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Goals: The aim of this study was to explore the quality of life, self-stigma, personality traits,
and hope in patients with schizophrenia spectrum disorders.

Patients and methods: A total of 52 outpatients participated in this cross-sectional study.
The attending psychiatrist assessed each patient with Mini International Neuropsychiatric
Interview (MINI). The patients then completed Quality of Life Satisfaction and Enjoyment
Questionnaire (Q-LES-Q), Internalized Stigma of Mental Illness (ISMI) Scale, Temperament
and Character Inventory — Revised (TCI-R), Adult Dispositional Hope Scale (ADHS), Drug
Attitude Inventory 10 (DAI-10), and Liebowitz Social Anxiety Scale (LSAS)-Self-report. The
psychiatrist evaluated Clinical Global Impression Severity — the objective version (objCGI-S),
and the patients completed the Clinical Global Impression Severity — the subjective version
(subjCGI-S). Each participant also completed Beck Depression Inventory-1I (BDI-II), and Beck
Anxiety Inventory (BAI).

Results: The quality of life was significantly higher in employed patients and individuals
with higher hope, self-directedness (SD), and persistence (PS). The quality of life was lower
among patients with higher number of psychiatric hospitalizations, those with higher sever-
ity of the disorder, and individuals who were taking higher doses of antipsychotics. Patients
with more pronounced symptoms of depression, anxiety, and social anxiety had a lower
quality of life. Finally, the quality of life was lower among individuals with higher harm
avoidance (HA) and self-stigmatization (ISMI). Backward stepwise regression was applied
to identify the most significant factors connected to self-stigma. The regression analysis
showed that occupation, level of depression (BDI-II), attitude to using medication (DAI-10),
social anxiety (LSAS), and antipsychotic index were the most relevant factors associated
with lower quality of life.

Conclusion: Detection of the quality of life in the context of personality traits, hope, self-
stigma, and demographic and clinical factors may be an important part of the assessment of
the patient with schizophrenia.

Keywords: quality of life, schizophrenia, personality traits, self-stigma, hope, depression,
anxiety

Introduction

Recently, as a product of an increased emphasis on patients’ experiences and their
needs, the awareness on the quality of life has been taken into account in the explora-
tion of psychiatric conditions, such as schizophrenia.! The dimension of the quality
of life offers additional information that benefits a multidimensional view in research
and treatment of severe mental disorders.?* Research data have found that the quality
of life is significantly reduced in schizophrenia.!’!? There are many factors that could
negatively influence the quality of life in psychiatric patients, such as age, the severity of
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psychopathology, the number of psychiatric hospitalizations,
the comorbidity with depression, social anxiety, avoidance,
poor or no partnership, low education, unemployment, and
low self-esteem.'*!1216

In the last few years, the focus of attention has moved
to the more gentle factors influencing the quality of life.
According to Snyder, hope is related to the life goals and
expectations of a positive outcome of the own effort.!”!3
His concept of hope includes emotion, motivation, behav-
ior, and cognition."” The basic level of hope remains
relatively stable over time, which makes it resemble a
personality trait.!® In patients with schizophrenia, the
relationships among hope, depression, and self-stigma are
interconnected.?

In individuals suffering from a schizophrenic disor-
der, it was also found that internalized stigma moderates
the connections among insight, social functioning, hope,
and self-efficacy.?! These factors have been linked to the
quality of life.

The robust factor that influences the quality of life is self-
stigma. 1162223 Self-stigma is a three-phase process in which
the person assigns to himself/herself a socially handicapping
label, internalizing it, and assumes that others will behave
in a negative way to him/her, or despise him/her.?*2° Higher
rates of self-stigma are connected to a higher rate of overall
psychopathology, a higher rate of depression, social anxiety,
low self-esteem, a lesser degree of hope, worse social,
occupational and vocational functioning, poorer treatment
outcomes, less social support and less cooperation in the
treatment, and last but not least a lower quality of life.?*?734
This may lead to avoidance, running away from friends,
sometimes even from their families, and ultimately to social
isolation.'* The prevalence of self-stigmatizing attitudes in
persons with a severe mental illness varies between 36% and
42% in recent European studies.?>3

Stereotypes and prejudices about the psychiatric patients
typically appraise the mentally ill as dangerous, aggressive,
irrational in negotiations, and therefore unpredictable and
irresponsible.’”** Formerly, the stigma and risks of stigma
internalization were reported particularly in patients with
severe mental disorders such as schizophrenia,®** bipolar
disorder,* and major depressive disorder.**!

