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Abstract Subjective quality of life (QoL) and psycho-
social functioning constitute important treatment outcomes
in schizophrenia. We aimed to investigate the relationship
between them in schizophrenia patients living in the
community. Symptom severity and insight were assessed
with the Positive and Negative Syndrome Scale (PANSS)
in 76 community schizophrenia patients. Social functioning
was measured with the Portuguese version of Personal and
Social Performance (PSP) scale, and subjective QoL was
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measured with the Portuguese version of the WHO Quality
of Life Measure—Abbreviated Version (WHOQOL-Bref).
The majority of patients were single (78%) and unem-
ployed/inactive (74%). Mean PSP total score was 55.5, and
mean scores on WHOQOL-Bref domains ranged from 54.1
to 63.0. Greater symptom severity and worse insight were
significantly associated with worse functioning in all PSP
domains. Symptoms were more moderately correlated with
QoL, with no significant correlations between QoL and
positive symptoms and insight levels. Partial correlations
controlling for symptom severity revealed no significant
associations between social functioning and subjective
QoL. Symptom severity may exert a greater influence on
social functioning than on subjective QoL; however, social
functioning was not associated with subjective QoL. The
results suggest these constructs might be independent and
should be assessed separately. A broader research
approach, with increased attention to social and psycho-
logical factors, may help identify treatment targets to
improve schizophrenia patients’ social functioning and
QoL.
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Positive symptoms - Quality of life - Social functioning

Abbreviations

GAF Global assessment of functioning

MINI Mini-international neuropsychiatric
interview

PANSS Positive and negative syndrome scale

PSP Personal and social performance

QoL Quality of life

WHOQOL-Bref World Health Organization Quality of

Life measure—abbreviated version
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Introduction

Subjective quality of life (QoL) and psychosocial func-
tioning are increasingly recognised as important treatment
outcomes in schizophrenia [1-3].

Although there is no unanimous definition of QoL, it has
been defined by the WHO as a broad ranging concept that
considers the individual’s perception of his or her position
in life, within the cultural context and value system where
he or she lives in, and in relation to his or her goals,
expectations, parameters and social relations [4]. QoL
usually involves objective and subjective indicators.
Objective measures of QoL include indicators of health and
living conditions, sociodemographic items and role func-
tioning, whereas subjective QoL includes life satisfaction
in general and within different life domains [5]. Although
it is traditionally assumed that schizophrenia patients’ self-
report is unrealistic [6], it has been demonstrated that
self-report measures of QoL are more valid than clinician-
reported QoL evaluations, and that QoL can be accurately
and consistently rated by patients [7, 8], especially in the
non-acute phase of the disorder.

The concept of functioning is also complex, and there
remains limited consensus about its definition and how it
should be best assessed [9]. Social functioning includes
the capacity of a person to function in different societal
roles such as homemaker, worker, student, spouse, fam-
ily member or friend. Deficits in social functioning are a
core feature of schizophrenia and can be observed in all
phases of the disorder [10] and are more marked com-
pared to patients with affective or schizoaffective disor-
ders [11].

Symptoms, especially negative and depressive ones, are
known to negatively impact upon social functioning [12,
13]. However, some studies have found that negative
symptoms were unrelated over time to scores on perfor-
mance-based measures of functional capacity, indicating
that the relationship between negative symptoms and
functional outcome is complex [14].

Symptoms are also known to negatively impact sub-
jective QoL [15-17], and depressive mood may be the most
important determinant of subjective QoL [5, 18-21].
However, symptom reduction alone often does not result in
meaningful improvements in QoL [22, 23]. This is proba-
bly due to the fact that other problems interfering with QoL
persist even when patients are stable or in remission, such
as lack of social contacts, unemployment, stigmatisation
and difficulties in social functioning [22]. Therefore, it has
been proposed that the major determinant of QoL in
schizophrenia-medicated patients is the interaction
between symptoms, the adverse effects of medication and
psychosocial performance [24]. Previously, we found that
QoL was more strongly related to the levels of
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psychopathology and that neurocognitive performance was
not associated with self-reported QoL [25].

Nowadays, the aim of mental health clinicians is not just
to ameliorate symptoms and functional outcome in
schizophrenia patients but also to improve their QoL [26].
Recently, Melle et al. [27] have demonstrated that first-
episode patients with improvements in global functioning,
level of daily activities and of social activities had
improvements in general QoL, over the first 2 years of
treatment.

