whether participation in leisure activities have an effect on overall quality of life of people with psychosis.

Leisure activities refer to any un-obligated time or activity that bring direct satisfaction, a state of being content and happy following participation in speci�c
activities performed in your own spare time without any pressure for survival (2, 6, 12, 13). This includes activities such as going out for meal or going to the
cinema, for example. Participation in leisure activities could be a complex procedure for some people because it includes the processes of �nding the right
activity, planning and implementing appropriate and interesting leisure activities (14).

https://orcid.org/0000-0003-1227-7990
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Despite several studies suggesting that leisure activities contribute to quality of life in the general population, people with psychosis might experience
problems with engaging in leisure activities due to negative symptoms. Previous studies have found that anhedonia, emotional blunting and low energy
affects the motivation and ability to engage, establish and maintain social relationships (11, 15). Secondly, people with psychosis might experience social
disadvantages such as unemployment or living alone with fewer opportunities to use social skills (16, 17). Thirdly, passive social withdrawal, which is a core
behavioural feature in schizophrenia, is associated mainly with asociality, though it can also be seen secondary to psychotic symptoms. While one person
may lack desire for a�liation, another may be isolated because of paranoid fears (18).

This study aims to investigate whether attendance in leisure activities is associated with the quality of life of people with psychosis in England. It addresses
two evidence gaps. First, little is currently known about the participation in leisure activities of people with psychosis. Secondly, there have been no multi-site
cross-sectional studies exploring the association of leisure activities with the quality of life of people with psychosis. The �ndings of this study may help to
inform intervention development which may support the engagement of people with psychosis in leisure activities.

Methods
Study design and participants 

A cross-sectional survey was conducted in NHS Community Mental Health Team (CMHT)s in England. CMHT is an umbrella term used to describe a multi-
professional team involved in the delivery of mental health care and it’s formed of community psychiatric nurses, occupational therapists, social workers,
psychologists, psychiatrists, and health care support workers.  

From June 2017 to May 2018, participants were recruited in six participating NHS Trusts covering a range of geographical areas, in both urban and rural
contexts: Cornwall Partnership NHS Foundation Trust; Devon Partnership NHS Trust; East London NHS Foundation Trust (covering East London, Luton and
Bedfordshire); Oxford Health NHS Foundation Trust (covering large areas of Oxfordshire and Buckinghamshire), and Somerset Partnership NHS Foundation
Trust; Tees, Esk and Wear Valleys NHS Foundation Trust (covering county Durham, Darlington, Teeside, York and North Yorkshire). Participants were identi�ed
by clinicians or clinical study o�cers from CMHTs caseloads.

Participants were eligible for inclusion if they met the following criteria: 

•           Adults aged 18-65 years old

•           A clinical diagnosis of a psychotic disorder according to the International Classi�cation of Disease-10 (ICD-10) codes F20-29, as identi�ed in clinical
records

•           Receiving care from outpatient secondary mental health services or primary care services

•           Have capacity to provide informed consent

•           Able to communicate in English

Exclusion criteria:

•           A current and primary diagnosis of substance use disorder (ICD-10 F10-19)

•           Had been hospitalised in the previous week (although these potential participants could be re-approached at a later time) 

•           Their postcodes could not be obtained because they were homeless or living in temporary accommodation at the time of the survey.

Procedures and measures

Eligible participants were identi�ed by clinicians or clinical study o�cers and asked for their agreement to speak to one member of the research team.
Participants then completed the study questionnaires and researchers accessed participant clinical records to retrieve clinical and socio-demographic
characteristics. All participants who agreed to take part in this study were interviewed in quiet rooms in community mental health teams, primary care settings,
or at participant’s homes using standardised case report forms. All interviews were face-to-face and took about 45 minutes to complete. Several measures
were used during the assessments: 

First, the Time Use Survey (TUS) (19) explored whether participants engaged in leisure activities in the past week and for more than 10 minutes in each
activity. It included activities such as going out for a meal, going to the cinema, museum, library, day centre, going to the gym, outdoor trips or attending a
religious group/activity. We also collected data on whether participants attended sports activities in the last 7 days. 

Second, participants reported satisfaction with quality and quantity of friendships, �nancial situation and accommodation measured using the sixteen items
of the Manchester Short Assessment of Quality of Life (MANSA), which was rated on a score from 1 (very dissatis�ed) to 7 (very satis�ed). For example,
researchers asked questions such as: How satis�ed are you with:  your life as a whole today; being unemployed; �nancial situation; your friendships; your
leisure activities; your accommodation; your personal safety; people that you live with; your sex life; your physical health and your mental health. 

