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Background: Improved quality of life (QOL) of
patients suffering from major psychoses has become
an important treatment goal. We sought to determine
predictors of perceived QOL and to explore the changes
that occur regarding QOL among individuals with
schizophrenia as compared to patients with schizo-
affective/mood disorders.

Method: In anaturalistic longitudinal design, 148
inpatients with schizophrenia and 51 inpatients with
schizoaffective/mood disorders (DSM-IV) were tracked
for 16 months (SD = 4.6 months). Subjects were as-
sessed at 2 timepoints for psychopathology, stress pro-
cess—related factors, and perceived QOL, as measured
by the Quality of Life Enjoyment and Satisfaction
Questionnaire. Predictors of fluctuationsin QOL index
scores during the follow-up period were identified using
multiple regression techniques.

Results: We found that poor QOL is not a more se-
vere problem for schizophrenia patients than for schizo-
affective/mood disorder patients. Improved QOL of
schizophrenia patients is associated with reduced para-
noid and distress (obsessiveness, somatization) symp-
toms and increased self-efficacy and self-esteem ratings.
Individual changesin QOL index scores among patients
with schizoaffective/mood disorders are associated with
changes in depression, sensitivity, expressed emotion,
and task-oriented coping scores.

Conclusion: Predictors of changesin satisfaction
with life quality over time among schizophrenia patients
are distinct from those associated with schizoaffective/
mood disorders. Changes in stress process—related fac-
tors, rather than psychopathology, predict change in per-
ceived QOL and should be considered when eval uating
QOL outcomes.
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D uring the past 2 decades, the concept of quality
of life (QOL) has become an important outcome

measure for psychiatric patients. The concept of QOL is
distinct from health, though related to it. Most conceptu-
alizations of health-related QOL include dimensions of
physical, social, and role functioning and mental health
and general health perceptions, with important concepts
such as energy, fatigue, pain, and cognitive functioning
included in these broader categories.! Physical, psycho-
logical, and social domains of health are influenced by
one's experiences, beliefs, expectations, and perception.?
Whilethereisno universal operational definition of QOL,
most researchers agree that patients statements on satis-
faction with domains of daily functioning are relevant in-
dicators of perceived QOL.*3

Previous studies have tried to clarify factors that influ-
ence life quality of patients with major psychoses. Al-
though cross-sectional data show that patients with these
disorders reported poorer satisfaction with QOL than the
general population,* longitudinal changesin QOL ratings
and their indicators have not been adequately addressed.
While some researchers did not find significant improve-
ment in the subjective QOL of schizophrenia patients
followed for 9 months® or 7- to 10-year periods,>® others
report positive changesin QOL domains during hospital-
ization”® and/or after 1-year follow-up.” This inconsis-
tency might be explained by substantive differences in
treatment settings, baseline profiles, and patient sample
sizeand variability of protective and distressfactorsinflu-
encing QOL ratings. Several longitudina studies found
that reduction in anxiety, depression, and general psycho-
pathology contributes substantially to improved QOL of
schizophrenia and schizoaffective disorder patients.3'%*

There are several possible limitations in the above-
mentioned studies. First, narrow focus relating life dissat-
isfaction primarily with symptom severity did not include
evaluation of psychosocial factors. Second, perceived and
rater-observed QOL are not necessarily closely related
and may have different determinants in patients with
schizophrenia. Finaly, the sample sizes of patients stud-
ied were small.

Few psychosocial or stress process—related (SPR)
factors have been explored in a cross-sectional design.
Among the SPR factors, distress, self-esteem, self-
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efficacy, coping with stressful situations, expressed emo-
tion, and socia support have been reported to play a sig-
nificant role in life satisfaction outcomes.****3 However,
these studies did not evaluate longitudinal relationships
between SPR factors and QOL ratings.

Several studies have reported contradictory findings re-
garding differences in QOL between patients with various
major psychoses. While some researchers did not find dif-
ferences in global satisfaction with QOL between patients
with schizophrenia and schizoaffective disorders,*'*° oth-
ers report that patients with schizophrenia reported better
life satisfaction than patients with major depression and bi-
polar disorders.2>* Since no longitudinal study was con-
ducted, the question regarding differencesin QOL between
schizophrenia patients and individuals with schizoaffec-
tive and mood psychoses remains unclear.

