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Abstract: Aim of the paper: To monitor personal and social functioning in
patients with schizophrenia and to find out the difference regarding sociodemographic
characteristics and out-patient or day hospital treatment.

Material and methods: The investigation included 120 subjects divided into
two groups of 60 patients each with a diagnosis F20 according to MKD 10 criteria.
Patients from the first group received out-patient care whereas those from the second
group had day hospital treatment. Patients were of different age and gender, receiving
regular antipsychotic therapy. They were included in individual and group psychosocial
therapeutic procedures during the day hospital treatment. The investigation utilized the
following diagnostic instruments: standardized clinical interview and PSP scale, Perso-
nal and social performance scale, Morosini, Magliano et al. 2000, and a non-standar-
dized questionnaire of sociodemographic data, family support and existence of mental
disorder in other family members.

Results: The results obtained have shown better personal and social function-
ning in patients who had family support, in those who are employed, in those with no
mental disorder in other family members and in patients on day hospital treatment as
opposed to patients receiving out-patient care.

Conclusion: Day hospital psychosocial therapeutic treatment in combination
with regular antipsychotic therapy, family and social support helps in more rapid reinte-
gration and resocialization and a better quality of life in patients with schizophrenia.
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Introduction

Over the last two decades psychosocial activities and attention have
been directed towards the improvement of personal and social functioning of
patients with schizophrenia, and not only treatment of their symptomatology.
Schizophrenia is a chronic mental disorder that affects emotions, cognition, mo-
vement and behaviour and its severity and long-term duration lead to numerous
consequences reflected on the quality of life of these individuals. The con-
sequences are a result of the nature of the disorder as well as of poor and inade-
quate psychosocial therapeutic approaches by therapists and the broader sur-
roundings. Poor psychosocial functioning imposes a low quality of life on these
individuals. Quality of life means the ability of an individual to play socially-defi-
ned roles such as: homemaker, worker, student, spouse, family member or friend.
In addition, this gives the individual a feeling of satisfaction with his/her ability
to meet these roles, ability to take care of him/herself and to enjoy daily life.

Basic factors that determine psychosocial functioning of patients with
schizophrenic disorder are:

— their premorbid functioning,

— cognitive functioning,

— negative symptomatology,

— a defeatist attitude on the part of the community,

— family circumstances, and

— adequate psychopharmacologic and psycho-social-therapeutic treat-

ment [8].

An integrated approach in the treatment of patients with schizophrenic
disorder comprises psychopharmacologic treatment, but also intensive psycho-
social engagement. Psychosocial interventions include assertive training in a
community, family interventions, training for social skills, support of the indi-
vidual and his/her family, psycho-education of the entire family, cognitive inter-
ventions, etc. Psychosocial interventions conducted on a day hospital care basis
would enable better therapeutic collaboration, effective pharmacological treat-
ment, better control of patients over the disease and their life in general, their
independent functioning and greater personal satisfaction [1, 2, 3, 7].

Aims of the paper

To monitor personal and social functioning in patients with schizophre-
nia and to find out the difference regarding sociodemographic characteristics
and out-patient or day hospital treatment.
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Material and Methods

This prospective study included 120 individuals with schizophrenic dis-
order, diagnosis F20 according to the MKB 10. They were of different age and
gender, with different family and work status. The patients were divided into
two groups: 60 individuals on out-patient care and 60 individuals on day hospi-
tal treatment. The subjects of both groups were evaluated using the mentioned
diagnostic procedures at the beginning of treatment and 6 months after out-
patient psychopharmacological individual treatment, while those from the second
group were on day hospital treatment with pharmacological therapy, individual
and group psychosocial interventions over a 6-month period.

Methods

The investigation was conducted by using the following structural and
clinical test procedure:

standardized clinical interview,

Personal and Social Performance Scale (PSP) (Morosini Pl, Brambila
L, etal 2000)

Non-standardized questionnaire regarding sociodemographic data, fa-
mily support and existence of mental disorder in other family members.

Results

Regarding the total score on the Personal and Social Performance Scale
(PSP) that assesses personal and social functioning and quality of life, the sub-
jects were divided into three groups: subjects with a score of 0-30 (who needed
intensive psychosocial support and care), subjects with a score of 31-70 (occa-
sional psychosocial support and care), and subjects with a score of 71-100 (with
mild disorders, but capable of individual functioning).

