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Abstract

Treating the schizophrenic disorders enhances patient's quality of life. However psychopathology and side effects of medication used to treat schizophrenia often have adverse side effects that decrease functioning, increase stigmatizing involuntary movements and impaired ability to interact socially, this may lead to the quality of life of schizophrenic logged behind. So this study was conducted to evaluate the factors affecting quality of life among schizophrenic patients. The study was conducted on 200 schizophrenic patients; 100 from inpatient and the rest from the outpatient clinic at Banha  Hospital for mental health. Four tools were used for data collection: one to assess demographic and disease characteristics, one to measure quality of life, one to assess abnormal involuntary movements, and one to assess positive and negative symptoms. Results revealed that, the total mean score of positive and negative symptoms scale  and abnormal involuntary movement scale  had higher in outpatient than inpatient group, while total mean score of quality of life had higher in inpatient than outpatient group, there is a strongly, negative significant relation between total abnormal involuntary movement scale, total positive and negative symptoms and sum of quality of life. There is a strongly positive and significant relation between total positive and negative symptoms and sum of abnormal involuntary movements scale. It is recommended that, ensuring quality of life among schizophrenic patients by setting the appropriate standered of quality of life and enhancing the responsibilities placed on the health care professionals and the community
Introduction:

Schizophrenia is a severe persistent mental disorder that consists of tow different categories of symptoms, classified as positive and negative (American Psychiatric Association 1994). Positive symptoms seem to reflect an distortion of normal functions including delusions, hallucinations, thought disorders, disorganized speech and disorganized or catatonic behavior (Kaiser et al., 1996). Negative symptoms appear to reflect loss of normal functions such as restriction or flattening in the range and intensity of emotion, reduced fluency and productivity of thought and speech, withdrawal and inability to initiate and persist in goal- directed activity, and inability to experience pleasure (Haber et al., 1997).

However (Knavagh, 1992) reported that schizophrenic symptoms can have a profound impact on patients' social performance and social skills.  Thus,  the  ability  of  the  patient  to
 conduct a full and productive life is often compromised, and the quality of life may be diminished. In this context, (Katschnig, 2000) emphasized that the impact of the degree and frequency of schizophrenic symptoms will affect the ability to function effectively in both hospitalized and non hospitalized patients.

The dramatic changes which have taken place in psychiatry over the last 50 years are intimately related to the treatment of schizophrenia, this treating revolution enhanced efficacy in the treatment of negative and positive symptoms, while the incidence of extrapyramidal side effects is increased (Katschnig, 2000). 

However in treating and managing schizophrenia, clinicians often focus on controlling psychiatric symptoms (Awad, 1992, and Corrigan & Buican, 1995), overlooking outcomes regarding the side effects of antipsychotic medication  that are more directly related to quality of life and that may be more important to both hospitalized and non hospitalized schizophrenics (Green et al.,2001).

Browne et al., (1998) and Rogers et al., (1998 ) revealed that the medications used to treat schizophrenia often have adverse side effects that decrease functioning, increase stigmatizing involuntary movements, and impair ability to interact socially, a matter which interferes with and threatens the quality of life.

However, many deinstitutionalized schizophrenics returned quickly to the hospital, on one hand because they had stopped taking neuroleptics due to embarrassing side effects, on the other hand because they were not used to coping with community stresses, such as life events and emotional environment of family members (Katschnig,2000)  

In the context of this study, quality of life refers to a construct which incorporates aspects of an individual's well-being and role functioning and the extent to which he\she has access to resources and opportunities (Lehman, 1996 and Browne et al., 2000). Today, quality of life should be regarded as a comprehensive concept, encompassing non-disease aspects of disease, which includes three dimensions: subjective wellbeing \ satisfaction, functioning in daily life, including self care and social roles, and external resources including standard of living and social support (Katschnig, 2000).

In consistent with the previous comprehensive concept of quality of life, psychiatric nurse plays a pivotal role in treating the patients with schizophrenia. Innovative strategies and collaboration with the patients, families, and other mental health professionals are the basis of successful treatment modalities that promote health, quality of life and minimize relapse among hospitalized and non hospitalized schizophrenics

It has been proved that schizophrenia and it's treatment had 

 a great negative impact on every area of patient functioning. However, relatively less attention and little systematic evaluation is paid to quality of life for those patients. Therefore, it has became important to conduct this study which aimed to evaluate the factors affecting quality of life among hospitalized and non hospitalized schizophrenics

Aim of the study:
The aim of the study was to evaluate quality of life and related factors among patients with diagnosis of schizophrenia

Material and Methods:


Research design:

 A descriptive correlation design was utilized in this study

Research setting:

This study was conducted in the inpatient and outpatient clinic at Banha Governmental Hospital for Mental Health. The hospital is affiliated to the Ministry of Health.

