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Abstract

Streszczenie

Aim: Research into quality of life has become very important recently, since quality of life is increasingly used to characterise
diseases and estimate the efficiency of therapeutics. The aim of this study was to determine significant factors that are
associated with the quality of life of patients with schizophrenia accommodated in social welfare institutions. Material and
methods: The study was conducted at the Institution for the Accommodation of Adults “Male Pcelice,” Kragujevac, Serbia.
It was designed as a cross-sectional study. The quality of life was measured by using five distinct scales. The data on factors
that might be associated with the quality of life were obtained from case records and the patients’ questionnaires.
The association of every single factor was evaluated by using comparative analysis and the method of multiple linear
regression. Results: Multiple linear regression shows that EuroQoL Five-dimensions — Five-Level scale score was associated
with gender (B = —-0.059 + 0.021; p = 0.006) and daily dose (B = —0.051 + 0.015; p = 0.001); Quality of Life Enjoyment and
Satisfaction Questionnaire score was associated with the patient’s level of education (B = 2.873 + 1.054; p = 0.007); the number
of prescribed antipsychotics was associated with the Brief Psychiatric Rating Scale score (B = 3.150 + 1.111; p = 0.007);
the physical domain of the World Health Organization Quality of Life-BREF was associated with the year of disease onset
(B =-0.142 £ 0.055; p = 0.011) and the daily dose (B = —2.335 + 0.787; p = 0.004); the psychological domain of the World
Health Organization Quality of Life-BREF was associated with gender (B = —2.686 + 1.216; p = 0.029); the social relationship
domain of the World Health Organization Quality of Life-BREF was associated with the level of education (B = 3.109 + 1.289;
p =0.017) and the number of prescribed antipsychotics (B = —3.297 + 1.516; p = 0.031); the environment domain of the World
Health Organization Quality of Life-BREF was associated with the number of prescribed antipsychotics (B = -1.420 + 0.653;
p =0,031). Conclusion: The quality of life of patients with schizophrenia was higher in males with a university degree, when
the duration of the disease was shorter, negative symptoms were less pronounced, and with fewer side effects. Efforts to
improve the quality of life in patients with schizophrenia accommodated in social welfare institutions should be made that
could contribute to the prevention of adverse outcomes.
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Cel pracy: Badania nad jakoscia Zycia nabraly ostatnio szczeg6lnej wagi — coraz czeéciej kategoria ta jest stosowana do opisu
chordb oraz oceny skutecznosci leczenia. Celem badania byla okreslenie istotnych czynnikéw zwigzanych z jakoécig zycia
pacjentéw chorych na schizofrenie przebywajacych w placowkach psychiatrycznych stalego pobytu. Material i metoda:
Badanie o charakterze przekrojowym zostato przeprowadzone wsrdd pacjentéw Centrum Pobytu dla Oséb Dorostych ,,Male
Pcelice” w miejscowosci Kragujevac w Serbii. Jakos¢ zycia chorych na schizofreni¢ zmierzono za pomoca pieciu skal. Dane
dotyczace czynnikéw, ktére mogty mie¢ wplyw na jakos¢ zycia badanych, zostaly pozyskane z dokumentacji medycznej
pacjentéw oraz z wypelnianych przez nich ankiet. W ocenie zaleznosci pomiedzy jako$cia zZycia pacjentéw a poszczegdlnymi
czynnikami wykorzystano analize poréwnawczg oraz metode regresji wielorakiej. Wyniki: Metoda regresji wielorakiej
wykazano, iz wynik skali EuroQoL Five-dimensions — Five-Level korelowat z plcig pacjentéw (B = 0,059 + 0,021; p = 0,006)
oraz dzienng dawka przyjmowanych lekéw (B = —0,051 + 0,015; p = 0,001), wynik Quality of Life Enjoyment and Satisfaction
Questionnaire - z poziomem wyksztalcenia (B = 2,873 + 1,054; p = 0,007), liczba przyjmowanych lekéw przeciwpsychotycznych
- z wynikiem skali Brief Psychiatric Rating Scale (B = 3,150 + 1,111; p = 0,007), domena fizyczna skali World Health
Organization Quality of Life-BREF - z czasem trwania choroby (rokiem wystgpienia choroby) (B = —0,142 + 0,055; p = 0,011)
oraz dzienng dawka przyjmowanych lekéw (B = -2,335 £ 0,787; p = 0,004), domena psychologiczna skali World Health
Organization Quality of Life-BREF - z plcia (B = -2,686 + 1,216; p = 0,029), domena spoleczna skali World Health
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Organization Quality of Life-BREF - z poziomem wyksztalcenia (B = 3,109 + 1,289; p = 0,017) oraz liczba przyjmowanych
lekéw przeciwpsychotycznych (B = 3,297 + 1,516; p = 0,031), zas domena srodowiskowa skali World Health Organization
Quality of Life-BREF - z liczbg przyjmowanych lekéw przeciwpsychotycznych (B = —1,420 + 0,653; p = 0,031). Wnioski:
Jako$é¢ zycia chorych na schizofrenie objetych badaniem byla wyzsza u pacjentow plci meskiej z wyzszym wyksztalceniem,
o krétszym przebiegu choroby, z mniej dotkliwymi objawami oraz mniejsza liczba skutkéw ubocznych. Poprawa jakosci zycia
0s6b chorujacych na schizofreni¢ przebywajacych w placéwkach psychiatrycznych stalego pobytu pozwoli zapobiec