Table 1 presents the distribution of subjects from both sexes relating to
the category of the total PSP score they belonged to. Twenty-nine (24.2%) male
and 25 (20.8%) female subjects had need of intensive psychosocial support and
care (total score 0—30), whereas 36 (30%) male subjects and 30 (25%) female
subjects belonged to the category score from 31 to 70, indicating their need for
occasional psychosocial support and care. The tested difference of the mean
score on the PSP by gender was statistically insignificant (p > 0.05). Psycho-
social functioning and quality of life in patients with schizophrenic disorders
was not significantly dependent on the patients’ gender.
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Table 1 — Tabema 1

PSP scale/total score — distribution by gender
PSP crana skyiien ckop — ouciupubyuyuja ciiopeo iooii

PSP score men women total

N % N % N %
1 030 29 24.17 25 20.83 54 45.0
2 31-70 36 30.0 30 25.0 66 55.0
total 65 54.17 55 45.83 120 100

Chi-square = 0.0085, df=1, p=10.93

Subjects under or up to the age of 30 and older than 30 years showed a
non-significant difference concerning the distribution of the total score on the
PSP scale for psychosocial functioning and quality of life. Five (4.2%) subjects
up to the age of 30 and 49 (40.8%) older than 30 years belonged to the category
0-30 score. six (5%) subjects younger than 30 years and 60 (50%) above the
age of 30 (Table 2) had a total score from 31 to 70.

Table 2 — Tabema 2

PSP scale/total score — age distribution
PSP ckana 8kyiien ckop — ouciupubyyuja ciiopeo 8o3paciua

PSP score <30 years > 30 years total

N % N % N %
1 0-30 5 4.17 49 40.83 54 45.0
2 31-70 6 5.0 60 50.0 66 55.0
total 11 9.17 109 90.83 120 100

Yates Chi-square = 0.08, df=1, p=0.77

The marital status of the subjects had no significant influence on their
psychosocial functioning and quality of life. Permanent support in psychosocial
functioning was required by 39 (32.5%) single men and women, 8 (6.7%) mar-
ried subjects, 6 (5%) divorced subjects, and 1 subject from the group widow/wi-
dower. Occasional psychosocial support and care was required by 35 (29.2%)
single subjects, 26 (21.7%) married subjects, 4 (3.3%) divorced subjects and 1
widow/widower. The tested difference between the subjects with different ma-
rital status regarding the total score on the PSP scale was statistically not signi-
ficant (p > 0.05) (Table 3).
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Table 3 — Tabema 3

PSP scale/total score — marital status
PSP ckana ekyilen ckop — OpadeH citiaitiyc

PSP score Marital status total
Single Single Divorced Widower/widow
1 0-30 39 (32.5%) 8 (6.67%) 6 (5.0%) 1(0.83%) | 54 (45.0%)
2 31-70 35 (29.17%) 26 (21.67%) = 4 (3.33%) 1(0.83%) | 66 (55.0%)

total 74 (61.67%) 34 (28.33%) 10(8.33%) 2 (1.67%) 120 (100%)
Dmax =-0.19, p>0.05

The distribution of the categories total score on the PSP scale in the
subjects with different levels of education was the following: in the group of
subjects with a low level of education 12 (10%) had a total score 0-30, 5 (4.2%)
had a score of 31-70; in the group with secondary education 30 (25%) subjects
belonged to the category score 0-30, 42 (35%) to the category score 31-70; in
the group with higher education 12 (10%) subjects had a total score of 0-30
while 19 (15.8%) had a score from 31 to 70. There was no statistically signi-
ficant difference (p > 0.05) in the distribution of the total score on the scale for
assessment of psychosocial functioning and quality of life in subjects with low,
high and higher levels of education (Table 4).