As for the self-stigma among patients with severe mental
illness, several findings have shown that it presents an impor-
tant topic in this population.'®?? The results of a systematic
review of Gerlinger et al'® suggest that from one-third to
one-half of the patients with schizophrenia feel shame as
a consequence of the disorder. However, not every person

with a mental disorder who perceived stereotypes from the
others internalized the stigma.** Therefore, it may be useful
to identify which personality traits could be related to self-
stigma importantly.

For the identification of personality variables that
may play a role in determining the internalized stigma,
Cloninger’s biosocial theory of personality can be used.*#
It has been found that self-stigma of the persons with a mental
disorder is accompanied with higher harm avoidance (HA)
and lower self-directedness (SD) and persistence (PS).* SD
and PS are also fundamental parts of Snyder’s cognitive
theory of hope."”

The present study is part of a bigger project of the
Psychiatric Department of University Hospital and Faculty
of Medicine and Dentistry, Palacky University Olomouc,
which concentrated on mapping the self-stigma of psychiatric
patients with different diagnoses (schizophrenia, bipo-
lar affective disorder, anxiety disorders, depression, and
borderline personality disorder) and exploring the con-
nection of self-stigma with psychopathology, diagnosis,
demographic factors, quality of life, disability, and several
personality traits. We separately mapped the situation in
patients who were hospitalized and patients in outpatient
facilities. The members of our team are responsible for the
different diagnoses and settings and the published results of
the topic. We published several articles based on the results
of this project.!!1219233439 The next step will be the develop-
ment of psychoeducational and Internet programs focused
on decreasing the self-stigma.

The aim of the current study was to examine to what
extent the demographic factors, the severity of the disorder,
hope, self-stigma, and personality traits have affected the
quality of life in stabilized patients with schizophrenia spec-
trum disorders. The main hypotheses of the study, derived
from the abovementioned knowledge, were as follows: 1) the
severity of the disorder is negatively correlated with the
quality of life, 2) patients, who have higher hope, also have
higher quality of life, 3) quality of life is negatively linked to
the self-stigma, and 4) quality of life is negatively associated
with HA and positively with SD.

Patients and methods

Patients

Fifty-two patients of both sexes attending an outpatient
psychiatric clinic in stable condition (the patients without
need of hospitalization, changes in medication, or other
therapeutic intervention) participated in this study. The
structured interview, Mini International Neuropsychiatric
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Interview (MINI), was used to confirm the diagnosis.*

Inclusion criteria were:

(1) Age 18-65 years.

(2) Diagnosis of schizophrenia spectrum disorders
according to 10th revision of the International Statistical
Classification of Diseases (ICD-10) and Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5).4647

(3) The severity of the illness was determined through
interview with the doctor, who evaluated the severity on
the Clinical Global Impression Severity — the objective
version (objCGI-S) scale.*®
Exclusion criteria were:

(1) Presence of a severe physical illness.

(2) Intellectual disability or organic mental disorder.

Assessment instruments

All patients completed assessment scales, and question-

naires. The methods were assessed in two sessions during

2 weeks. In the first session, the instruments MINI, Liebowitz

Social Anxiety Scale (LSAS)-Self-report, Beck Anxiety

Inventory (BAI), Beck Depression Inventory-II (BDI-II),

CGI, Adult Dispositional Hope Scale (ADHS), and DAI-10

were used. Other questionnaires were allocated in the fol-

lowing session. The reasons were the attention disabilities of
the patients with schizophrenia. The following assessment
tools were used:

e MINI — MINI is a structured interview covering
diagnostic criteria for common psychiatric disorders
according to the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-1V), and ICD-
10.% Interrater reliability is 0.75 or higher in all portions
of the diagnostic assessment, except the less reliable
current manic episode.