niepomyslnym wynikom leczenia psychiatrycznego.

Stowa kluczowe: jakos¢ Zycia, schizofrenia, ankiety, skutki uboczne, leki przeciwpsychotyczne

INTRODUCTION

great interest in the quality of life (QoL) of pa-

tients with schizophrenia has recently emerged,

since QoL is increasingly used in the character-
isation of disease and to estimate the efficiency of thera-
peutics (Awad and Voruganti, 2012). The World Health
Organization (WHO) defined QoL as the perception of an
individual of their position in life in the context of cul-
ture and system of values in their environment, includ-
ing their own aims, expectations, standards and interests
(The WHOQOL Group, 1995). A great number of scales are
used for measuring QoL of schizophrenic patients, which
mutually differ in their applicability to patients in various
stages of the disease. As none of the current scales can mea-
sure all aspects of QoL in these patients, new ones contin-
ue to emerge, designed with variable success (Bobes et al.,
2007; Wilkinson et al., 2000).
QoL of patients with schizophrenia accommodated in long-
term residential psychiatric facilities is especially sensitive
to inadequate psychotropic medication and to interac-
tions of psychotropic drugs with concomitant medication
(Ilickovic et al., 2016). Additional care of clinical phar-
macists, who may help psychiatrists to avoid interactions
and improve prescriptions, could positively affect QoL
(Jankovic et al., 2001). The factors that also adversely affect
physical aspects of QoL are sedentary lifestyle, unhealthy
dietary habits, and nicotine dependence among the resi-
dents of long-term residential psychiatric facilities (Levine
etal,, 2001). It is interesting that QoL of psychiatric patients
in long-term residential facilities is relatively stable, with
small fluctuations from month to month, but it could be
dramatically improved if appropriate interventions were
implemented in the organisation of work and living in such
facilities (Lyketsos et al., 2003).
Since many factors simultaneously influence the QoL of in-
stitutionalised schizophrenic patients, it is especially im-
portant to identify their mutual interaction, with the aim
of improving their QoL. By accurately measuring QoL, in-
dividual satisfaction with the therapy and its economic ef-
fectiveness can be evaluated. The aim of the study has been
to determine the most significant factors and groups of fac-
tors that are associated with the QoL in the population
of patients with schizophrenia accommodated in a long-
term residential psychiatric facility.
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MATERIAL AND METHODS