Table 4 — Tabema 4

PSP scale/total score — education of subjects
PSP ckana skyiien ckop — 06pazosanue Ha ucuuilaHuyuiie

PSP score Education total
Low high higher

1 0-30 12 (10.0%) 30 (25.0%) 12 (10.0%) 54 (45%)

2 31-70 5 (4.17%) 42 (35.0%) 19 (15.83%) 66 (55.0%)

total 17 (14.17%) 72 (60.0%) 31 (25,83%) 120 (100%)

Dmax =-0.15, p>0.05

The total score on the PSP scale in 42 (35%) unemployed subjects, 2
(1.7%) employed subjects, 2 (1.7%) students and 8 (6.7%) retired subjects was
from 0 to 30, whereas 39 (32.5%) unemployed subjects, 22 (18.3%) employed
subjects, and 5 (4.2%) retired subjects belonged in the category total score from
31 to 70. The tested difference between the subjects with different work status
depending on the total score on the PSP scale was statistically significant (p <
0.001). We can conclude that employed subjects had a highly significantly bet-
ter quality of life and they need only an occasional support in psychosocial
functioning (Table 5).
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Table 5 - Tabena 5

PSP scale/total score — work status of the subjects
PSP ckana skyiien ckop — paboliier CIaiilyc Ha UCHUIaHULuiie

SP score Work status total
unemployed employed student

1 0-30 42 (35.0%) 2(1.67%) 2 (1.67%) 8 (6.67%) 54 (45.0%)

2 1-70 39 (32.5%) 22 (18.33%) 0 5 (4.17%) 66 (55.0%)

total 81 (67.50%) 24 (20.0%) 2(1.67%) 13(10.83%) 120 (100%)

Kruskal-Wallis H=15.13, p = 0.0005

Among subjects with a negative history of psychic disorders in the fa-
mily, there were 24 (20%) with a total score on the PSP scale who belonged to
the category 0-30 and the remaining 45 (37.5%) patients belonged to the 31-70
category. Among subjects who had a family member with psychic disorder, 30
(25%) had a total score from 0 to 31 and the remaining 21 (17.5%) a score from
31 to 70. The tested difference of the total score on the scale for assessment of
psychosocial functioning and quality of life in the subjects with a negative or
positive history of psychic disorder was highly statistically significant (p < 0.001).
The need for permanent support in the psychosocial functioning was signifi-
cantly more common in patients with schizophrenia who had a positive family
history of psychic disorders (Table 6).

Table 6 — Tabena 6

PSP scale/total score — family history of psychic disorders
PSP ckana exylieH ckop — cemejHa ucitiopuja 3a Ucuxu4ku paciiupojciuea

PSP score Presence of psychic disorder in the total
family members
Yes No
1 0-30 24 (20.0%) 30 (25.0%) 54 (45%)
2 31-70 45 (37.5%) 21 (17.5%) 66 (55.0%)
total 69 (57.50%) 51 (42.50%) 120 (100%)

Chi-square = 6.85, df =1, p=0.0089

Subjects who thought that their family strongly supported them had a
significantly smaller need (p < 0.01) of permanent care and support in their psy-
chosocial functioning than those whose family did not support them or offered
minimum support. In the category 0-30 of total score on the PSP scale, 10
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(8.3%) subjects did not perceive their family as supportive, 34 (28.3%) felt
limited support and only 10 (8.3%) subjects thought their family had strongly
supported them. In the category 31-71, indicating a better quality of life and
greater independence in psychosocial functioning, only 7 (5.8%) subjects recei-
ved no support from the family, 22 (18.3%) had limited and 37 (30.8%) had
strong family support (Table 7).

Table 7 — Tabema 7

PSP scale/total score — support from the family
PSP cxana 8kyiien ckop — cemejHa hooopuika

PSP score 1 perceive my family being supportive total

no little strong
1 0-30 10 (8.33%) 34 (28.33%) 10 (8.33%) 54 (45.0%)
2 31-70 7 (5.83%) 22 (18.33%) 37 (30.83%) 66 (55.0%)
total 17 (14.17%) 56 (46.67%) 47 (39.17%) 120 (100%)

Chi-square = 17.59, df=2, p=0.00015

Six months after the initiation of the investigation, only 3 (5%) subjects
from the group receiving day hospital treatment (DHT) and as many as 24
(40%) from the group receiving out-patient care (AC) had a score 0-30, 40
(66.7%) from the DHT group and 36 (60 %) from the AC group had a score
from 31 to 70, while only 17 (28.3%) from the DHT group had a score of from
71 to 100. The difference in the total score on the PSP scale between the sub-
jects on day hospital treatment and those on out-patient care was highly stati-
stically significant (p < 0.001), which was a result of significantly more frequent
evidence of individuals suffering from schizophrenia and receiving day hospital
treatment who were capable of individual functioning (Table 8, 8a).