e The Quality of Life Satisfaction and Enjoyment
(Q-LES-Q) — the questionnaire with 93 items is divided
into eight domains to assess. The patients evaluate each
domain by choosing one number from a five-point Likert
scale according to their level of satisfaction in the specific
domain.! The completion takes 20-30 minutes. Patients
fulfill the domains of “Physical health, Feelings, Leisure,
Household, Work, School/study, Social Relations, General,
and a Sum of the quality of life”. Miillerova® validated
the Czech version of the Q-LES-Q.

e LSAS — the scale consists of 24 items related to differ-
ent social situations.” The patients are asked to evaluate
the level of anxiety (LSAS) and degree of avoidant
behavior in each situation. The LSAS is a regularly

used clinician-administered instrument. The present
study used its self-report version. Fresco et al’! tested
the psychometric properties of the LSAS-self-report in
contrast to the LSAS-clinician administered. There was a
minimal difference between the two versions of the LSAS
on any scale or subscale score. Both versions were inter-
nally consistent, and the subscale intercorrelations for both
forms were principally equal. Baker et al*> reported on
the properties of the LSAS-self-report. The questionnaire
exhibited excellent psychometric properties as shown by
the outcomes of test—retest reliability, internal consistency,
and convergent and discriminant validity. Moreover, the
measure was sensitive to treatment change.

e The Internalized Stigma of Mental Illness (ISMI)

Scale — the scale consists of 29 items with a four-point
scale, which evaluates five areas of self-stigma.’® These
include feelings of alienation that the person is not a full
member of society, the rate of stereotypes endorsement
about people with mental illness, perceived discrimination
(how the patient feels the behavior from others to him from
the time of diagnosis), social withdrawal, and the degree
of stigma resistance.”>* ISMI was standardized by Ocisk-
ova et al*® in the Czech Republic. Internal consistency of
the Czech version of the scale was excellent (Cronbach’s
alpha =0.91).

e BAI-BAI consists of 21 items with a four-point Likert

scale, according to which an individual indicates the
severity of anxiety symptoms, suffered in the previous
week.% Kamaradova et al’’ validated BAI in Czech.
The inventory exhibited excellent internal consistency
(Cronbach’s alpha =0.92).

e BDI-II-BDIincludes 21 items of which the patients select

one of the four defined options that best matches how they
have felt in the last 2 weeks.’® Correlation of BDI-II with
other standardized scales of depression is ~0.70, internal
consistency (Cronbach’s alpha) ranges from 0.73 to 0.95.%°
The test was adapted to Czech population.®

e Clinical Global Impression (CGI) — the CGI is an assess-

ment of overall severity of the disorder.*® The source
of the evaluation in objCGI-S is an overall assessment
of the patient by a physician. In its subjective version
(subjCGI-S), the patient evaluates the overall condition.
The range of the scale is from 1 (normal, with no signs of
illness) to 7 (extremely severe symptoms of the disease).

e Temperamentand Character Inventory —Revised (TCI-R)—

the questionnaire involves 240 items, of which five are
for validation.** The questionnaire evaluates the four
temperament and three character traits of the personality.
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The features of temperament include novelty seeking
(NS), HA, reward dependence (RD), and PS. The
character traits are SD, cooperativeness (CO), and Self-
transcendence (ST).*' Preiss and Klose® created Czech
percentile norms.

e ADHS - the scale consists of the 12 items — four assess
the ability to set the adaptive path to the goal, four focus
on effort, and four are distractors.!” The patient selects the
degree of agreement with the statement on an eight-point
scale. Ociskova et al'’ standardized the scale to Czech.
The translation had a good degree of internal consistency —
the overall Cronbach’s alpha was 0.85.

e Drug Attitude Inventory (DAI-10) - DAI-10 is a question-
naire made to measure patients’ attitudes toward medi-
cations.® The patient decides whether statements about
drugs are true or false. The statements are concerned with
drug effectiveness, necessity, and adherence. The instru-
ment assesses the current attitudes toward medications,
not whether the patients discontinued their medication in
the past.

e Demographic questionnaire contained the basic informa-
tion — sex, age, marital status, education, employment,
disability, age of the disorder onset, duration of outpatient
psychiatric treatment, the number of hospitalizations, length
of last hospitalization, number of visited psychiatrists,
medications, and data on stopping medication in the past
(on the recommendation of a psychiatrist or willingly).