Subjects:

A sample of convenience of 200 schizophrenic patients was recruited from inpatient and outpatient department

Tools of the study:

Four tools were used for collection of data

1. Sociodemographic and medical data sheet

This sheet was designed for collection of personal data such as patients age, gender, level of education, marital status , number of children, occupation, income ,and place of residence .It has included queries about significant others, health history, duration of disease , number of admission ,and type of treatment

2. Positive and negative symptoms scale (PANSS)

The PANSS is widely used structured interview designed by kay et al., (1987) to discriminate between positive and negative symptoms. Additionally it provides a separate score for general psychopathology, each of the positive and negative subscales consists of seven items: positive symptoms include delusions, hallucinations, and suspicion. While negative symptoms include blunted affect, withdrawal and lack of spontaneity. The PANSS general psychopathology scale assesses 16 items including symptoms of anxiety, depression, and impulse control separate scores are provided for negative symptoms, positive symptoms, and general psychopathology.

The scale is a seven - point likert scale with response options of absent (1) , minimal (2) , mild (3) , moderate (4) , moderately severe (5) , severe (6) , and extreme (7). Higher represent greater severity of symptoms.

Quality of life scale (QOL) 

3. The scale was constructed by Lehman (1986) to assess the quality of life of chronic psychiatric patients .It consisted of 60 items divided into 4 subscales :-

First subscale: comprised 13 items covering the general level of activity.

Second subscale: consisted of 19 items reflecting self-care. It was divided into 4 groupings of items: - 4 items covering personal hygiene, 5 items representing grooming, 5 items reflecting patients' nutrition, and 5 items including patients elimination.

Third subscale: included 15 items, representing patients' emotional status.

Fourth subscale: consisted of 13 items related to social and personal relationships. responses were measured on a 5- point likert scale , ranging from never(5) to always(1).The higher the scores, the better was the quality of life for all items except for reversed items number 6,8,16,19,28,29,48,55,56, and 57, in which the lowest the score , the better the quality of life.

4. Abnormal Involuntary Movement Scale (AIMS)

A scale developed by Guy (1976) was used to assess the abnormal involuntary movements which are produced by prolonged use of anti-psychotic medications. The scale comprises 5 items includes facial and oral movements, extremity movements, trunk movements, global judgments and dental status. Each item consists of substatments that represent the abnormal movements related in severity from 1-5     1=non     2=minimal may be extreme normal, 3=mild, 4=moderate, 5=severe.

By summing the scores, higher scores represent greater severity of symptoms.

Methods:

· Once permission was granted to proceed in the study, the researcher contacted with each patient individually. At time, the purpose and nature of the study were explained. Voluntary participation and confidentiality ensured.

· Before starting the data collection, the researchers observed the patients for about two weeks to form a general idea about patients' behavior. Moreover ,  the two expert psychiatrists and two trained psychiatric nurses  helped the researchers during filling the questionnaire

· The study sample was divided into two groups; inpatient and outpatient department, 100 patients each.

· Each patient was interviewed individually for two consecutive sessions for about 30 to 45 minutes. For more validation of the information, patients' records were revised to help in completion of the needed information and to exclude the patients with other diagnosis rather than schizophrenia, alcohol or drug dependence, and patient with problem that affect motor functioning. Data collection was completed over four months started from February to May 2003.

· A pilot study was carried out before performing the actual study. The sample of the pilot study included (20) patients from Benha mental hospital and not included in the study. A pilot study was done to test study tools in terms of its clarity, time required to be applied, and a sample modification was done as revealed from a pilot study by omission and remodification of certain items
Statistical analysis:

Descriptive measures used were: percent, arithmetic mean and standard deviation. Statistical tests significance used included: chi – square, F – test, t – test and regression analysis. The level of significance selected for this study was 0.05 

Results:

Table (1) shows the socio – demographic and disease characteristics of schizophrenics in both inpatient and outpatient group.. It appears from the table that mean age group was (33.9±8.3) years for the inpatient group compared to (37.5±8.1) years for outpatient group. It can be observed that more than half of the sample ( inpatient and outpatient) were single and males constituted the majority of the sample. Moreover the mean duration of illness was "(5.3±3.1) years for the inpatient group and (4.5±3.2) for outpatient group. Also the mean number of previous hospitalization was (3.0±2.2) for the inpatient group, and (3.8±2.7) for the outpatient group. In the same table the parents as significant one to patient constituted the highest proportion (about half) in the two patient groups.