This study was carried out at the Institution for the
Accommodation of Adults “Male Pcelice,” Kragujevac.
The institution accommodates adults with chronic psychi-
atric diseases from Serbia. The total capacity of the institu-
tion is 890 beds. The study included all patients suffering
from schizophrenia diagnosed by the tenth International
Statistical Classification of Diseases and Related Health
Problems (ICD-10). The total number of patients who par-
ticipated in the study was 153. Patients with mental disabili-
ty and cognitive disorders that prevented them from under-
standing and answering the offered scales, illiterate patients
and those with sight disorders and dementia were excluded
from the study. Each patient was approached by the same
study investigator (the first author) and received the in-
formation related to the participation in the study in oral
and written form. The participation was voluntary, and the
patients were included in the study only if they provided
their consent. The first author interviewed the patients and
completed the scales according to the patients’ responses.
The approvals of the competent Ethical Committee at the
Institution for the Accommodation of Adults “Male Pcelice”
and the Ministry of Labour and Social Policy were obtained.
The study was observational, of a cross-sectional type.
All members of the population who met the the inclusion
and exclusion criteria were examined, therefore a special
sample was not specified. The QoL was a dependant vari-
able. It was evaluated by using special scales. The following
QoL scales were used: (1) the World Health Organization
Quality of Life-BREF scale (WHOQOL-BREF) with
26 items and four domains - physical, psychical, social and
environmental, the score of each domain ranging from 0 to
100 (Cronbach’s alpha of the domains ranges from 0.751
to 0.856); (2) EuroQoL Five-dimensions — Five-Level scale
(EQ-5D-5L) with five items (transformed score ranges from
0.0 to 1.0) and visual analogue scale (VAS) (Cronbach’s
alpha = 0.890); (3) and Quality of Life Enjoyment and
Satisfaction Questionnaire — Short Form (Q-LES-Q-SF)
with 16 questions, with the first 14 summed up in a trans-
formed score which ranges from 0 to 100 (Cronbach’s
alpha = 0.730). The WHOQOL-BREF, EQ-5D-5L and
Q-LES-Q-SF are generic instruments for measuring QoL,
but they were often used in the past to measure QoL of psy-
chiatric patients (especially Q-LES-Q-SF), and for that
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reason they were adopted for the study. All three scales
were used in order to cross-validate their results and in-
crease the precision of the QoL measurements. The results
of EQ-5D-5L and Q-LES-Q-SF could be expressed as total
scores, while WHOQOL-BREF does not have the option to
calculate total scores, and scores of specific domains are used
instead. For measuring the severity of psychiatric symptoms,
the Brief Psychiatric Rating Scale (BPRS) was used (24 items,
the raw score ranges from 24 to 168) (Andersen et al., 1989),
whilst for the evaluation of side effects of drugs we used the
Udvalg for Kliniske Undersogelser Side Effect Rating Scale
(UKU scale, 48 items, range of 0 to 144, Cronbach’s alpha
0.820) (Lingjeerde et al., 1987).

The permission of the author of a given scale or their official
sites was requested for each scale in this research. By insight
into the medical documentation the values of independent
and confounding variables were defined. The independent
variables included the diagnosis, length of stay at the in-
stitution, year of disease onset, type of antipsychotic (AP),
prescribed AP, number of AP per user, daily dose of AP, oc-
currence and type of side effects and occurrence and types
of interactions. The confounding variables included con-
comitant therapy, gender, age, education, comorbidities, in-
sufficiency of a vital organ, smoking (interview with the pa-
tient), coffee intake (interview with the patient), the number
of the pavilion (the patients could stay in one of several pa-
vilions which were of the same type) and the type of accom-
modation. The type and number of chosen variables were
determined by the completeness and quality of the patients’
files, which contained limited data.

Statistical data processing

Statistical data processing was performed with mathemat-
ical-statistical methods, applied depending on the catego-
ry and type of data and statistical test by using SPSS for
Windows, version 18. The normality of distribution of nu-
merical variables was verified with Shapiro-Wilk test and
Kolmogorov-Smirnov test. For the comparison of the mean
values of variables for two populations, t-test for indepen-
dent samples and Mann—Whitney test were used, and for the
comparison of the mean values of several populations, vari-
ance analysis and Kruskal-Wallis test were used. The cor-
relation of numerical variables was examined with Pearson
and Spearman coefficients. The dependence of a numerical
outcome from other variables was checked by multiple linear
regression. All variables were initially entered into multiple
linear regression simultaneously, but the optimal multiple
linear regression model was chosen by backward deletion
method containing all variables with significant direct in-
fluence on outcomes, and some of the variables without di-
rect but with indirect influence. The following criteria of de-
scriptive statistics were used in the paper: arithmetic means,
standard deviation, median, quartiles, frequencies and per-
centages. The results were considered significant at p < 0.05.