Statistics

The statistical programs Prism (GraphPad PRISM ver-
sion 5.0; GraphPad Software Inc., La Jolla, CA, USA) and
SPSS 24.0 (IBM Corp., Armonk, NY, USA) were used for
the statistical estimation of the results. Demographic data and
the average scores in the distinct questionnaires and scales
were evaluated using descriptive statistics (mean, median,
standard deviation, and the character of data distribution).
Mean values were compared by using unpaired #-tests. Rela-
tionships between categories were calculated using correla-
tion coefficients. Fisher’s exact test was used to verify the
relationship between alternative variables (sex, marital status,
and discontinuation of medication). Backward stepwise
regression was used to test the importance of each significant
correlation coefficient. All statistical tests were considered
acceptable at 5% level of statistical significance.

Ethics

The local ethical committee of University Palacky Olomouc,
Faculty of Medicine and Dentistry, approved the study.
The research was conducted according to the latest version

of the Declaration of Helsinki and recommendations for good
clinical praxis.®*5 All patients signed written informed consent
for this study.

Medication management

All patients were treated at a psychiatric clinic and were
currently in a stable mental condition. All patients had been
prescribed antipsychotics in the range of advised therapeutic
doses (mean 5.5943.84 mg dose of the antipsychotics index;
converted to the dosage on the dosage of risperidone). In addi-
tion to the antipsychotic medication, 21 patients (40.4%) were
also treated with antidepressants, five patients (9.6%) by benzo-
diazepine anxiolytics, and five patients (9.6%) by mood stabi-
lizers. Drugs were administered according to the recommended
Czech guidelines for the treatment of schizophrenia.®

Results

Description of the sample

The data were collected during the period from May 2015
to August 2016. Fifty patients (96.2%) completed the ques-
tionnaires. The demographic, clinical, and measured data are
described in Table 1.

The primary diagnosis was schizophrenia spectrum disor-
der in all 52 patients (27 were diagnosed with schizophrenia,
three with delusional disorder, 11 with acute and transient
psychotic disorders, and 11 with schizoaffective disorder).
Five patients had comorbid substance abuse disorder, and two
patients suffered from a comorbid personality disorder.

Quality of Life Enjoyment and Satisfaction Question-
naire (Q-LES-Q)-total score (SUM) reached 271.24+59.57
points. Regarding the severity of the illness, the psychiatrist
assessed the current state in average between “borderline” to
“mild symptoms of the disease.” The mean of the subjective
assessment of illness severity by patients (subjCGI-S) differs
significantly from an objective evaluation (Mann—Whitney
test, U=888; P<<0.05) and the subjective and objective assess-
ment of disease severity together are significantly correlated
(Spearman =0.59, P<<0.001).

Patients reached in average the mild symptoms of depres-
sion.® Their average total score of anxiety was also mild
(Table 1).%7 The results of the questionnaire TCI-R, which
evaluate the personality traits, are shown in Table 1. Compare
to Czech standards, the sample showed the average level of
RD (4045 percentile), SD (4045 percentile), cooperation
(55 percentile), and ST (55 percentile). The degree HA was
significantly higher than that given norm (80-85 percentile).
The average rate of NS and PS was considerably lower in
comparison with norms (NS was located at 35—40 percentile
and PS was at the level of 30-35 percentile). Regarding
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Table | Sample description: demographic, clinical, and measured
data