MANSA has been widely used to assess the quality of life of people with psychosis and its psychometric properties have been well established (20-22). 
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Researchers collected additional participant characteristics such as age, gender (male/female), marital status (single/in a relationship), country of birth (born
in the United Kingdom/born in a different country), education level (primary/secondary/further), living situation (living alone/living with someone),
accommodation (living independently/living in supported accommodation), employment (employed/not employed), receipt of welfare bene�ts (or not), and
length of illness (calculated in number of years from the day of �rst contact with mental health services). These were collected from participants assessments
and checked against available data in medical records.

Description of the Sample 

A sample of 548 participants completed the study, of whom 535 (97.6%) reported their participation in leisure activities during the previous week. 407 (74.3%)
participants responded to all 16 questions related to the quality of life MANSA measure. The number of people who responded to MANSA questions was
different from one question to another; for example: 527 responded to “how satis�ed they were with their life as a whole”; 521 to “�nancial situation”; 429 to
“sex life”, 523 to “mental health”.   Due to missing data and given that many explanatory variables were used in the multivariate model, the number of
respondents decreased from 535 to 396.

Ethics Committee Approval

The West Midlands – Solihull Research Ethics Committee (17/WM/0191) approved the study, protocol, and informed consent forms. All participants were
given the information sheet about the survey and written informed consent was obtained from all participants. 

Statistical analysis

Descriptive statistics (i.e., Mean and Standard Deviation) are reported for quality of life, leisure activities, sport activities and social contacts.  We report the
mean, standard error, and 95% con�dence interval of quality of life of participants when they (a) did not attend any leisure activities, (b) attended at least one
leisure activity. 

Linear regression analysis tested associations between quality of life and attendance in leisure activities. First, we used univariable tests to explore the
associations between individual participant-level variables and the dependent variable.  Second, each signi�cant association at an alpha level of 10% in these
univariable tests was entered in a �nal multivariable model, set at a signi�cance level of 5%.  In the regression analysis, quality of life was set as the outcome
variable and attendance in leisure activities as independent variables. We controlled for socio-demographic factors and for sports activities as participants
were asked (alongside leisure activities) to report their participation in �tness activities during the previous week. 

We reported odds ratios (OR) with their corresponding 95% con�dence intervals (CI). All statistical analyses were conducted using Stata 16.0 software (23).

Results
Of 533 participants, 184 (34.5%) were females and 348 (65.2%) were males., and 1 (0.2%) prefer not to say (Table 1). The average age of the participants was
43.46 (range = 20 to 69 years). 75.4% (n = 402) of participants were single. Most of the participants had secondary or further education, 41.8% (n = 223) and
43.7% (n = 233) respectively. Most of the participants lived in independent accommodation (73.5%, n = 392). 46.1% (n = 246) of the participants lived alone.
Many of the participants were unemployed (70.3%, n = 375), with only 10% (n = 57) in voluntary employment and 9.1% (n = 49) in full- or part-time employment.
The majority of participants were receiving state bene�ts (88.7%, n = 473).

The main psychiatric diagnosis was schizophrenia 68.5% (n = 250), followed by schizoaffective disorder 15.8% (n = 81) and brief psychotic disorder 2.6% (n = 
13). Most of the participants were White British 63.7% (n = 340), 12.9% (n = 69) were Black/ Black British and 11.4% (n = 61) were Asian/Asian British. Table 1
provides further details about the socio-demographic characteristics of the sample.

Table 2 provides the descriptive statistics of quality of life, leisure activities and a number of variables such as sport activities.

The mean quality of life score (on a scale of 1 to 7) was 4.98. On average, participants attended 2.42 leisure activities in the last week. The quality of life
scores increased slightly with the number of leisure activities participants had attended. For example, from zero to 1 leisure activity, the quality of life mean
score increased from 4.62 to 4.89, and then with 2 leisure activities, the quality of life mean score increased to 5.03. From 4 to 5 leisure activities, the quality of
life mean score increased from 5.15 to 5.35 (Table 2).

The leisure activities included visit to the Museum, Entertainment (Club), Event (Sport or Music), Outdoor Trips, Library, Community Centre, Shopping, Cinema,
Religious Activities, Been Visited by Friends, Visited Friends, and Been out to Eat.

The most frequent leisure activities were “going out to eat” or “shopping”. On average, participants had 2.11 social contacts in the last week and on average
participants attended 0.76 sports activities. Of 535 participants, 48% (N = 257) did not take part in any sports activities.

Multiple regression analysis
Table 3 presents the relationship between attendance in leisure activities and the quality of life of people with psychosis.

Univariable tests

The results of univariable linear regression showed a signi�cant relationship between attendance in leisure activities and quality of life; b = .0973081,
Standard Error = .0342267, z = 2.84 p = 0.005, 95% CI [ .0300239 to .1645923].
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Multivariable tests

In a further multivariable model, the association between attendance in leisure activities and quality of life remained signi�cant; b = 0.086, Standard Error = 
0.035, z = 2.43, p = 0.016, 95% CI [0.016 to 0.156] (see Table 3). Before to add these confounders into the multivariable model, we tested whether an
association at the level of p < 0.10 was found in univariable model.