Table (2) reveals the scores of positive and negative syndromes scale (PNSS), abnormal involuntary movement scale (AIMS) and quality of life scale (QOL) of patients in the two study groups. Outpatient group had higher scores of total PNSS (Mean±SD =110.9±27.6) than inpatient group (68±26.7). Also outpatient group had higher scores of AIMS (17.7±6.7) than inpatient group (14.9±5.2). On the other hand, inpatient group had higher score of total QOL scale (279.0±40.1) the outpatient group (219.1±30.5). All differences in this table are statistically significant (p<0.05).

Table (3) presents the Pearson correlation matrix coefficients of components of PNSS: This table demonstrated that negative and general symptoms had strongly statistically significant positive correlation with positive symptoms in both study group (p<0.001)
Table (4) demonstrates the Pearson correlation matrix coefficients of components of QOL scale: There was strongly statistically significant positive correlation between components of QOL scale among tow study groups (p<0.001)

Table (5) illustrates the Pearson correlation matrix coefficients of score of PNSS, AIMS and QOL scale. It can be observed that the abnormal involuntary movement score was strongly, negatively and statistically significant correlated to quality of life scores (r=-0.28), (p<0.01). Also, positive and negative syndrome scores had strongly negatively correlation to quality of life score (r=0.84), (p<0.01) and strongly statistically significant positive correlated to the AIMS  

Table (6) displays the best fitting stepwise backward regression model for scores of positive and negative syndrome scale (PNSS) for the inpatient group as a dependent variable and various sociodemographic and illness characteristics: the finding revealed that the best predictors of this scores are the marital status (single) is negatively related to the PNSS scores ( coefficient= -14.78); as the signally increased the PNSS scores is increased, also the PNSS scores is decreased with duration of illness increased (coefficient=-2.40), while the scores is increased with significant others (parent) (coefficient=20.23).

Table (7) demonstrates that age, number of children, duration of illness and number of hospitalization are the best predictors of the abnormal involuntary movement impact. The model shows that as the age, duration of illness, and number of hospitalization increases, the score increases, while the scores decreases with the increases score of number of children among inpatient group (coefficient= -0.96). However, the model explains only 0.43% of the variation in the score (r-square=0.43). 

Table (8) indicate that the number of hospitalization had positively and statistically significant correlated to quality of life (p=0.030). The number of children and PNSS scores had negatively and statistically significant correlated to QOL (p<0.001). on the other hand age, sex, marital status, education, job status, significant others, duration of illness, ECT, and AIMS are not significant and excluded

Discussion

Severe mental illness such as schizophrenia often imposes a consequence of social difficulties as a result of psychotic symptoms, diminished insight, neurocognitive deficits and antipsychotic extrapiramidal Side effects, so the patients' quality of life may be impaired (Green et al., 2001). 

The most important finding in this study was the inpatient group who reported high total mean score of quality of life than those for outpatient group. This may be due to the fact that the hospitalized patients are not faced by stressful situation and social problems. Also, they are not confronted with the stigma of being mentally ill from their society. Katschnig (2000) supported these findings and stated that, quality of life of schizophrenic patients living in the community is mostly lower than that of health control groups of the general population. Another explanation supported this result in the study of Green et al., (2001) who revealed that the influence of social stigma makes it difficult to the outpatient to achieve social acceptance and thereby well being a matter which impaired quality of life among those patients. This finding agrees with Barry & Crosby (1996) who found that the improvements in quality of life among hospitalized patients appear to be strongly related to the observed changes both in the standard of care environment and in the quality of the care provided.
Consistent with the present results (Samidha Sood et al., 1996) also reported that the hospitalized patients were in routine inpatient treatment programs, which included occupational, recreational and  group  therapy  and  so  forth,  this  may  be  increased  satisfaction  with  living 
situation through improved living conditions, higher levels of social contact and increased leisure activities can lead to significant changes in quality of life among those inpatient group.
 In contrary with the present result Barry & Zissi (1997) revealed that the non hospitalized schizophrenic patients who resided in community settings with support from their families and continue in after care clinic were found to be functioning at higher levels and higher quality of life rating than hospitalized schizophrenic patients because they were perceived as having more opportunities to practice every-day living skills. Agree with this viewpoint Susser et al., (1996) and Awad et al., (1997) added that involved the patient in every day living skills produces on increased level of personal interaction , these interactions create a better environment that exerts a direct and positive influence on wellbeing and overall aspects of quality of life . 