However, little is known about the impact of personal
and social functioning on the patient’s self-reported QoL.
Although there is some overlap between QoL and
functioning, often measured with the same instruments,
these seem to be relatively independent concepts. Pre-
vious studies assessing this relationship have mainly used
the Global Assessment of Functioning (GAF) scale [28];
however, the GAF includes symptoms that may affect
scores independently of actual functioning. The Personal
and Social Performance (PSP) scale [29] may offer
several advantages over existing scales as it does not
confuse symptoms and functioning, has specific opera-
tional definitions for scoring each domain, and allows for
both a global score and more detailed consideration of
functioning in different domains [30]. It has been vali-
dated in samples of acute and stabilised schizophrenia
patients in several countries [10, 30, 31], and by our
group in Portugal [32], showing good validity and reli-
ability [33].

In the present study, we intended to investigate the
relationship between clinician-rated social functioning and
self-reported QoL in a sample of patients with schizo-
phrenia living in the community. We hypothesised that
patients with lower symptom levels would present higher
functioning scores and self-report better subjective QoL;
moreover, we hypothesised that patients with higher
functioning scores would self-report better subjective
QoL.

Methods
Study design

The present study is part of a study on the validation of the
Portuguese version of the PSP scale [32], which received
full approval by the two local ethics committees.

All those performing ratings received training on the
PANSS and PSP scales. Prior to recruitment, the study was
fully explained to patients and informed consent was
obtained. All tests were administered on the same day. The
investigators performing testing were aware of the patients’
diagnosis and overall clinical status.
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Measures

Diagnosis was ascertained from clinical interview and
confirmed with medical chart review and the Portuguese
version of the MINI [34].

Symptom severity was evaluated with the PANSS [35].
Depression and insight were assessed with items of the
general psychopathology sub-scale of the PANSS (G6 and
G12, respectively).

Social functioning was evaluated with the Portuguese
version of the Personal and Social Performance (PSP) scale
[29]. The PSP is a brief instrument that assesses four
domains of functioning. The ratings are based on the
assessment of four objective indicators: (1) socially useful
activities, including work and study; (2) personal and social
relationships; (3) self-care; and (4) disturbing and aggres-
sive behaviours. These are rated on a six-point severity
scale (absent to very severe), according to specific opera-
tional definitions. The interviewer assigns a global score on
a 100-point scale, based upon information from interview
and other valid sources. Although there are no cut-off
points, the total score is usually divided into three levels:
71-100, reflecting mild or no functioning difficulties;
31-70, reflecting varying degrees of difficulties; and 0-30,
reflecting functioning so poor that the patient needs
intensive support and supervision.

Subjective well-being and QoL was assessed by the
Portuguese version of the WHO Quality of Life Measure—
Abbreviated Version (WHOQOL-Bref-PT) [36]. The
WHOQOL is a generic self-reporting QoL instrument
designed to be applicable to people living under different
circumstances, conditions and cultures [36, 37], providing
unweighted measurement on four domains: physical, psy-
chological, social relationship and environment.

Patients

Seventy-six individuals (56 men, 20 women) were recruited
from two Portuguese psychiatric departments located in
Lisbon (Lisbon Psychiatric Hospitalar Centre and Santa
Maria’s University Hospital) from September 2009 to April
2010. Inclusion criteria were as follows: a DSM-IV-TR
diagnosis of schizophrenia [38], age between 18 and
65 years, and having been on a stable dose of antipsychotic
foratleast2 weeks prior to interview. Eighteen patients were
excluded due to history of neurological disorders or severe
head trauma (n = 2), illiteracy (n = 2), current substance
dependence (n = 2) or refusal to participate (n = 12).

Statistical analyses

Statistical analyses were conducted using version 17.0 of
the SPSS statistical software package. Descriptive statistics

were performed (mean, median, standard deviation and
range), and normality distribution of continuous measures
was checked with the Kolmogorov—Smirnov test. Correla-
tions between sociodemographic, clinical variables, QoL
and personal and social functioning scores were calculated
with Pearson’s correlation coefficient. Chi-square test was
used to test associations between categorical measures.
Partial correlations, controlling for symptom level (PANSS
total score), were calculated to test the associations between
social functioning domains and self-reported QoL scores.

Results

Demographic and clinical characteristics
Sociodemographic and clinical characteristics of the study
sample are presented in Table 1. The majority of patients
were single (78%), and unemployed/inactive (74%), and
only 6 (7.9%) had never been hospitalised.