Category Figures or
mean values
Number of patients 52
Age 35.94+9.50
Sex: men/women 27/25
Education: basic/vocational training/secondary/ 8/19/16/9
university
Occupation: yes/no/unknown 26/25/1
Pension: no/full/partial 26/18/8
Marital status: single/married/divorced/widowed 36/9/5/2
Partner: yes/no 15/37
Onset of the disorder: years 29.24+9.48
Number of hospitalizations 3.3613.01
Length of the treatment 7.0418.17
Positive family history: no/yes 29/23
objCGI-S 2.74+0.99
subjCGI-S 2.30£1.43
BDI-II 15.04+10.30
BAI 12.31+9.88
LSAS-total 90.70+25.08
Fear 44.17£12.72
Avoidance 46.60+13.28
ADHS-total 39.76+11.02
Pathway 19.61£5.50
Agency 20.14+6.98
DAI-10 3.96+3.69
ISMI-total 60.44+13.73
Alienation 12.66+4.07
Stereotypes endorsement 13.14+3.63
Perceived discrimination 9.88+3.22
Social withdrawal 12.3243.55
Stigma resistance 12.52+2.35
Novelty seeking 96.12+10.80
Harm avoidance 110.62+19.44
Reward dependence 94.40£10.00
Persistence 104.58+18.08
Self-directedness 134.22+16.65
Cooperativeness 126.32+12.69
Self-transcendence 71.08+15.85
Q-LES-Q-SUM 271.24+58.57
Q-LES-Q (%) 58.00+13.00
Physical health 41.78+11.26
Feelings 45.90+11.93
Work 29.74+20.21
Household 33.44£13.66
School 13.9410.16
Leisure activities 20.82+5.34
Social relations 35.92+9.48
General 49.70+12.23
Antipsychotic index (calculated to risperidone 5.55+3.81
daily dose) (n=49)
Antidepressant index (calculated to paroxetine 27.83+12.23
daily dose) (n=23)
Anxiolytic index (calculated to diazepam daily 9.29+4.50

dose) (n=7)

Abbreviations: ADHS, Adult Dispositional Hope Scale; BAI, Beck Anxiety
Inventory; BDI-II, Beck Depression Inventory-Il; DAI- 10, Drug Attitude Inventory 10;
ISMI, Internalized Stigma of Mental lliness; LSAS, Liebowitz Social Anxiety Scale;
objCGI-S, Clinical Global Impression Severity — the objective version; Q-LES-Q,
Quality of Life Satisfaction and Enjoyment Questionnaire; Q-LES-Q-SUM, Quality of
Life Satisfaction and Enjoyment Questionnaire total score; subjCGlI-S, Clinical Global
Impression Severity — the subjective version.

ADHS, group average score corresponds to the third sten of
standards, which means a very low rate of hope.'

Quality of life and demographic factors
Age and the age of onset of the disease did not significantly
correlate with the Q-LES-Q-SUM, but there was a statisti-
cally significant correlation between Q-LES-Q-SUM and
both the number of hospitalizations and the length of the
treatment in years (Table 2).

There was no significant difference in the average Q-LES-
Q-SUM between men and women (men 262.9157.68 versus
women 280.10160.66; unpaired ¢-test: 1=1.015, df=47; ns),
between patients with and without a partner (with a part-
ner 290.60149.97 versus without a partner 262.601+61.44;

Table 2 Correlation coefficients and statistical significance
between Q-LES-Q-SUM and demographic, clinical, and psycho-
logical factors

Finding Correlation coefficient
Age —0.147
Onset of the disorder 0.24°
Number of hospitalizations —0.485*
Length of the treatment —0.43%*
objCGI-S —0.48%*
subjCGI-S —0.515%*
BDI-II —0.63%*
BAI —0.41P*
LSAS-total —-0.70°*
Fear —0.69P**
Avoidance —0.66"*
ADHS-total 0.517*
Pathway 0.43%*
Agency 0.47°*
DAI-10 0.3 | Pkk
ISMI-total —-0.63*
Alienation —0.60P*#k
Stereotypes endorsement —0.53%*
Perceived discrimination —0.50°*
Social withdrawal —-0.60°*
Stigma resistance 0.19°
Novelty seeking -0.13°
Harm avoidance —0.577*
Reward dependence —0.107
Persistence 0.39P**
Self-directedness 0.60°*
Cooperativeness 0.20°
Self-transcendence —0.107
Antipsychotic index (n=49) —0.465*
Antidepressant index (n=23) —0.18°
Anxiolytic index (n=7) —0.357

Notes: Bold values represent as P, Pearson r; S, Spearman r. *P<<0.001. **P<<0.01.
##4P<0,05.