RESULTS

The general characteristics of the study participants are
presented in the Tab. 1. Tab. 2 shows the values of the
scales’ scores.

Characteristics Groups Number of patients Percentage or
mean = standard deviation
Gender Male 84 54.9
Female 69 45.1
Age 153 50.8 +10.1
Education No education 10 6.5
Primary school 52 34.0
Secondary school 79 51.6
University degree 12 7.8
Diagnosis Residual schizophrenia 25 16.3
Paranoid schizophrenia 24 15.7
Hebephrenic schizophrenia 22 14.4
Inorganic mental disease 39 25.5
Simple schizophrenia 43 28.1
General comorbidities No comorbidities 51 333
Overweight 16 10.5
Bronchial asthma 9 5.9
Hypertension/Bronchial asthma 13 8.5
Hypertension 32 20.9
Diabetes/Hypertension/Thyrotoxicosis 4 2.6
Hypertension/Diabetes 12 7.8
Enlarged prostate 4 26
Hypertension/Overweight/Diabetes 12 7.8

Tab. 1. General characteristics of the study participants
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Characteristics Groups Number of patients Percentage or
mean = standard deviation
Psychiatric comorbidities No comorbidities 65 4.5
Depression 46 30.1
Depression/Personality disorder 8 5.2
Depression/Alcoholism 10 6.5
Depression/Parkinson disease 5 33
Epilepsy 19 124
Group of prescribed AP Typical 6 3.9
Atypical 87 56.9
Combination 60 39.2
Type of prescribed AP Risperidone/Haloperidol 14 9.2
Risperidone 54 353
(lozapine 14 9.2
Olanzapine 17 1.1
Haloperidol 7 4.6
Risperidone/Olanzapine 5 33
Clozapine/Olanzapine 6 3.9
(lozapine/Olanzapine/Haloperidol 10 6.5
Olanzapine/Haloperidol 3 2.0
(lozapine/Haloperidol 10 6.5
Risperidone/Clozapine 13 8.5
Daily dose Once per day 20 13.1
Twice per day 65 42.5
Three times per day 68 444
Number of APs per patient One 90 58.8
Two 53 346
Three 10 6.5
Smoker or non-smoker Smoker 115 75.2
Non-smoker 38 24.8
Drinks coffee or not Drinks coffee 143 93.5
Does not drink coffee 10 6.5
Type of accommodation Room with two beds 4 2.6
Room with three beds 12 7.8
Room with four beds 19 77.8
Room with five beds 18 1.8
Type of pavilion First pavilion 72 47.1
Second pavilion 57 37.3
Third pavilion 24 15.7
Age when acquired the disease 153 28.5+10.1
Length of stay at the institution (years) 153 14.6+9.7
Length of therapy (months) 153 9.6+9.2
(PZ equivalent (mg) 153 359.5+£289.2
AP — antipsychotic; CPZ equivalent — chlorpromazine equivalents.

Tab. 1. General characteristics of the study participants (cont.)

EQ-5D-5L score (E-score) was not correlated with the lev-
el of education, diagnosis, number of AP, group of pre-
scribed AP, type of prescribed AP, general and psychiat-
ric comorbidities, age, disease onset, length of stay at the
institution, length of therapy, smoking, coffee intake,
type of accommodation and number of pavilion. E-score
was in a negative correlation with chlorpromazine (CPZ)
equivalent (r = —0.182; p = 0.024), while it was in a positive

DOI: 10.15557/PiPK.2018.0001

correlation with VAS (r = 0.467; p = 0.0005). The differ-
ence of E-score mean values between males and females
was statistically significant (U = 2222.0; p = 0.011), with
males having a better E-score. The difference of E-score
mean values between the number of daily doses was sta-
tistically significant (¢ = 7.526; p = 0.023), with the par-
ticipants with one daily AP dose having the best E-score.
E-score and the score of UKU scale were in a negative
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Characteristics Number of patients Minimum value Maximum value Arithmeticmean | Standard deviation
E-score 153 0.516 1.000 0.86 0.13
VAS 153 79.51 13.79 50.00 100.00
Q-score 153 20.00 93.00 66.65 9.66
PBRS-score 153 24.00 76.00 32.93 8.67
U-score 153 4.00 31.00 12.10 5.94
T1-score 153 13.00 44.00 30.00 6.99
T2-score 153 13.00 56.00 37.30 7.58
T3-score 153 50.00 100.00 82.37 11.80
T4-score 153 6.00 38.00 2339 5.04
E-score — score for EQ-5D-5L scale — EuroQol Five-dimensions; VAS — EQ-5D visual analogue scale; Q-score — score for Quality of Life Enjoyment and Satisfaction
Questionnaire — Short Form (Q-LES-Q-SF); BPRS-score — score for the Brief Psychiatric Rating Scale; U-score — score for the UKU scale — Udvalg for Kliniske Undersagelser
Side Effect Rating Scale; T1-score, T2-score, T3-score, T4-score — mental, physical, social and domain of environment. Transformed scores for the World Health
Organization Quality of Life-BREF questionnaire — the WHOQOL-BREF.