Personal and social functioning and quality of life

Patients’ mean total score on the PSP was 55.5; this would
correspond to a patient with ‘difficulties interfering with

Table 1 Sociodemographic and clinical characteristics of commu-
nity schizophrenia patients (N = 76)

Variable Mean Median SD Range
Age (years) 39.8 39 9.7 22-64
Educational level (years) 8.8 9 3.83 4-20
Age of illness onset (years)  25.0 24 8.04 11-50
Illness duration (years) 15.0 13 9.8 1-39
Number of admissions 3.5 2 4.47 0-22
PANSS scores
Positive 14.4 14 5.88 7-35
Negative 18.7 18 6.59 7-39
General 325 31 10.29 1659
Total 65.7 63 19.71  30-117
G6 (depression) 2.0 2 1.08 1-5
G12 (insight) 3.0 3 1.44 1-7
PSP scale scores
Total score 55.5 60 17.26  16-99
WHOQOL-Bref scores
Physical domain 60.1 63 19.1 13-94
Psychological domain 63.0 63 1736 19-100
Social domain 54.1 56 21.43 0-100
Environmental domain 57.8 56 17.54  13-100

PANSS Positive and Negative Syndrome Scale, PSP Personal and
Social Performance, SD standard deviation and WHOQOL-Bref
World Health Organization Quality of Life Measure—Abbreviated
Version
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Fig. 1 Social functioning of schizophrenia community patients
(N = 76) according to the Personal and Social Performance (PSP)
scale domains

role; needs help to perform tasks’ [29]. Regarding the PSP
domains, overall patients presented more difficulties in
socially useful activities and personal and social relation-
ships than in self-care or disturbing and aggressive
behaviours (Fig. 1). In fact, only 18.5% of patients had
mild or no difficulties in socially useful activities, and only
about one-third of the patients (30.3%) had mild or no
difficulties in personal and social relationships. On the
other hand, the majority of patients had mild or no prob-
lems in both self-care (77.6%) or disturbing and aggressive
behaviours (94.7%).

Patients’ scores on WHOQOL-Bref domains were rel-
atively low (Table 1), especially in the social domain,
revealing impaired self-reported QoL in this sample.

Relationships between sociodemographic and clinical
variables, social functioning and quality of life

We found a significant association between gender and PSP
socially useful activities (Chi* = 10.605, P = 0.031) and
PSP disturbing and aggressive behaviours (Chi*> = 6.220,
P = 0.045), indicating that in this sample women had
better functioning in these domains.

We found no significant association between age and
PSP domains. However, negative associations were found
between illness duration and PSP socially useful activities
(r = —0.281, P = 0.020), PSP personal and social rela-
tionships (r = —0.245, P = 0.044), PSP self-care (r =
—0.248, P = 0.041) and PSP total score (r = —0.296,
P = 0.014), indicating that patients who have been ill for
longer, have more difficulties in all areas of functioning.

Occupational status was strongly associated with scores
in the domains of socially useful activities (Chi* = 26.263,
p <0.001), personal and social relationships (Chi* =
15582, P =0.004) and self-care (Chi* = 12.290,
P = 0.015), indicating that unemployed/inactive patients
have more difficulties in these functioning areas.
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Moreover, educational level was also significantly associ-
ated with PSP personal and social relationships
(r =0.229, P = 0.048) and PSP total score (r = 0.237,
P = 0.041), although these were modest. No significant
correlations were found between PSP total score and
patients’ age, age of illness onset and number of hospital
admissions.

Interestingly, we found very strong associations between
all PANSS sub-scales and all PSP domains, indicating that
more symptomatic patients have more difficulties in all
areas of functioning (Table 1). Depressive scores showed
very strong negative correlations with all PSP domains,
apart from disturbing and aggressive behaviours (Table 2).
Insight was also very strongly correlated with all PSP
domains, indicating that patients with less insight have
lower social functioning (Table 2).

Concerning QoL, we found a negative association
between age and the physical and environmental domains
of the WHOQOL-Bref (r = —0.416, p <0.001; and
r = —0.283, P = 0.013, respectively), and an association
between age of illness onset and WHOQOL’s physical
(r = —0.274, P = 0.024) and social domains (r = —0.274,
P = 0.024). Unexpectedly, illness duration did not corre-
late significantly with any QoL domain. Educational level
was found to correlate significantly with the physical
(r=0.288, P =0.012) and environmental domains
(r =0.297, P = 0.010), indicating that more educated
patients self-report better QoL on those domains.

Moderate correlations emerged between WHOQOL-
Bref domains and negative, general and total scores of the
PANSS but not with positive symptoms (Table 3). Inter-
estingly, depressive symptoms were only (modestly) cor-
related with the psychological and environmental domains
of the WHOQOL-Bref (Table 3), and insight levels did not
correlate with WHOQOL-Bref scores (Table 3).