The current naturalistic longitudinal survey broadens
our previous studies on QOL in major psychoses*? by ex-
amining longitudinal data on changes of QOL together and
related factors over time. In the present study, we sought
to determine predictors and changes in perceived QOL
among schizophrenia patients compared to patients with
schizoaffective and mood disorders. We hypothesized
that (1) poor QOL is not a more severe problem among
schizophreniathan schizoaffective/mood disorder patients,
(2) predictors of QOL ratings would vary among patients
in different diagnostic categories, and (3) across time,
SPR factors rather than psychopathology would predict
fluctuations in perceived QOL ratings of patients with
major psychoses.

METHOD

Study Design

This research is part of the Sha'ar Menashe Longitudi-
na Study of Quality of Life (SMLS-QOL), a larger on-
going naturalistic prospective investigation of QOL and its
correlates among psychiatric patients. A detailed descrip-
tion of the SMLS-QOL design, data collection, and mea-
suresisreported elsewhere.* In brief, initial dataconcern-
ing al adult patients with major psychoses consecutively
admitted to closed, open, and rehabilitation hospital set-
tings of Sha'ar Menashe Mental Health Center (Hadera,
Israel) were collected between August 1998 and August
2000. Participants met DSM-IV criteria® for schizophre-
nia, schizoaffective disorder, major depressive disorder, or
bipolar disorder; were aged 18 to 65 years, were inpatients,
and were able to provide written informed consent for par-
ticipation in the study. Patients with comorbid mental re-
tardation, organic brain diseases, severe physical disorders,
or drug/alcohol abuse and those with low comprehension
skills were not enrolled. The Internal Review Board and
the Israel Ministry of Health approved the study, and all
participants gave written informed consent after receiving
adetailed explanation of study procedures.
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Data Collection

Baseline assessment was at hospital admission
(N =339), and follow-up evaluation was at least 1 year
later. At the follow-up evaluation, 199 (58.7%) of 339
patients were available for evaluation (the follow-up
sample). Two patients had died, 14 could not be evaluated
because of severely declined mental status, 51 withdrew
consent, and less than 12 months had elapsed for 73 of the
patients (these patients will be evaluated as the study
progresses). There were no significant differences be-
tween the follow-up sample (N = 199) and those patients
not followed up in terms of sociodemographic and clinical
characteristics (age, sex, diagnosis, age at onset, number
of hospitalizations, and symptoms severity).

Subjects

For the present study, data at 2 pointsin time (baseline
and last follow-up assessments) for 199 patients were
drawn from the database. The sample was 74.9% male
(N =149), with a mean age of 38.9 (SD =10.1; range,
18-60) years. A total of 148 patients were diagnosed
with schizophrenia and the remaining 51 patients with ei-
ther schizoaffective disorder (N = 33) or mood disorders
(N =18). Among the schizophrenia patients, 104 pre-
sented with paranoid type, 27 with residual type, 8 with
disorganized type, 8 with undifferentiated type, and 1 with
catatonic type. Of the schizoaffective disorder patients, 24
had depressive type and 9 had bipolar type. The mood dis-
orders group included 9 patients with major depressive
disorder and 9 patients with bipolar | disorder (5 had
recent manic episodes with psychatic features, 1 had are-
cent depressed episode, and 3 had arecent mixed episode).

Patients were followed up for a mean of 16.4
(SD = 4.6) months after baseline assessment. At last fol-
low-up, 66 were reassessed after discharge, 71 before dis-
charge from a consecutive hospitalization, and 62 patients
during the same hospitalization. Mean age at application
to psychiatric care was 24.6 (SD = 8.3) years, mean dura-
tion of disorder was 14.1 (SD = 9.3) years, and mean num-
ber of hospitalizations was 7.6 (SD = 4.4; range, 1-15
hospitalizations). Patients were treated with a variety of
antipsychotic medications (51% conventional, 15% atypi-
cal neuroleptics, and 12% combination) and additional
medi cations (32% benzodiazepines, 21% antidepressants,
and 30% mood stabilizers) as clinically indicated. All pa-
tientswere physically healthy, with recent normal physical
examination findings and normal blood and urine labora-
tory test results.