Tab. 2. Values of the scale scores

correlation (r = —=0.361; p = 0.0005). Multiple linear re-
gression showed that E-score was associated with gender
(B =-0.059 + 0.021; B = —0.218; t = —2.813; p = 0.006)
and daily dose (B = -0.051 + 0.015; p = —0.264; t = —3.358;
p =0.001), while the influence of age (B = —0.002 + 0.001;
B =-0.170; t = =1.962; p = 0.052) and the length of stay
at the institution (B = 0.002 + 0.001; p = —0.147; t = 1.700;
p =0.091) was only indicative. Multiple linear regression
also showed that E-score was associated with weakness
(B =-0.048 + 0.011; B = —0.309; t = —4.393; p = 0.0005),
paraesthesia (B = —0.055 £ 0.015; p = —0.259; t = —3.725;
p = 0.0005), nausea (B = —0.058 + 0.024; p = —0,163;
t =-2.399; p = 0.018), headache (B = -0.044 + 0.017;
B =-0.181; t = —2.659; p = 0.009) and decrease of saliva-
tion (B =-0.025+0.011; B = —0.157; t = —2.322; p = 0.022)
(R? = 0.336).

Q-LES-Q-SF score (Q-score) was not correlated with gen-
der, diagnosis, daily dose, groups of prescribed AP, gener-
al and psychiatric comorbidities, age, disease onset, length
of stay at the institution, length of therapy, smoking, cof-
fee intake, type of accommodation and number of pavilion.
Q-score and CPZ equivalent were in a positive correlation
(r=0.366; p = 0.0005) and also CPZ with VAS (r = 0.309;
p = 0.0000). The best Q-score was obtained in the partici-
pants with a university degree (r = 0.182; p = 0.007). The dif-
ferences of Q-score mean values between the number
of APs were statistically significant (r = 0.089; p = 0.025),
and the best Q-score was achieved by the study participants
who took two APs. Q-score and the score of UKU scale
had a negative correlation (r = —0.171; p = 0.034). Multiple
linear regression showed that Q-score was influenced
by the level of education (B = 2.873 + 1.054; f = 0.217;
t =2.725; p = 0.007) (R? = 0.047), reduced memorisation
(B =-2.207 +0.968; B = -0.177; t = —2.279; p = 0.0005),
intensified salivation (B = —1.992 + 0.922; = -0.167;
t = -2.161; p = 0.024) and vertigo (B = —3.414 + 1.265;
B =—0.210; t = —2.698; p = 0.008).