Finally, partial correlations controlling for symptom
level (i.e. PANSS total score) revealed no significant cor-
relations between all PSP domains and PSP total score and
all WHOQOL domains (data not shown), indicating that
self-reported QoL in schizophrenia stabilised patients is not
associated with personal and social functioning.

Discussion

The main purpose of this study was to investigate the
relationship between social functioning and QoL in com-
munity patients with schizophrenia.

As hypothesised, we found that patients with more
positive, negative and depressive symptoms have more
difficulties in all areas of functioning. Interestingly, these
associations were weaker for the PSP disturbing and
aggressive behaviours domain; self-care and aggression
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Table 2 Pearson’s correlations between PANSS scores and PSP categories in community schizophrenia patients

PSP

Socially useful Personal and social Self-care Disturbing and Total score

activities relationships aggressive behaviours
PANSS positive —0.482%* —0.572%* —0.564%** —0.401%* —0.561%*
PANSS negative —0.521%* —0.711%* —0.564%* —0.231%* —0.652%*
PANSS general —0.554%* —0.746%* —0.680%* —0.476%* —0.673%*
PANSS total score —0.602%* —0.790%** —0.695%* —0.452%* —0.728**
PANSS G6 depression —0.318** —0.339%* —0.282* —0.146 —0.330%*
PANSS G12 insight —0.487** —0.561** —0.597+** —0.374%* —0.579%*
PANSS Positive and Negative Syndrome Scale, PSP Personal and Social Performance
* Correlation is significant at the 0.05 level (two-tailed)
** Correlation is significant at the 0.01 level (two-tailed)
Table 3 Pearson’s correlations between PANSS scores and WHOQOL-Bref dimensions in community schizophrenia patients

WHOQOL
Physical Psychological Social Environmental

PANSS positive -0.217 —0.073 —0.023 —0.153
PANSS negative —0.459%* —0.298** —0.361%* —0.366%*
PANSS general —0.366%* —0.284* —0.214 —0.289*
PANSS total score —0.414%* —0.280* —0.236%* —0.310%*
PANSS G6 depression —0.202 —0.321%* —0.190 —0.271*
PANSS G12 insight —0.091 —0.000 —0.127 —0.211

PANSS Positive and Negative Syndrome Scale, WHOQOL-Bref World Health Organization Quality of Life Measure—Abbreviated Version

* Correlation is significant at the 0.05 level (two-tailed)
** Correlation is significant at the 0.01 level (two-tailed)

problems usually increase during acute phases (are more
state-related), whereas difficulties in the other domains
seem to be more enduring or trait related in the majority of
schizophrenia patients. Although negative symptoms have
been consistently reported to be the most strongly corre-
lated to functioning [10, 13, 30, 39], in our sample both
positive and negative symptoms showed significant asso-
ciations with functioning, which concurs with previous
findings [40, 41]. Bowie et al. [40] showed that together
with neurocognitive functioning, negative and positive
symptoms have a direct and indirect effect on interpersonal
behaviour, community activities and working skills. Posi-
tive symptoms, such as hallucinations and suspiciousness
have been shown to predict real-world residential outcome
[42], revealing that they may be difficult to tolerate as part
of day-to-day living, negatively interfering with the
patients social functioning, even during the stable phase of
the disorder.

Patients with worse insight also demonstrated worse
social functioning in all domains. Yen et al. [43] found that
insight had a mediating effect on the association between

executive function and psychosocial adjustment in remitted
schizophrenia patients. However, Startup et al. [44] found
that changes in insight made no significant contributions to
changes in functioning, which were independent of chan-
ges in symptoms. These discrepancies may be due to
methodological differences.

Also supporting our hypothesis, we found worse
symptom level was associated with poorer subjective QoL,
but these were not as strong as for social functioning.
Positive symptoms have been reported not to predict sub-
jective QoL [18, 19, 21, 45]. Consistent with these previous
studies, we found that positive symptoms did not correlate
significantly with any domain of subjective QoL. On the
other hand, depressive mood has been proposed as the most
important determinant of subjective QoL [5, 18-21]. This
was not confirmed in our study, either because of the dif-
ficulty in distinguishing depressive from negative symp-
toms or because of not using a specific scale for the
assessment of depressive symptoms in schizophrenia.

Although it has been argued that schizophrenia patients
overvalue their QoL due to low insight levels [6], in our
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sample, insight levels were not significantly associated
with subjective QoL. Again, this supports that stable
patients can accurately evaluate their QoL subjectively
[7, 8].