Abbreviations: ADHS, Adult Dispositional Hope Scale; BAI, Beck Anxiety
Inventory; BDI-II, Beck Depression Inventory-Il; DAI- 10, Drug Attitude Inventory 10;
ISMI, Internalized Stigma of Mental lliness; LSAS, Liebowitz Social Anxiety Scale;
objCGI-S, Clinical Global Impression Severity — the objective version; Q-LES-Q,
Quality of Life Satisfaction and Enjoyment Questionnaire; Q-LES-Q-SUM, Quality of
Life Satisfaction and Enjoyment Questionnaire total score; subjCGlI-S, Clinical Global
Impression Severity — the subjective version.
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unpaired ¢-test: =1.457, df=47; ns), but there was a significant
difference in the mean Q-LES-Q-SUM between the employed
and unemployed patients (with a job 300.901£49.94 versus
without a job 244.201+55.83; unpaired ¢-test: 1=3.692, df=46;
P<0.001).

Quality of life, the severity of the

disorder, level of depression, and anxiety
Q-LES-Q-SUM negatively correlated with the overall sever-
ity of the disorder, as evaluated by a doctor (objCGI-S) and
the patients themselves (subjCGI-S; Table 2). The rate of the
Q-LES-Q-SUM also negatively correlated with the sever-
ity of anxiety symptoms evaluated by BAI, the severity of
depressive symptoms assessed by BDI-II, and severity of
social anxiety symptoms assessed by LSAS (Table 2).

Quality of life and hope

Q-LES-Q-SUM positively correlated with the experienced
hope evaluated by ADHS (Table 2). Patients with a higher
quality of life experienced higher levels of hope, as assessed
by the total score of ADHS, so by both its subscales Agency
and Pathways (Table 2).

Q-LES-Q-SUM and adherence

We also evaluated the correlation between quality of life
and adherence to treatment measured by DAI-10. We found
that Q-LES-Q-SUM positively correlated with the current
adherence to the treatment (Table 2).

Q-LES-Q-SUM and self-stigma
Q-LES-Q-SUM significantly negatively correlated with self-
stigma assessed by ISMI-total and all ISMI domains except
Stigma resistance (Table 2).

Q-LES-Q-SUM and personality traits
Q-LES-Q-SUM significantly negatively correlated with per-
sonality temperamental trait HA and positively with character
traits PS and SD (Table 2).

Q-LES-Q-SUM and medication
Q-LES-Q-SUM significantly negatively correlated with the
daily dosages of antipsychotic adjusted to the risperidone
dosage (the antipsychotic index) and not with the dosages of
antidepressants or anxiolytics.

Regression analysis
Because various factors significantly correlated with the
Q-LES-Q-SUM, a multiple regression analysis was conducted

Table 3 Multiple regression analysis of Q-LES-Q-SUM as depen-
dent variable with demographic and clinical factors as predictors

Regressors B SE B t Significance
Occupation 22973 10202 0.192 2252 0.030
BDI-II —2.146 0448 0374 —4.795 0.000
LSAS-total score -0.900 0.211 -0.370 -4.272 0.000
DAI-10 3939 1.201 0247 3279 0.002
Antipsychotic index —4.190 1287 -0.257 -3.255 0.002

Notes: ANOVA: F=31.35, df=46; P<<0.001, adjusted r’=0.767.