Measures

Current levels of psychopathol ogic symptoms were as-
sessed using the Positive and Negative Syndrome Scale
(PANSS)* and Mania Rating Scale (MRS).® Pharmaco-
logic treatments were recorded for the month prior to each
assessment. The severity of adverse effects as well as psy-
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chological response to medication was measured with
the Distress Scale for Adverse Symptoms (DSAS),** a
clinician-administered rating scale including a checklist
of 22 of the most frequently observed side effects of anti-
psychotic drug therapy. Responses are scored on a 5-point
scale, with higher scores indicating higher severity and
greater distress attributed to the given side effect. Three
indices were computed: number of adverse symptoms
(Cronbach o =0.87), mental distress index (Cronbach
a = 0.78), and somatic distressindex (Cronbach o = 0.85).

In addition to illness-related variables, a number of
psychosocial or stress process—related (SPR) factors were
examined. We chose to use the terminology SPR factors
instead of the more general and popular term psychosocial
factors in order to focus on the influence of internal and
external stressors on coping capabilities and QOL. Assess-
ment of SPR factors was done using the following stan-
dardized questionnaires.

The Talbieh Brief Distress Inventory (TBDI) is a
24-item self-report instrument that measures severity of
emotional distress.®*?” The Brief Symptom Inventory-
Somatization Scale (BSI-S)? reflects somatic distress aris-
ing from perceptions of bodily dysfunction. Task-oriented,
emotion-oriented, and avoidance-oriented coping styles
were evaluated with the Coping Inventory for Stressful
Situations (CISS).** The General Self-Efficacy Scale
(GSES) evauates the sense of personal competence in
stressful situations.® The Rosenberg Self-Esteem scale
(RSES) is a 10-item self-report questionnaire for measur-
ing self-esteem and self-regard.® The Expressed Emotion
Scale (EES) is a 38-item questionnaire designed to assess
levels of criticism, hostility, and emotional overinvolve-
ment described by the psychiatric patient’s relative as per-
ceived by the patient.® For the present sample, Cronbach o
coefficients of the above-mentioned questionnaires ranged
from 0.69 to 0.97.

The Quality of Life Enjoyment and Satisfaction Ques-
tionnaire (Q-LES-Q)* is a self-report questionnaire com-
prising 93 items. In the current study, we used a 60-item
version of the Q-LES-Q that excluded scales irrelevant
for hospitalized patients. Responses are scored on a 1- to
5-point scale, with higher scores indicating better QOL.
We used the perceived QOL index, the average of the
scores of all 60 items (Cronbach o = 0.93).* Internal con-
sistency of the 6 summary scales of the instrument (physi-
cal health, subjective feelings, leisure time activities, so-
cial relationships, general activities, and satisfaction with
medicine) as measured by Cronbach o coefficient ranged
from 0.83 to 0.91 for the present sample.

Data Analysis

The NCSS 2000 PC program® was used for all analy-
ses. Mean values with standard deviation are presented.
For comparison of repeated measures within the groups of
patients, 2-tailed paired t tests were used. Two-tailed t tests
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were performed for comparison of other continuous vari-
ables. Where the assumption of normality was dubious,
the corresponding nonparametric tests were used to con-
firm the results of the t tests. Differences in frequency of
categorical variables were examined using chi-square
with Yates correction. Multiple analysis of variance
(MANOVA) was applied for testing the main effect of
diagnosis on QOL domain scores. Analysis of covariance
(ANCOVA) was used to examine how interaction of the
various factors affects longitudinal differences of QOL
index ratings. Finally, the model’s predictions were exam-
ined using a series of regression analyses with stepwise
backward selection. For prediction variability of the per-
ceived QOL index during the follow-up period (depen-
dent variable), changes in scores between 2 examinations
of the following clinical and SPR variables were used:
PANSS (anergia, thought, activation, paranoid, and de-
pression factors), MRS, DSAS indices, TBDI subscales
(obsessiveness, hostility, anxiety, paranoid ideation, sen-
sitivity, and depression), BSI-S, CISS (3 coping styles),
GSES, RSES, and EES.