The most unexpected result was that, the total mean scores of positive and negative symptoms and abnormal involuntary movements had higher in outpatient than inpatient group, this may be due to resigned the patient to inpatient treatment routine, as a result the symptoms were under control and abnormal involuntary movements were early detected and hence was early intervention. To proceed from the previous results we are able now to predict that improved quality of life for inpatient group was related to control of positive and negative symptoms and involuntary movements.

This result supported by Green et al.,(2001) who asserted that abnormal involuntary movement and positive and negative symptoms were associated with quality of life dimension but in negative direction. Therefore not unexpectedly this may study finding which refers to that is a strongly, negatively and statistically significant relation between total positive and negative symptoms and sum of quality of life. 

Consistent with the present study Green et al., (2001) found that lower levels of psychiatric symptoms were associated with lower levels of distress which in turn lead to higher levels of quality of life and vice versa.

While antipsychotic medication may improve the patients functioning and quality of life in some ways, the extra pyramidal side effects, personal and social consequences of having been designated severely mentally ill may erode whatever benefits accrue from the treatment of psychotic symptoms (Norman et al., 2000). This fact agrees with the present study finding which refers to there is a strongly negatively, and statistically significant relation between total abnormal involuntary movements and sum of quality of life. 

This result was interpreted by Green et al., (2001) who reported that conversely, while medications may make it possible for schizophrenic patients to be more autonomous, it may also increase the necessity of frequent personal attention from their families or others due to side effects of medication and thereby remove the benefits that accrue from interpersonal contact, in addition to social stigma which cause adverse negative influence on quality of life for those patients. 

Furthermore, in the present study there is a positive and statistically significant relation between total positive and negative symptoms and abnormal involuntary movements, this is an expected result because if positive and negative symptoms persist it would require more antipsychotic medication, this may lead to for along term to elicit of abnormal involuntary movements.

The individuals' quality of life in the present study was influenced by their psychopathology, by how long they had psychosis and resigned to antipsychotic medications and  by  their  premorbid  adjustment  before  the  onset  of  psychotic symptoms. Our   findings 
supported contentions that medication alone may be necessary but not sufficient treatment, and that some minimum threshold of medical care and social services may be required in order to enhancing quality of life. In clinical terms, our findings provide evidence that symptoms control in not equivalent to quality of life and suggest that, additional treatment (medical and psychological) may have greater influences on quality of life than do antipsychotic medication.

Conclusion: 

Based on the study findings, it can be concluded that:

· QOL among schizophrenic patients was better than non hospitalized schizophrenic patients. Also, the result of this study revealed that the patients with positive and negative symptoms have abnormal involuntary movement furthermore the patients with abnormal involuntary movement have lower quality of life

·  Severity of symptoms and functional capacity remains the principal target of mental health services

· The individual's perception of his\her circumstances to be the central component of QOL 

·  Our findings support contentions that medication alone may be a necessary but not sufficient treatment, and that some minimum threshold of medical care and social services may be required in order to make a measurable difference in QOL. In clinical terms, our findings provide evidence that symptoms control is not equivalent to QOL, and suggest that additional treatment ( medical and psychological) may have greater influences on QOL than do antipsychotic medications

· Positive and negative symptoms are much more closely related to quality of life

Recommendation:

Results of this study call for the following recommendation:

1- Nursing profession must advocate of community care and improve of treatment and rehabilitation programs which have been mainly associated with improve the quality of life among hospitalized and non hospitalized schizophrenic patients

2- Developing, enhancing, and maintaining skills among hospitalized schizophrenic patients, especially self- care and domestic skills may enhance quality of life and facilitate their discharge into supported community setting

3- To enhance quality of life among outpatient schizophrenic group, community based intervention programs can be targeted at three broad areas psychological support, educational activity about patient's symptoms, and development of social support system for patients and their families

4- Nursing counsel in intervention to families of schizophrenic patient to improve their coping strategies. 