BPRS-score (B-score) was not correlated with gender,
the level of education, daily dose, general and psychi-
atric comorbidities, age, disease onset, length of stay at
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the institution, length of therapy, smoking, coffee intake,
type of accommodation and number of pavilion. B-score
had a positive correlation with CPZ equivalent (r = 0.260;
p = 0.001). The difference in B-score mean values be-
tween diagnoses was statistically significant (¢ = 12.397;
p = 0.015). The best B-score was found in the participants
with simple schizophrenia. The differences in B-score mean
values between the groups of the prescribed APs were sta-
tistically significant (c? = 13.482; p = 0.004), the patients
with the AP combination having the best B-score. The study
participants who were prescribed risperidone and olanzap-
ine had the best B-score (¢* = 19.720; p = 0.020). The score
of UKU scale and B-score were in a positive correlation
(r=0.447; p = 0.0005). Multiple linear regression shows that
BPRS-score was influenced by the number of prescribed
APs (B =3.150 + 1.111; B = 0.225; t = 2.835; p = 0.007)
(R*=0.051), difficulties in concentration (B = 1.104 + 0.610;
B =0.130; t = 2.304; p = 0.023), weakness (B = 1.576 + 0.562;
B =0.158; t = 2.804; p = 0.006), tension (B = 3.325 + 0.603;
B =0.335; t = 5.514; p = 0.000), reduced length of sleep
(B =2.300 + 0.631; B = 0.195; ¢ = 3.842; p = 0.000), rigidi-
ty (B =18.326 + 3.644; p = 0.294; t = 5.028; p = 0.000), en-
hanced sexuality (B = 2.662 + 0.735; B = 0.207; ¢ = 3.566;
p =0.000), erectile functions (B = 1.189 + 0.579; = 0.1113;
t = 2.052; p = 0.042) and headaches (B = 1.812 + 0.862;
B =0.115; t = 2.102; p = 0.037).

The physical domain of WHOQOL-BREF (T1-score) was
not correlated with gender, the level of education, diagno-
sis, daily dose, type and group of the prescribed AP, gener-
al and psychiatric comorbidities, age, disease onset, length
of stay at the institution, length of therapy, smoking, cof-
fee intake, type of accommodation and number of pavilion.
T1-score and score of UKU scale were in a negative cor-
relation (r = —0,357; p < 0.0005). T1-score and VAS were
in a positive correlation (r = 0.314; p < 0.0005). Multiple lin-
ear regression showed that T1-score was influenced by gen-
der (B = —2.435 + 1.103; p = —0.174; t = —2.207; p = 0.029),
disease onset (B = —0.142 + 0.055; p = —0.205; t = —2.585;
p =0.011) and daily dose (B = —2.335 + 0.787; p = —0.231;
t = —2.966; p = 0.004), while the level of education had
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only indicative influence (B = 1.480 + 0.055; p = —0.205;
t=1.964; p = 0.051).

The psychological domain of WHOQOL-BREF (T2-score)
was not correlated with the level of education, daily dose,
group and type of the prescribed AP, general and psychi-
atric comorbidities, age, disease onset, length of stay at the
institution, length of therapy, smoking, coffee intake, type
of accommodation and number of pavilion. The difference
of T2-score mean values between genders was statistical-
ly significant (U = 2283.0; p = 0.006), with the male pa-
tients having better T2-score. The differences in T2-score
mean values between diagnoses were statistically significant
(¢ = 13.613; p = 0.009). T2-score and score of UKU scale
score were in negative correlation (r = —0.262; p = 0.001).
T2-score and VAS were in positive correlation (r = 0.421,
p < 0.0005). Multiple linear regression shows that T2-score
was influenced only by gender (B = —-2.686 + 1.216;
B =—0.177; t = —2.209; p = 0.029).

The social relationship domain of WHOQOL-BREF
(T3-score) was not correlated with gender, the diagnosis,
daily dose, group and type of prescribed AP, general and
psychiatric comorbidities, age, disease onset, length of stay
at institution, length of therapy, smoking, coffee intake,
type of accommodation and number of pavilion. The dif-
ferences of T3-score between patients with various lev-
els of education were statistically significant (¢* = 12.774;
p = 0.005). The differences of T3-score values between
the number of prescribed psychotics were statistically sig-
nificant (¢ = 6.649; p = 0.036). T3-score and the score
of UKU scale were not correlated (r = —0.045, p = 0.577).
T3-score and VAS were in a positive correlation (r = 0.213;
p = 0.008). Multiple linear regression showed that T3-score
was influenced by the level of education (B = 3.109 + 1.289;
B =0.192; t = 2.412; p = 0.017) and the number of pre-
scribed APs (B = —-3.297 + 1.516; p = —0.173; t = -2.174;
p=0.031) (R? = 0.060).

The environment domain of WHOQOL-BREF (T4-score)
was not correlated with gender, the level of education, di-
agnosis, daily dose, number of APs, group and type of pre-
scribed AP, general and psychiatric comorbidities, age,
year of beginning of disease, length of stay at the institu-
tion, length of therapy, smoking, coffee intake, type of ac-
commodation and number of pavilion. T4-score and the
score of UKU scale were not correlated (r = —0.078;
p =0.338). T4-score and VAS were in a positive correlation
(r =0.257; p = 0.001). Multiple linear regression showed
that T4-score was influenced by the number of prescribed
APs (B=-1.420 £ 0.653; B = —0.174; t = —2.174; p = 0.031)
(R? = 0.030).