Abbreviations: ANOVA, analysis of variance; BDI-Il, Beck Depression Inventory-
Il; DAI-10, Drug Attitude Inventory 10; LSAS, Liebowitz Social Anxiety Scale;
Q-LES-Q, Quality of Life Satisfaction and Enjoyment Questionnaire; Q-LES-Q-SUM,
Quality of Life Satisfaction and Enjoyment Questionnaire total score; SE, standard
error; B, unstandardized coefficients B; 3, standardized coefficients f3; t, t statistic.

to detect the most central factors associated with the quality
of life in persons with schizophrenia. The dependent variable
was the Q-LES-Q-SUM. Independent variables were the
number of hospitalizations, occupation, objCGI-S, BDI-II,
LSAS-total, DAI-10, ADHS-total, antipsychotic index, and
personality traits HA, PS, and SD. Because of the presence
of many predictors that could reduce the chance of false posi-
tives, we separated the demographic and clinical predictors
versus personality predictors into separate regressions.

During the four steps of the backward stepwise regression
using demographic and clinical factors as predictors, occupa-
tion, BDI-II, LSAS-total score, DAI-10, and antipsychotic
index passed with statistical significance (Table 3).

During the six steps of the backward stepwise regression
using personality factors as predictors, harm-avoidance and
SD passed with statistical significance (Table 4).

Discussion

The main aim of this research was to investigate the factors
that may be significantly associated with the quality of life
in patients with schizophrenia spectrum disorders. Most
research on the topic of quality of life showed a significant
link between low quality of life and greater intensity of
symptoms of depression, anxiety, and overall severity of
the disorder.”!" The interesting result of the study was that

Table 4 Multiple regression analysis of Q-LES-Q-Sum as
dependent variable with personality factors as predictors

Regressors B SE B t Significance
HA -0.9%96 0412 -0331 -24I5 0.020
SD 1.421 0.481  0.404 2.952 0.005

Notes: ANOVA: F=17.85, df=49; P<<0.001, adjusted r*=0.407.

Abbreviations: ANOVA, analysis of variance; HA, harm avoidance; Q-LES-Q,
Quality of Life Satisfaction and Enjoyment Questionnaire; Q-LES-Q-SUM, Quality
of Life Satisfaction and Enjoyment Questionnaire total score; SD, self-directedness;
SE, standard error; B, unstandardized coefficients B; f, standardized coefficients f;
t, t statistic.
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the mean of the subjective assessment of illness severity by
patients differs significantly from an objective evaluation
assessed by the psychiatrist. It can reflect the poor insight that
has frequently been detected in schizophrenia patients.

Our study confirmed the previous results.*!! The quality
of life correlated negatively with objective or subjective
evaluation of the severity of the disorder, also with the level
of depression and/or anxiety. It is a question whether the
severity of the disorder is such an important factor, which can
overcome all other factors, such as personality traits, hope,
and self-stigma, which are considered to be more durable
longitudinal factors. Nevertheless, backward regression
analysis showed that although the severity of the disorder
was an important factor, other factors were more significant
in their relation to the quality of life.

The second aim of the presented investigation was to search
for the relationship between quality of life and hope. Both the
rates of ADHS total score and individual subscore of Pathways
thinking (goal planning) and Agency (goal motivation) sig-
nificantly positively correlated with the quality of life. Patient
with higher hope has a higher quality of life and vice versa.
Hope is not ignorance; it is to some extent about character
traits. Hope is some level of spirituality, but sometimes it can
be eroded through life experiences (ie, numbers of psychiatric
hospitalizations). The cross-sectional study cannot answer the
question what is first — the hope or the quality of life.

The third aim of the survey was the exploration of the
relationship between the quality of life and self-stigma. The
mean total score of ISMI reaches the similar values, as in our
previous study in the same diagnostic population® and also
in other populations of outpatients with schizophrenia in the
Czech Republic.!> The score of Q-LES-Q was also high in
patients with bipolar disorder.* Patients with schizophrenia
spectrum disorders have a medium degree of self-stigma,
very close to the average degree of the ISMI in the Czech
patient population.

The outcomes indicate that the level of the self-stigma was
significantly negatively correlated with the quality of life. In
the Czech patients with schizophrenia, the same results were
shown in the cross-sectional study by Holubova et al.'> The
question is if the decreased quality of life is one of the con-
sequences of self-stigma or the high level of the self-stigma
is a result of the poor quality of life. Prospective longitudinal
investigations are desirable for answering this question.