Table (1):  Socio-demographic and disease characteristics of patients in the two study groups
	
	GROUP
	X2 test
	p-value

	
	Inpatient

(n=100)
	Outpatient

(n=100)
	
	

	
	No.
	%
	No.
	%
	
	

	Gender:
	
	
	
	
	
	

	
Male
	57
	57.0
	74
	74.0
	
	

	
Female
	43
	43.0
	26
	26.0
	6.39
	<0.01*

	Age (years):
	
	
	
	
	
	

	
Range
	19.0-49.0
	20.0-57.0
	
	

	
Mean ± SD
	33.9±8.3
	37.5±8.1
	T=3.07
	<0.001*

	Education:
	
	
	
	
	
	

	
Illiterate
	23
	23.0
	26
	26.0
	
	

	
Basic
	36
	36.0
	25
	25.0
	2.88
	0.41

	
Intermediate
	32
	32.0
	38
	38.0
	
	

	
High
	9
	9.0
	11
	11.0
	
	

	Marital status:
	
	
	
	
	
	

	
Single
	64
	64.0
	74
	74.0
	
	

	
Married
	23
	23.0
	21
	21.0
	4.37
	0.11

	
Divorced
	13
	13.0
	5
	5.0
	
	

	Job:
	
	
	
	
	
	

	
Employee
	15
	15.0
	23
	23.0
	
	

	
Skilled worker
	24
	24.0
	13
	13.0
	
	

	
Housewife
	28
	28.0
	20
	20.0
	17.92
	<0.001*

	
Student
	7
	7.0
	0
	0.0
	
	

	
Unemployed
	26
	26.0
	44
	44.0
	
	

	Significant others:
	
	
	
	
	
	

	
None
	3
	3.0
	1
	1.0
	
	

	
Parents
	47
	47.0
	49
	49.0
	1.04
	0.79

	
Siblings
	32
	32.0
	32
	32.0
	
	

	
Others
	18
	18.0
	18
	18.0
	
	

	Duration of illness (years):
	
	
	
	
	
	

	
Range
	1.0-15.0
	1.0-20.0
	
	

	
Mean±SD
	5.3±3.1
	4.5±3.2
	T=0.24
	0.81

	Number of previous hospitalizations:
	
	
	
	
	
	

	
Range
	0.0-9.0
	0.0-20.0
	
	

	
Mean±SD
	3.0±2.2
	3.8±2.7
	T=2.38
	0.02*

	ECT:
	
	
	
	
	
	

	
No
	79
	79.0
	78
	78.0
	
	

	
Yes
	21
	21.0
	22
	22.0
	0.03
	0.86


(*) Statistically significant at p<0.05

Table (2): Scores of positive and negative syndrome scale (PNSS), abnormal 
    involuntary movements scale (AIMS), and quality of life scale (QOL) 
    of patients in the two study groups

	
	GROUP
	t-test
	p-value

	
	Inpatient

(n=100)
	Outpatient

(n=100)
	
	

	
	MEAN±SD
	MEAN±SD
	
	

	PNSS
	
	
	
	

	Positive symptoms
	15.9±7.6
	27.7±9.7
	9.63
	<0.001*

	Negative symptoms
	16.2±9.9
	24.8±10.3
	6.02
	<0.001*

	General psychic symptoms
	36±11.9
	58.4±14.2
	11.85
	<0.001*

	Total PNSS
	68±26.7
	110.9±27.6
	11.24
	<0.001*

	AIMS
	
	
	
	

	Abnormal movements
	14.9±5.2
	17.7±6.7
	3.27
	<0.001*

	QOL
	
	
	
	

	General
	59.2±10.8
	43.6±9.5
	10.78
	<0.001*

	Personal hygiene
	16.4±3.9
	12.2±4.1
	7.36
	<0.001*

	Clothing/tenure
	21.3±4.1
	18.0±5.2
	5.06
	<0.001*

	Eating/drinking
	27.7±2.4
	26.2±2.3
	4.47
	<0.001*

	Elimination
	24.3±1.4
	23.8±1.5
	2.30
	0.02*

	Mood
	63.8±8.5
	47.9±10.9
	11.42
	<0.001*

	Social
	54.3±9.2
	41.1±7.2
	11.29
	<0.001*

	External events
	12.1±5.5
	6.2±1.4
	10.61
	<0.001*

	Total QOL
	279.0±40.1
	219.1±30.5
	11.88
	<0.001*


(*) Statistically significant at p<0.05

Table (3):  Pearson correlation matrix coefficients of components of positive and negative syndrome scale (PNSS) 