RESULTS

Baseline Comparisons

Baseline QOL index and specific domain scores
between hospitalized schizophrenia and schizoaffective/
mood disorder (bipolar and depressive) patients were
compared with MANOVA. Schizophrenia patients
differed from both schizoaffective (F = 4.95; df = 2,181;
p=.027) and mood disorder patients (F=3.48; df =
2,166; p < .001), whereas schizoaffective and mood dis-
order patients had quite similar ratings on QOL index
and specific domains (F=0.42; df =251; p=.89).
Therefore, for the following analyses, we jointly assessed
schizoaffective and mood disorder patients. Baseline data
showed that schizophrenia patients were significantly
more dissatisfied with social relationships (t = 3.05,
df =197, p<.01) and with medicine (t =2.3, df =197,
p<.05) than schizoaffective/mood disorder patients
(Table 1).

Table 2 compares sociodemographic characteristics of
the study groups. Notably, no differences were found with
respect to patients' age, education, living arrangements,
employment status, total number of hospitalizations, and
length of follow-up. Schizophrenia patients, as compared
to schizoaffective and mood disorder patients, were more
likely to be male, without a spouse, younger at onset of
illness, with longer duration of illness, and hospitalized
at follow-up assessment. These differences were tested
in the following analysis.

Changes Over Time

After the follow-up period, schizoaffective/mood
disorder patients showed no significant changes in QOL
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Table 1. Change of Quality of Life Domain Scores From Initial to Follow-Up Assessment for Patients With Schizophrenia and for

Patients With Schizoaffective/Mood Disorders

Schizophrenia Patients (N = 148)

Schizoaffective/Mood Disorder Patients (N = 51)

Initial Follow-Up Initial Follow-Up
Assessment Assessment Assessment Assessment
Domain Mean SD Mean SD 95% CI? t Value Mean SD Mean SD 95% CI?  tVaue
Physical health 436 12.2 453 10.8 -0.4t03.8 1.6 456 11.7 443 11.0 -45t018 0.9
Subjective feelings 485 128 52.0 132 11t06.0 2.9** 51.6 13.8 524 132 18t04.3 0.4
Leisure time activities 193 64 212 6.6 0.7t03.1 3.0%* 205 6.6 208 6.2 -1.7t025 0.4
Social relationships 36.8 9.6 37.6 104 -1.1to2.7 0.9 415 9.2 39.3 100 -53t00.8 15
General activities 46.9 11.9 47.7 11.8 -1.2t02.8 0.8 485 124 473 109 48to22 0.7
Satisfaction with medicine 35 12 37 11 0.0t0 0.4 1.7 40 11 36 12 -08to0.1 1.7
Quality of Lifeindex 34 07 35 07 0.0t00.3 2.3* 36 09 35 08 -03t002 0.7
895% confidence interval for differences. *p < .05; **p < .01.
Table 2. Sociodemographic Characteristics of the Study Sample
Schizoaffective/ o
Schizophrenia Patients Mood Disorder Patients Significance Tests®
Characteristic (N =148) (N=51) X2 ort df p Value
Male, N (%) 121 (81.8) 28 (54.9) 145 1 <.001
Age at examination, mean = SD, y 382+95 41.1+113 177 197 .08
Marital status, N (%)
Single 97 (65.5) 15 (29.4) 235 2 <.001
Married 25 (16.9) 24 (47.1)
Other® 26 (17.6) 12 (23.5)
Education, mean = SD, y 102+ 2.7 10.7+ 28 1.14 197 .25
Living arrangement
Independent 84 (56.8) 37 (72.5) 5.10 2 <.078
Family 21 (14.2) 7(13.7)
Group home 43 (29.0) 7(13.7)
Employment status
Employed 52 (35.1) 17 (33.3) 0.05 1 .81
Unemployed 96 (64.5) 34 (66.7)
Age at onset,“ mean = SD, y 229=+7.1 29.4+ 9.6 4.4 197 <.001
IIness duration, mean + SD, y 150+9.1 11.5+9.7 2.3 197 .02
Total number of 78+45 74+43 0.52 197 .60
hospitalizations, mean + SD
Change in treatment setting
during follow-up period, N (%)
Same hospitalization 59 (39.9) 3(5.9 2.9 2 <.001
Readmitted 48 (32.4) 23(45.1)
Discharged 41(27.7) 25 (49.0)
Length of follow-up, mean + SD, mo 16.7+4.8 155+ 3.9 177 197 .079