Contrary to our expectation, we found no association
between social functioning and subjective QoL, when
controlling for symptomatic level. This had been previ-
ously reported [22, 46, 47], but a recent report using the
WHOQOL found a significant association between social
functioning and QoL [48]. Although the lack of association
may be attenuated due to psychiatric symptoms, we con-
trolled for this potential effect in our sample. As a limita-
tion, we did not control for cognitive deficits, which may
affect this association [22, 49]. However, in a previous
study with an independent sample of schizophrenia patients
in remission, neurocognitive performance was not associ-
ated with self-reported QoL [25].

Interestingly, we found an association between gender
and social functioning, indicating that women may have
better skills to achieve better social functioning. Male
gender has been described as a predictor of poor outcome
[23]. Men with schizophrenia have usually poorer pre-
morbid adjustment, worse negative symptoms, more sub-
stance abuse, and may have differences in brain
morphology and response to antipsychotic treatment, as
compared to women [50], which may explain their worse
outcome in a range of measures, namely social functioning.
As expected, unemployed/inactive patients present more
difficulties in social functioning; however, unexpectedly,
educational level was only modestly associated with
functioning and specifically in social relationships.

Our findings also suggest that positive symptom severity
is associated with worse personal and social functioning
but not with subjective QoL. Negative and general symp-
toms, namely depression, were associated with social
functioning and less so with subjective QoL. Therefore,
treating these symptom domains may further improve both
social functioning and QoL. However, in our sample of
stable community schizophrenia patients, personal and
social functioning was not associated with subjective QoL.
This demonstrates that although there is some overlap
between QoL and functioning, often measured with the
same instruments, these are relatively independent con-
cepts. In that vein, treatments aimed to improve one of
these domains may not implicitly improve the other.
Therefore, scales to assess social functioning and QoL in
clinical trials and daily practice must be appropriate and
should measure several dimensions of social functioning
and QoL, independently of symptoms [51]. Unfortunately,
there has not been sufficient research to define these con-
cepts, its boundaries, its major determinants or its impor-
tant clinical correlates [52], and several important and
basic issues still require clarification [53]. The scrutiny of a
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broad range of patient-centred outcomes (meaningful for
patients), together with traditional outcomes (rating scales,
relapse rates), will assist with the assessment of new
treatment modalities and service planning [54].

Limitations

The size of our sample and the fact that it was from one
geographical location may limit the generalisability of the
results to more rural areas, especially concerning social
functioning.

The use of single items on the PANSS scale to assess
depressive symptoms (G6) and insight (G12) is insufficient,
and the results would have been more robust if specific
scales had been used [55].

Medication status and side effects (i.e. extrapyramidal
symptoms, weight gain, sedation, sexual dysfunction), also
known to negatively influence QoL [5, 15, 52, 56], were
not taken into account in our study.

The WHO scale for measuring QoL (WHOQOL-Bref)
has been used in schizophrenia research [8, 15, 25, 48, 57].
Although this scale may not be sensitive enough to specific
problems experienced by schizophrenia patients [26], other
scales also have limitations, e.g. the Quality of Life Scale
includes deficit symptoms and does not address subjective
well-being [17].

In fact, functioning and well-being outcomes for
schizophrenia are diverse and are thought to involve
environmental factors, as well as the person’s appraisal,
coping responses [58] and temperament and character [59].
Moreover, stigma associated with the disorder may also
negatively influence both functioning and QoL in these
patients [60, 61].

These concepts, although rather abstract, are general to
all human beings and of utmost importance if we want to
carry out a broad and comprehensive approach to assess
and manage schizophrenia patients’ QoL [46].

Finally, the clinician raters were not blind to diagnosis
and clinical rating; moreover, the cross-sectional nature of
the study does not enable inferences on causality.

The study was strengthened by the exclusion of patients
with schizoaffective disorder and other psychotic disorders.
The use of the PSP scale is innovative; while it is com-
prehensive, its brevity make it an appealing choice, both in
the research setting and for mental health professionals in
their busy clinical practice.

Conclusions

Our study highlighted that total symptom severity seems to
have a greater influence on social functioning than on
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subjective QoL. When controlling for symptom severity,
personal and social functioning was not associated with
subjective QoL. Overall, our findings are consistent with
the literature, suggesting that QoL predictors (mainly
negative and depressive symptoms) are different from
predictors of everyday functioning and community
integration.

Social functioning and QoL are currently considered
unmet treatment needs in schizophrenia, and thus a target
for future therapies. These, whether pharmacological or
psychological, must be customised to the individual
patient, and this argues for a detailed assessment of these
domains. Although research (including our study) gener-
ally focuses on symptomatic and neurocognitive variables,
a broader research approach, with increased attention to
social and psychological factors may enable us to identify
other treatment targets that may improve both social
functioning and QoL of patients with schizophrenia.
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