T1-score, T2-score, T3-score and T4-score were not corre-
lated with CPZ equivalent.

DISCUSSION

Our study has shown that QoL of long-term patients
in a residential psychiatric facility decreased in those who

DOI: 10.15557/PiPK.2018.0001

experienced significant adverse effects of APs and were tak-
ing larger doses of these drugs. Interestingly, the combina-
tion of APs and the once-daily dose regimen had a protec-
tive effect on QoL, as did male gender and a higher level
of education.

An inverse correlation between QoL and the adverse ef-
fects of APs has been shown in other studies. Some of them
also demonstrated that second-generation APs were asso-
ciated with increased QoL in comparison with first-gen-
eration drugs. In our study, the association of the genera-
tion of the used APs and QoL was not proven, likely due
to the fact that a large majority of the patients were taking
second-generation drugs, which are now recommended by
guidelines as first-line therapy (Montes et al., 2003; Prieto
etal., 2004). It is not surprising that atypical APs offer bet-
ter QoL to the patients, considering the lower rates of mo-
tor and autonomic side effects than with typical, first-gen-
eration drugs.

Since the response of patients with schizophrenia to APs
is individual, there are large differences in the doses of these
drugs in patients with the same therapeutic result. However,
the motor, autonomic and metabolic adverse effects of these
drugs are dose-dependent, and it is clear that larger dos-
es are accompanied by an increased frequency of adverse
effects, which in turn decreases QoL. Administering APs
in smaller daily doses could also help to decrease the fre-
quency of adverse effects (the patient will only have one
peak concentration of the drug in the blood instead of two
or three), thereby increasing QoL (de Araujo et al., 2014;
Prieto et al., 2004; Ritsner et al., 2004; Whynes, 2008).
Why combination APs therapy was related to an improved
QoL has no straightforward explanation, as the majority
of guidelines recommend monotherapy as a better choice.
The likely explanation for our result could be the special
characteristics of our patients, who were hospitalised for
long periods of time as they could not be adequately treat-
ed at home due to the severity of the disease. Such patients
are frequently therapy-resistant, and require either augmen-
tation of the antipsychotic effect with other drug groups, or
administration of a combination of APs. The positive cor-
relation between QoL and a combination of APs is most
likely the result of a better control of the disease with com-
bination rather than monotherapy, which was already at-
tempted in the past (Endicott et al., 1993; Gureje et al., 2003;
Revicki et al., 1999; Ritchie et al., 2003; Shoja Shafti and
Gilanipoor, 2014).

There is no plausible explanation why the male patients
in our study showed better QoL than the female ones. On
the other hand, the protective effect of a higher education
level was consistently found in many other studies of QoL
in schizophrenia. It seems that how individuals perceive
their mental health problems is of great importance for the
success of therapy (Theodore et al., 2012), and therefore
for QoL. A high level of education helps patients to have
a better understanding of the nature of their disease and to
achieve better treatment results.
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There are certain limitations of our study. In the first place,
the study was conducted in only one psychiatric facility,
which introduces bias due to local treatment policies and
varying availability of drugs. Second, the patients’ files
were of limited quality, since sometimes the medical staff
did not register all necessary data, hence the files were in-
complete. This limited the choice of study variables and
eliminated some patients, leading to a possible distortion
of the results.

Our findings imply that appropriate choice of AP(s), the use
of minimal effective doses in once-daily regimen and the
use of a combination of APs where necessary may improve
QoL of patients in long-term residential psychiatric facili-
ties, primarily by improving the therapeutic effect, and by
decreasing the frequency of adverse effects.

Studies on quality of life have become significant in clinical
research, since quality of life is increasingly used to speci-
fy the influence of disease and therapeutic efficiency. Better
understanding of the factors that influence quality of life
can provide new therapeutic strategies which might result
in an improved quality of life and prognosis for the patients.
Measuring the quality of life can significantly help with the
psychological development of schizophrenic patients in the
long term.
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