#2-tailed t test and the chi-square test.
bWidowed or divorced.
CAccording to applying to mental health care.

ratings, whereas schizophrenia patients reported signifi-
cant improvement in the QOL index, subjective feelings,
and leisure time activities (Table 1). At follow-up, cross-
sectional comparisons showed no significant differences
between these 2 groups on QOL index and specific do-
main scores (F = 0.64; df = 1,198; p=.74).

Since patientsin the compared groups differed in terms
of gender, marital status, age at onset, and place at follow-
up assessment (see Table 2), changesin QOL ratings were
tested with ANCOVA. When these variables and length of
follow-up period were controlled as covariance, the 2 pa-
tient groups differed regarding changes in the perceived
QOL index (F=5.0, p=.026), and satisfaction with
medicine (F=5.5, p=.020; all df =1,198). Post hoc
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analysis with Bonferroni multiple comparison test showed
that schizophrenia patients showed improvement in the
QOL index (0.16 + 0.8) and satisfaction with medicine
(0.19 = 1.3), whereas the schizoaffective/mood disorder
patients showed mild deterioration (-0.11+0.7 and
—0.38 + 1.4; df = 197; p=.037 and p = .024, respectively).

Given that the schizoaffective/mood disorder sample
(N =51) was one third the size of the schizophrenia group
(N = 148), the effect of sample size on the findings was
tested. Changes in QOL domain ratings were reeval uated
on a subsample of schizophrenia patients (N =51)
matched by gender, age, education, and place at and length
of follow-up assessment to the sample of schizoaffective/
mood disorder patients. The schizophrenia patients of this
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Table 3. Change in Symptom and Psychosocial Scores From Initial to Follow-Up Assessment for Patients With Schizophrenia and

for Patients With Schizoaffective/Mood Disorder

Schizophrenia Patients (N = 148)

Schizoaffective and Mood Disorder Patients (N = 51)

Initial At Follow-Up Initial At Follow-Up
Assessment Assessment Assessment Assessment
Variables Mean SD Mean SD 95% CI°  tValue Mean SD Mean SD  95%CI® tValue
PANSS
Scales
Positive syndrome 170 6.1 154 58 -2.7t0-04 2.6* 153 79 119 49 -52to-14 35%**
Negative syndrome 251 6.6 262 7.0 -0.41t02.2 1.7 188 7.1 183 69 -16t0l8 05
General syndrome 419 10.6 40.8 10.8 -3.6t02.2 0.9 404 121 350 89 -79t0-0.9 3.1**
Factors
Anergia 111 32 114 3.2 -0.3t01.0 11 89 36 89 32 -09tol0 01
Thought 101 4.2 9.6 38 -1.3t00.2 14 87 53 6.8 29 -32t0-0.6 29**
Activation 71 24 6.7 22 -091t00.1 16 73 32 6.1 20 -22to-0.1 22*
Paranoid 74 26 6.7 25 -1.2t0-0.2 2.8** 57 24 49 21 -15t00.05 2.2*
Depression 83 33 73 28 -1.6t0-04 3.4xx* 95 39 81 32 -26t0-03 24*
MRS
Mania severity 1.7 39 09 21 -1.4t0-0.2 2.2%a 49 6.6 21 33 -05t0-0.7 3.1**2
DSAS
Number of adverse 0.33 0.3 0.30 0.3 -0.1t00.04 0.9 0.41 0.3 0.32 0.3 -0.2t00.03 15
symptoms
Mental distress index 0.34 04 0.29 0.3 -0.1t00.02 14 0.49 04 040 0.3 -0.2t00.06 1.1
Somatic distress index 0.20 0.3 0.19 0.2 -0.1t00.05 0.3 0.31 04 021 0.3 -0.2t00.02 1.6
TBDI
Distress index 1.3 08 1.1 08 -0.3t0-0.1 3.4+**a 1.3 08 1.3 08 -03t0c02 04
CISS
Task coping 51.7 16.8 51.6 17.7 -2.8t03.2 0.1 52.4 15.8 494 179 -88tol.0 1.2
Emotion coping 438 141 41.8 12.8 —4.6t0-0.1 2.3+2 47.1 137 456 13.0 -48to4.0 0.7
Avoidance coping 478 14.2 472 159 -3.1t02.3 0.5 48.8 14.2 46.4 155 -72t00.8 1.2
GSES
Self-efficacy 27.0 8.0 285 82 0.1t029 1.8 29.1 838 284 81 -32tol5 06
RSES
Self-esteem 181 4.8 19.1 49 0.3t01.8 2.4* 182 57 182 52 -20tol4 0.02
EES
Expressed emotion 778 19.2 729 17.9 -891t0-09 2.6%* 77.8 189 750 190 -7.3tol7 09?2