The fourth aim of our study was to examine how the
personality traits may influence the quality of life in schizo-
phrenia spectrum disorders patients. The negative relation-
ship between the quality of life and anxiety was also partially

confirmed by a significant correlation between the quality
of life and HA in the TCI-R. HA indicates the presence of
anticipatory anxiety, fear of uncertainty, shyness, and fatiga-
bility.*” Individuals with high levels of HA are also sensitive
to criticism and rejection by others and require more frequent
expressions of support and reassurance that their actions
are adequate.® It would be interesting to examine whether
brashness or lack of social tact claims lead to an improved
quality of life.

Furthermore, it was also found that the quality of life
is significantly higher in individuals with higher SD. This
may mean that patients with improved quality of life devote
more effort to achieve their goals and and also have higher
self-esteem. It is also likely that patients with higher levels
of SD are less criticized and have internalized more positive
attitudes about themselves. On the other side, that may be true
only partially. High SD can be associated with subsequent
ambitions, disappointments, and loss of hope. Logically, the
level of PS positively corresponds with the quality of life. But
only HA and SD passed with statistical significance in regres-
sion analysis using personality factors as a predictors.

HA correlated with the quality of life. This is in line
with Cloninger,®” who postulated HA as a feature of tem-
perament that is largely hereditary and is not subject to
significant changes in later life. SD is a character trait which
has been developed throughout life experiences.’” HA is
a trait associated with increased susceptibility to aversive
stimuli and the subsequent tendency to avoidant behavior.®”’
It seems, therefore, that this trait can meaningfully predict
the occurrence of the poor quality of life in patients with the
schizophrenic disorder. Cloninger® believes that SD changes
during the life. It is probable that poor quality of life may
also lead to a reduction of SD. However, the significance
of the regression analysis is limited due to an insufficient
number of subjects.

Limitations of the study

The present study has several limitations. In particular, it is
not possible to explain causality of the described relations.
The research sample of patients was small; that is why, the
research results, especially of the regression analysis, should
be limited. Still, the results are consistent with the findings of
other authors. Another limitation is the fact that the data were
collected through questionnaires filled out by the patients
themselves. The preponderance of subjective judgment of
assessment methods, in which we are dependent on the ability
of introspection of the patient and his willingness to testify,
has its limitations, especially in patients with schizophrenia

Neuropsychiatric Disease and Treatment 2017:13
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who may have a different degree of cognitive dysfunction.
Filling out the questionnaires could also be modified by
various levels of fatigue and motivation of the patients.
Another limitation is the high number of possible predictors
after correlation analysis in a sample size of just 52 patients.
To reduce the number of predictors, we separated the predic-
tors into separate regressions of demographic and clinical
factors versus personality factors.

Despite these limitations, it seems that self-stigma is a
major factor that is associated with certain personality traits
and hope of the patient. In the future, it may be useful to exam-
ine the effects of self-stigma, personality factors, and hope
for a therapeutic outcome in this diagnostic group. The next
step would be the development of the particular approaches
for changing the factors affecting self-stigma and treatment
response and their application in psychoeducation.

Conclusion

Detection of the quality of life in the context of personality
traits, hope, self-stigma and demographic and clinical fac-
tors may be an important part of the treatment of patients
with schizophrenia. Identifying those life areas in which
our patients suffer and finding out those weakened areas of
their personality, perception, hope, attitude, and approach
toward oneself and others can help in the development of
desirable behavior with a positive impact on the overall
quality of their life.

We conclude that quality of life in patients suffering from
schizophrenia spectrum disorders is influenced by several
factors. One of the most important factors seems to be the
symptoms severity measured by both global scales (CGI) and
scales evaluating the LSAS and depression (BDI-II). We also
proved positive correlation with hope and negative correla-
tion with self-stigma. DAI-10 questionnaire also showed a
substantial correlation between quality of life and adherence
to treatment by drugs. This is quite essential in this patient
group. From the range of demographic factors, the presence
of occupation superiorly influences the subjective level of
quality of life. This result underlines the necessity of job
prospect in those with schizophrenia spectrum disorders.
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