We tested the gender difference by conducting a multivariable model of each sample. For Males: the association between attendance in leisure activities and
quality of life is signi�cantly positive; b = 0.132, Standard Error = 0.041, z = 3.18, p = 0.002, 95% CI [0.050 to 0.213]. For females: No association between
attendance in leisure activities and quality of life; b = 0.015, Std Err = 0.069, z = 0.23, p = 0.821, 95% CI [-0.121 to 0.152] (see Table 4).

Discussion
This study investigated whether attendance in leisure activities is associated with the quality of life of people with psychosis in England. The study found that
attendance in leisure activities is positively associated with the quality of life of people with psychosis. On average, participants attended two leisure activities
in the last week and their quality of life increased slightly with the number of leisure activities attended.

Our �ndings suggest that, while people with psychosis have usually speci�c di�culties in engaging with social activities (24–26), weekly leisure activities
such as going out for shopping or visiting a museum are associated with a higher quality of life.

Previous studies which report a positive link between quality of life and leisure activities have suggested that this could be because leisure activities can
increase individuals' perception of spending their time effectively (3). This may suggest that interventions which support people to engage in leisure activities
should be used with people with psychosis. However, due to the cross-sectional nature of the data it is not possible to determine the causality of this
association.

Our �ndings are in line with previous studies suggesting that participation in leisure activities are positively associated with the quality of life of vulnerable
people including older people (6), and people with common mental health conditions (7–9).

Gender difference in mental health

This study found that both males et females participated in leisure activities. However, the link between leisure activities and quality of life was much stronger
amongst males and non-signi�cant amongst females. Our �ndings are in line with previous studies suggesting that both males and females with severe
mental health conditions can be involved in leisure activities (10). Nevertheless, when it comes to the impact leisure activities have on their quality of life,
males seem to bene�t more from leisure activities than women because their participation in leisure activities was signi�cantly and positively associated with
their quality of life. Previous studies looking at the association between leisure time physical activity in adolescence and poor mental health in early adulthood
found that males are likely to bene�t from leisure time physical activity than females (9). These �ndings need to be treated with caution because of the
unbalanced sample between males and females and the small sample size of females’ participants.

Strengths and limitations

This study has several strengths. First, this is the �rst multi-site cross-sectional study investigating the link between the attendance in leisure activities and the
quality of life of people with psychosis in England.

Second, this study recruited a large sample across several mental health providers covering a variety of urban and rural areas in England. It may inform
researchers who are developing the implementation of psycho-social interventions for people with psychosis (11, 27).

Nevertheless, it is important to recognise some limitations. First, participants were identi�ed by clinicians or clinical study o�cers and asked for their
agreement to take part in this research study. It is possible that people who agreed to participate were more comfortable with engagement in leisure activities
compared to those who declined to take part in this study. Second, of 533 participants, 184 (34.5%) were females and 348 (65.2%) were males. This may
explain why the attendance in leisure activities was associated with higher quality of life amongst males’ participants and not signi�cant amongst females.
Third, this is a cross-sectional study looking at the association between attendance in leisure activities and the quality of life of people with psychosis. To
establish a causal association, longitudinal or intervention studies are required to explore whether there is a change in quality of life of people with psychosis
resulting from engagement in leisure activities. It is possible that those with a higher quality of life feel better in general and are more able to engage in leisure
activities.

Conclusion
Attendance in leisure activities is linked with higher quality of life. We �nd a gender difference between males and females. The association between
attendance in leisure activities and quality of life is signi�cantly positive amongst males and not signi�cant amongst females. Further research is needed to
determine whether interventions to increase attendance in leisure activities should be tried in people with psychosis.
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Variables N=533 (%)

Gender

Female

Male

Prefer not to say

 

184 (34.5%)

348 (65.2%)

1 (0.2%)

Marital status 

Single 

Married

Co-habiting / civil partnership

Separated 

Divorced 

Widow/Widower

Not known/Missing

 

402 (75.4%)

65 (12.2%)

13 (2.4%)

6 (1.1%)

37 (6.9%)

7 (1.3%)

3 (0.5%)

Education

Primary Education or less

Secondary Education

Tertiary / Further Education

Other general Education

Unknown/Missing

 

40 (7.5%)

223 (41.8%)

233 (43.7%)

24 (4.5%)

13 (2.4%)

Accommodation

Independent accommodation

Supported accommodation

Homeless/Roo�ess 

Other accommodation

 

392 (73.5%)

114 (21.3%)

6 (1.1%)

19 (3.5%)

Living condition 

Living alone

Living with a partner or family

Living with friend(s)

Living in shared accommodation

 

246 (46.1%)

186 (34.9%)

8 (1.5%)

90 (16.8%)

Employment

Full-time paid or self-employed

Part-time paid or self-employed

Voluntary employ.