Table 8 — Tabema 8

PSP scale —- DHT/AC
PSP cxana — OHe6HO-60AHUUKU TUPETUMAH/amMOYAAHTUCKU TUDeTMaH

PSP/beginning DHT AC

N % N %
1 0-30 25 41.67 29 48.33
2 31-70 35 58.33 31 51.67
total 60 100 60 100

Chi-square = 0.54, df=1, p=0.46
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Table 8a — Tabema 8a

PSP scale — DHT/AC
PSP ckana — OHeBHO-60AHUYKU TP ETUMAH/AMOYAAHIUCKU TUPETUMAH

PSP/6 m DHT AC

N % N %
1 0-30 3 5.0 24 40.0
2 31-70 40 66.67 36 60.0
3 71-100 17 28.33 0 0
total 60 100 60 100

U=2864.0, Z=-4.91, p=0.000000

Discussion

The results obtained in this study have demonstrated unsatisfactory psy-
chosocial functioning in both groups of patients, meaning a poor quality of life
of patients with schizophrenic disorder [28, 30].

Our results revealed unsatisfactory individual and social functioning of
the larger number of subjects. The majority of the patients with schizophrenic
disorders have need of either permanent or occasional support from their sur-
roundings in order to have normal functioning. Furthermore, the results show
that patients with schizophrenia have severe difficulties in taking care of them-
selves, in work engagements, and in accomplishing personal relations and their
maintenance.

The majority of studies identify the relationship and diversity of quality
of life in schizophrenic patients and certain sociodemographic characteristics [4,
5, 19].

The results indicate that the majority of these individuals are unemplo-
yed, unmarried and have a low level of education.

There was a significantly better functioning of those patients who had
family support and who were employed as against the remaining patients, whe-
reas subjects who had a family member with mental disorder had poorer indi-
vidual and social functioning than those who did not have such members in
their family.

Contrary to other studies, our results displayed no statistically signify-
cant differences by gender, education and marital status. Shtasel et al. in their
study of schizophrenic patients detected better functioning of female subjects
than male [31, 32]. On the other hand, Lehman in his study revealed that indi-
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viduals who were married had a better quality of life that those who were not
married [16, 17].

With regard to education many studies have noticed a poorer quality of
life in those schizophrenic patients who had a higher level of education [21].

However, the 6-month continued treatment brought improvement in their
functioning, which was statistically significant in those receiving day hospital
treatment. Our results are in agreement with those presented by other authors,
who speak of integrated psychopharmacological and psychosocial treatment
that is indispensable for the re-inclusion of these patients in social functioning,
taking care of themselves and their families, establishing social contacts, and
employment, that is, inclusion in societal life.

Data presented in literature point to a poor psychosocial functioning of
patients with schizophrenic disorder and a poor quality of life in general [5, 11].

Koivumaa-Honkanen et al. in their investigation used different scales
for assessment of QOL in patients with schizophrenia and found poorer functio-
ning in these patients as compared to the remaining psychiatric patients [15].

Sullivan ef al. conducted a study among a population of schizophrenic
patients divided into three groups (patients in psychiatric institutions, patients
who lived alone and those who lived in centres for psychosocial support) and
compared them with the healthy population. Using the interview for assessment
of QOL, they obtained results which revealed a poorer quality of life in all three
groups of schizophrenic subjects as against the healthy ones. The biggest dif-
ferences were observed in satisfaction from social life, finances and employ-
ment.

Malm et al. using the semi-structured questionnaire (QOLC) for asses-
sment of quality of life of 40 schizophrenic subjects 2 years after their last
hospitalization, found dissatisfaction in almost all aspects of living and espe-
cially in social relations, education, finances, etc. [20].

Other researchers have presented the correlation between the presence
of neuroleptic symptomatology, negative schizophrenic symptomatology and
distinct depression with a low quality of life satisfaction [5, 21, 26, 29, 30].