ANilcoxon signed rank test.
b95% confidence interval for differences.
*p<.05; **p<.01; ***p<.00L.

Abbreviations: CISS = Coping Inventory for Stressful Situations, DSAS = Distress Scale for Adverse Symptoms, EES = Expressed Emotion Scale,
GSES = General Self-Efficacy Scale, MRS = Mania Rating Scale, PANSS = Positive and Negative Syndrome Scale, RSES = Rosenberg Self-

Esteem Scale, TBDI = Talbieh Brief Distress Inventory.

subsample showed improvement only in the QOL index
(from3.2+0.6t03.6 + 0.7, t = 3.09, p = .0025).

Table 3 summarizes differences and stability over time
in psychopathology and SPR factor scores. At follow-up
examination, patients of both cohorts had markedly lower
psychopathology, excluding negative symptoms. Schizo-
phrenia patients showed significant positive improvement
in emotional distress (TBDI index), emotion-related cop-
ing style, expressed emotions, and self-esteem ratings.
Among patients with schizoaffective/mood disorders,
most SPR factors, excluding criticism (EES) scores, were
quite stable over time.

Prediction of Changes in QOL Index

Whiletesting regression models, we used the step-wise
backward selection procedure in order to reduce the num-
ber of independent variables (see DataAnalysis) for fewer
predictors. A summary of multiple regression analysisis
presented in Table 4. Regression analysis established dif-
ferent sets of predictors and accounted for 36% and 55%
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of the total variance of the individual changes in QOL
index scores during the follow-up period of the schizo-
phrenia and schizoaffective/mood disorder patients, re-
spectively. Increasing self-efficacy and self-esteem ratings
together with areduction in distress symptoms (obsessive-
ness, somatization) and paranoid severity influenced im-
provement in QOL index scores among schizophrenia pa-
tients. Changes in distress intensity account for 12.2%;
self-constructs, 11.7%; and paranoid factor, 2.8% of the
fluctuations in QOL index scores. Among patients with
schizoaffective/mood disorders, changes in task-oriented
coping, expressed emotion, sensitivity, and depression se-
verity scores account for 23%, 22.2%, 18.8%, and 11.2%
of the changesin QOL index scores, respectively.