Unemployment 

Student 

Housewife/husband 

Retired 

Other

 

20 (3.7%)

29 (5.4%)

57 (10.6%)

375 (70.3%)

19 (3.5%)

5 (0.9%)

8 (1.6%)

10 (1.8%)

State bene�ts

No

Yes

 

43 (8.0%)

473 (88.7)

Main psychiatric diagnosis

Schizophrenia

Schizotypal disorder

Delusional disorder

 

250 (68.5%)

3 (0.6%)

12 (2.3%)
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Brief Psychotic Disorder

Schizoaffective disorder

Psychosis NOS

13 (2.6%)

81 (15.8%)

31 (6.1%)

Ethnicity 

White British 

Black/ Black British

Asian/Asian British

 

340 (63.7%)

69 (12.9%)

61 (11.4)

Table 2: Descriptive statistics of quality of life, leisure activities, and sport activities.

  N  Mean Std. Err. [95% Conf. Interval]

Quality of life MANSA 407 4.98 .05 4.88 5.08

Leisure activities 535 2.42 .06 2.29 2.54

Sport activities 535 .76 .04 .68 .84

Quality of life MANSA  with no leisure activity 40 4.67 .17 4.31 5.02

Quality of life MANSA  with 1 leisure activity 59 4.89 .13 4.62 5.15

Quality of life MANSA  with 2 leisure activities 114 5.03 .08 4.86 5.20

Quality of life MANSA  with 3 leisure activities 88 4.82 .10 4.61 5.03

Quality of life MANSA  with 4 leisure activities 62 5.15 .12 4.91 5.40

Quality of life MANSA  with 5 leisure activities 38 5.35 .17 4.98 5.71

Quality of life MANSA  with 6 leisure activities 6 5.22 .83 3.07 7.37

Quality of life MANSA by leisure activity 535 Mean Std. Err. [95% Conf. Interval]

Out to eat 250 5.02 .06 4.90 5.15

Entertainment  23 5.12 .18 4.73 5.51

Out for an Event 26 5.32 .19 4.91 5.72

Visiting Friends 140 4.99 0.07 4.83 5.14

Going to the Library 59 4.84 0.16 4.51 5.17

Visiting the Museum 21 5.39  0.22 4.92 5.87

Outdoor trips 64 5.07 .14 4.79 5.36

Attending a religious activity  47 5.02 0.13 4.74 5.30

Been to a Shopping centre  151 5.21 0.08 5.04 5.37

Visited by friends  105 5.10 0.10 4.90 5.31

Attending a community  centre 87 4.96 0.11 4.74 5.19

Year of Birth  533 1974.54 10.92 1949 1998

 

MANSA: Manchester Short Assessment of Quality of Life

SD: Standard Deviation

Table 3 Multiple regression analyses investigating the association between the attendance in leisure activities and quality of life.

Dependent variable: Quality of life 
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Quality of life Coef. b

 

Std. Err.

 

z

 

P value

 

[95% C

 

I]

 

Attendance in leisure activities .0835763**

 

.0355022

 

2.35

 

0.019

 

.0137778

 

.1533748

 

Marital status -.0889578*

 

.0429035

 

-2.07

 

0.039

 

-.1733076

 

-.004608

 

Education level -.119737ns

 

.0715959

 

-1.67

 

0.095

 

-.2604969

 

.021023

 

Sport activities .1252036* .0572332 2.19 0.029 .0126811 .237726

P-value signi�cant: 0.001***; 0.01**; 0.05*, ns= non-signi�cant  

Table 4. Multiple regression analyses investigating the association between the attendance in leisure activities and quality of life.

Dependent variable: Quality of life 

  Males   Females

Quality of
life

Coef. b

 

Std. Err.

 

z

 

Value [95% C

 

I]

 

  Coef.b Std.Err z Pvalue [95%C I]

Attendance
in leisure
activities

.132042** .0415172 3.18 0.002 .0503052 .2137797   .015633ns .0692967 0.23 0.822 -.12163 .1528969

Marital
status

-.07519ns .0494866 -1.52 0.130 -.172619 .0222341   -.097443ns .0865667 -1.13 0.263 -.268915 .074029

Education
level

-.10387ns .0797097 -1.30 0.194 -.260802 .0530553   -.162863ns .1505133 -1.08 0.281 -.461001 .1352743

Sport
activities

.1195605* .0602809 1.98 0.048 .0008821 .238239   .066357ns .1468573 0.45 0.652 -.224539 .3572529

P-value signi�cant: 0.001***; 0.01**; 0.05*, ns= non-signi�cant 