The relationship between the treatment of these patients and their qua-
lity of life is underlined in many studies where the results obtained confirm
better psychosocial functioning with the use of second-generation antipsycho-
tics, a better quality of life in those subjects who had integrated psychopharma-
cological and psychosocial treatment (family intervention, supportive interven-
tion, cognitive behavioural training for social skills, and especially in day hospi-
tal settings or other similar psychosocial facilities) [2, 7, 8, 9, 12].
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Conclusion

Patients with schizophrenic disorder who have stronger family and so-
cial support and who are treated with socio-therapeutic procedures in day hospi-
tal services have better personal and social functioning and consequently a bet-
ter quality of life than patients receiving out-patient care alone.
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Pesume

JUYHO U COIINJAIIHO @ YHKIIMOHUPAILE
KAJIMAIMEHTUTE CO MIN30®PPEHUJA

Apcosa Xaym-Anrenkoscka C., Ilejocka-I'epaszosa B.,
Hogotnu A., Ucjanoscku B.

YHusepsuileilicka kaunuka 3a icuxujaiipuja, Cxoiije, P. Maxeoonuja

AncrtpakT: llen Ha TPyIOT € Aa ce NMPOCIEAN JUYHOTO U COLHjATHO
(pyHKIMOHMpamke Kaj MaUEeHTHTE CO MU30(ppeHnja 1 Aa ce YTBPAAT pa3iInKUTe
BO OJIHOC Ha conuofieMorpad)cKuTe KapaKTEpUCTUKN W PA3INKUTE BO OJHOC Ha
aMOYJIaHTCKHUOT U THEBHO-OOJTHIYKHAOT TPETMAaH.

Martniepujan u meitioou: BO UCTpaxKyBameTo Oea BkiayueHu 120 ucnura-
HUIA TIOfleJIeHu BO ABe Tpymnu no 60 ucnuranuny, co ar. P20 aujarHocTUIMpaHU
ciopeg MKB 10 kpurepuymute. Tue ox npBata rpyna 6ea aMOyJIaHTCKH TPETH-
paHu, fofieKa OHUE Off BTOopaTa rpyna 0ea Ha IHEBHO-OOJHMYKU TpeTMmaH. Mcnu-
TaHULUTE Oea Of pas3lIMyueH IIOJ ¥ BO3PACT, HA PEOBHA aHTUIICUXOTUYHA Tepa-
nmja. Bo TekOoT Ha {HEBHO-OOJTHIYKHUOT TPeTMaH Oea BKIYYSHH BO HHANBHUAYATHI
U TPYIIHY NICUXOCOLUOTEPANEBTCKHU NocTanku. McTpaxyBameTo Oellle CIefeHo co
CIIeTHMBE AMjarHOCTUYKN WHCTPYMEHTH: CTAaHAAPAM3NPAHO KIMHUYIKO WHTEPB]Y,
HECTaHAapAu3upaH couyofeMorpad)cki IMpalladHUK M CKajla 3a IpoLeHa Ha
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JUIHOTO W COIMjaTHOTO (pyHKIMOHMpawme, PSP Personal and social performance
scale Morosini, Magliano et al. 2000.

Pesyaitiaiiu: [oOUEHUTE pe3yNTaTH yKaxkyBaaT Ha HMOZOOPO JIMYHO M
colyjanHo (PYHKIIMOHNpamke Ha MAI[MeHTUTE CO ceMejHa MOAPIIKa, BpaOOTCHHATE
U TIAIMEHTUTEe KOM HeMaaT APYTd WICHOBH CO MEHTAIHO pacTpojcTBo. [lanueH-
THTE Kou 6ea BKIIYICH! BO THEBHO-OOTHIIKY TPETMaH MOTOOGPO (pyHKIMOHUpaaT
Of] MaIICHTATE Kon O6ea aMOYIIaHTCKA TPETHPaHH.

3akay4ok: THEBHO-OOJHUYKUOT MCUXOCOIMOTEPANEBTCKA TPETMaH BO
KOMOWHAIMja cO peloBHATa aHTUIICMXOTHYHA Teparuja, ceMejHaTa W COIMjaiHa
HOJIPILIKA JIOBEAYBAAT 710 MOGP30 PEUHTETPUPAE U PECOLjATU3UPAE U TTOJI0-
6ap KBAJHUTET Ha XXUBOT Kaj MAI[IEHTUTE CO N30 peHyja.

Kny4ynn 300poBu: KBaJUTET Ha XHMBOT, JMYHO M COIWjalIHO (PYHKIMOHHpALE,
mm3oppennja.
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