DISCUSSION
This is the first naturalistic longitudinal study of per-

ceived QOL and multidimensional measures of related
factorsin patients with schizophrenia and schizoaffective/
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Table 4. Summary of Multiple Regression Analysis to Predict Change in Quality of Life (QOL) Ratings From Change in Ratings of
Symptoms and Stress Process—Related (SPR) Factors in 2 Groups of Patients*

Dependent Variable

(change in QOL index scores during follow-up period) Independent Variablesand Model’s Properties i Partial R%

Schizophrenia patients (N = 148) Paranoid factor (PANSS) -0.14 0.028
Obsessiveness (TBDI) -0.23 0.066
Somatization (BSI) -0.21 0.056
Self-efficacy (GSES) 0.18 0.040
Self-esteem (RSES) 0.25 0.077

R?=0.36; adjusted R?=0.33, F=15.7, df = 5, p < .0001

Schizoaffective/mood disorder patients (N = 51) Depression factor (PANSS) -0.27 0.112
Sensitivity (TBDI) -0.37 0.188
Expressed emotion (EES) -0.36 0.222
Tasked-oriented coping (CISS) 0.37 0.230

R?=0.55; adjusted R?=0.51, F = 13.7, df = 4, p < .0001

&Change in QOL index scores during follow-up period.

bStandardized regression coefficient. All independent variables included in the table are statistically significant (p < .001).

°Partial R?reflects the variation in the dependent variable (QOL dimensions) explained by each independent variable adjusted to the effects of the
rest of the independent variables. The higher the R? value, the greater contribution of the independent variable to the model.

Abbreviations: BSI = Brief Symptom Index, CISS = Coping Inventory for Stressful Situations, EES = Expressed Emotion Scale, GSES = General
Self-Efficacy Scale, PANSS = Positive and Negative Syndrome Scale, RSES = Rosenberg Self-Esteem Scale, TBDI = Talbieh Brief Distress

Inventory.

mood disorders systematically ascertained from various
hospital settings, representing routine hospital practice.
Our general assumption was that similar QOL levels
among schizophrenia and schizoaffective/mood disorder
patients would be associated with different predictor pat-
terns. To test this assumption, 3 specific hypotheses were
tested and confirmed in the present study.

The major finding of this study is that schizophrenia
and schizoaffective/mood disorder patients reported simi-
lar overal levels of satisfaction with QOL 16 months
after baseline. This finding is quite consistent with cross-
sectional studies*** that did not find considerable differ-
ences in overall perceived QOL level between schizo-
phrenia and schizoaffective/mood disorder patients and
contradict those studies that suggested®? that patients
with schizophrenia reported more life satisfaction than
patients with major depression and bipolar disorder.
Schizophrenia patients reported improvement on the QOL
index and on some specific domains. We found that some
demographic characteristics, illness history features, and
sample size influenced changes in specific QOL domains.
Our longitudinal findings of improved perceived QOL for
schizophrenia patients support reports of improved over-
all satisfaction with QOL of schizophrenia patients across
time.”®

Another important finding of this study is that despite
similarities in levels of QOL among patients belonging
to different diagnostic categories, there are considerable
between-group differences among the predictors of life
satisfaction. Particularly, improvement in the QOL index
among schizophrenia patients was influenced by positive
changes in distress (obsessiveness, somatization) and
paranoid symptoms, self-efficacy, and self-esteem scores.
Contradictorily, individual fluctuations in QOL index
scores among patients with schizoaffective/mood disor-
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ders were associated with changes in depression severity,
sensitivity, task-oriented coping, and expressed emotion
scores. Due to the lack of QOL studies concerning the
SPR factors among patients with various major psycho-
ses, comparison of our QOL findings with other research
dataisdifficult.

Finally, we assumed that SPR factors (psychological,
social) rather than psychopathology would predict per-
ceived QOL of patients with major psychoses. Results
of multiple regression analysis confirmed this assump-
tion: for both groups of patients, changes in SPR factors
contributed substantially more to long-term changes in
perceived QOL when compared with psychopathology.
These findings are consistent with cross-sectional re-
sults.* The fact that SPR factors have stronger predictive
values as compared with psychopathologic factors does
not seem to actually be paradoxical since SPR factors and
psychopathology present 2 different realities that coexist
withinthe mentally ill individual: internal (psychological)
as well as external (clinical) worlds.”” The psychological
reality expressing the subjective experience of disease
or suffering may be accessible only through patient self-
report (primary factors), while clinical reality is presented
through psychopathologic symptoms that can be ascer-
tained by clinician observation of behavior and interview
using observer-based scales (secondary factors). Primary
factors are closest to the individual and determine his or
her perception of QOL and health status. Therefore, we
suggest that secondary clinical factors influence subjec-
tive QOL via primary psychological factors.

Several possible explanations for the above findings
need to be considered. First, reduction of severity of
symptoms and stabilization of mental health status may
explain similar levels of QOL outcomes among patients
with schizophrenia and schizoaffective/mood disorders.
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To test these assumptions, changes in psychopathology
over time were analyzed for both groups of patients. As
expected, during the follow-up period, both schizophrenia
and schizoaffective/mood disorder patients showed
marked improvement in severity of symptoms.

Second, the similar level of QOL outcomes among
patients with major psychoses may be explained by arela-
tively small contribution of psychopathology to QOL rat-
ings. Indeed, regression analysis revealed that reduction
in symptoms severity over time accounted for about 3%
(paranoid factor) of the variance in QOL index scores
among schizophrenia patients and for 11% (depression)
of the variance among schizoaffective/mood disorder
patients. Furthermore, negative symptoms, considered to
be important prognostic indicatorsin cross-sectional stud-
ies, 01136 do not appear to predict variability of QOL index
scores over time. The strong relationship between the
presence of psychological distress, illness symptoms,=#
and adverse effects of antipsychotic agents*? should be
kept in mind. It therefore is not surprising that changesin
psychological distress symptoms account for 12% to 19%
in the fluctuation of QOL index scores among persons
with major psychoses. SPR factors may have a moderat-
ing/mediating effect on the influence of psychopathology
on QOL ratings, thus compromising the place of psycho-
pathologic symptoms in QOL research. Therefore, we
suggest that the contribution of depression to QOL was
overestimated in previous studies®* because it did not
account for the influence of distress symptoms and SPR
factors. Our findings clearly contradict prior studies®'**
that describe QOL of mentally ill persons mainly in terms
of clinical factors or adverse effects of antipsychoticsand
support those focusing on the complex interplay among
symptoms, distress, and personal resources in QOL
apprai sl 24142

How can we explain the difference in SPR indicators
of QOL between schizophrenia and schizoaffective/mood
disorder patients? One possible interpretation could be a
confounding effect between psychopathologic symptoms
and coping mechanisms. These findings may be also in-
terpreted in the framework of the vulnerability-stress
model as follows: patients with various major psychoses
apparently responded differently to heightened stressors
and had different impaired coping patterns for stress. Fur-
ther testing of this hypothesisis warranted.

There are several possible limitations in evaluating
these results. First, most participants were male. Second,
we did not analyze the effects of treatment interventions,
specific stressful life events, and daily hassles. These
limitations will hopefully be resolved as the study
progresses. Third, because the baseline data were re-
ceived from inpatients, we cannot generalize our findings
to patientsin amore stabl e outpatient phase where a study
of these relationships would be even more useful. Finally,
there are no data for psychotic patients who were unable
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or refused to participate in the study. The last limitation,
however, is common for most studies using self-report
methodology for investigating QOL and psychological re-
sources in severely ill psychiatric patients. However, the
primary strength of our study is that data were collected
from a systematically ascertained sample with repeated
multidimensional measures in a naturalistic follow-up.

Findings of this study have important clinical implica-
tions. Do clinicians’ treatment efforts directed toward the
amelioration of symptoms of the illness adequately ad-
dress the need to improve subjective QOL of psychiatric
patients? Inasmuch as controlling morbid symptoms may
be important clinical goals, findings presented here sug-
gest that the contribution of these factors to changes in
patients QOL over time is very limited. Intervention
focusing on changes in SPR factors should be addressed
in an effort to improve patients’ life quality outcomes.
Changes in SPR factors, rather than psychopathology,
predict change in perceived QOL and should be consid-
ered when evaluating QOL outcomes.

Future studies should test the mediating effect of psy-
chological distress and coping styles between severity of
symptoms and perceived QOL and should also focus on
personal characteristics and inner resources that underlie
domain-specific quality of life.
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