	PNSS
	PNSS

	
	Positive symptoms
	Negative symptoms

	Negative symptoms
	0.49**
	

	General symptoms
	0.70**
	0.73**


(**) Statistically significant at p<0.01

Table (4): Pearson correlation matrix coefficients of components of quality of life scale (QOL) 

	
	General
	Hygiene
	Cloth
	Food
	Elimination
	Mood
	Social

	Hygiene
	0.80**
	
	
	
	
	
	

	Cloth
	0.78**
	0.88**
	
	
	
	
	

	Food
	0.64**
	0.58**
	0.58**
	
	
	
	

	Elimination
	0.41**
	0.52**
	0.47**
	0.41**
	
	
	

	Mood
	0.69**
	0.47**
	0.41**
	0.56**
	0.17*
	
	

	Social
	0.87**
	0.82**
	0.78**
	0.63**
	0.42**
	0.68**
	

	Events
	0.78**
	0.72**
	0.61**
	0.52**
	0.32**
	0.62**
	0.84**


(*) Statistically significant at p<0.05

            (**) Statistically significant at p<0.01

Table (5):  Pearson correlation matrix coefficients of scores of PNSS, AIMS, and QOL
	
	QOL
	AIMS

	AIMS
	-0.28**
	

	PNSS
	-0.84**
	0.27**


 (**) Statistically significant at p<0.01

Table (6): Best fitting stepwise backward regression model for scores of PNSS (dependent 
              variable) and various socio-demographic and illness characteristics 
	
	Beta coefficient
	Standard error
	t-test
	p-value

	Constant
	66.69
	28.71
	2.32
	0.024*

	Group (reference: inpatient)
	33.47
	7.26
	4.61
	<0.001*

	Marital status (reference: single)
	-14.78
	8.12
	1.82
	0.074*

	Duration of illness (years)
	-2.40
	1.20
	2.00
	<0.05*

	Significant other (reference: parents)
	20.23
	8.07
	2.51
	0.015*


(*) Statistically significant at p<0.05


r-square=0.43

Model ANOVA: F=10.23
p<0.001

Excluded variables:
age, sex, previous hospitalizations, ECT, number of children, education, job status

Table (7):  Best fitting stepwise backward regression model for scores of AIMS 
         (dependent variable) and various socio-demographic and illness characteristics 
	
	Beta coefficient
	Standard error
	t-test
	p-value

	Constant
	-1.46
	4.07
	0.36
	0.721

	Group (reference: inpatient)
	2.86
	1.31
	2.18
	0.034*

	Age (years)
	0.27
	0.11
	2.39
	0.020*

	Number of children
	-0.96
	0.38
	2.56
	0.013*

	Duration of illness (years)
	0.49
	0.26
	1.89
	0.064

	Number of hospitalisations
	0.75
	0.35
	2.16
	0.035*


(*) Statistically significant at p<0.05


r-square=0.43                       Model ANOVA: F=8.33
p<0.001

Excluded variables:
sex, ECT, education, job status, significant others

Table (8): Best fitting stepwise backward regression model for scores of QOL 
                 (dependent variable) and various socio-demographic and illness 
                  characteristics and scores of AIMS and PNSS

	
	Beta coefficient
	Standard error
	t-test
	p-value

	Constant
	363.21
	10.44
	34.80
	<0.001*

	Group (reference: inpatient)
	-23.18
	6.72
	3.45
	<0.001*

	Number of children
	-6.15
	1.74
	3.53
	<0.001*

	Number of hospitalisations
	2.88
	1.29
	2.23
	0.030*

	PNSS (score)
	-0.83
	0.10
	8.23
	<0.001*


(*) Statistically significant at p<0.05


r-square=0.79

Model ANOVA: F=52.29
p<0.001

Excluded variables:
age, sex, marital status, education, job status, significant others, duration of illness, ECT, AIMS
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الملخص العربى

جودة الحياة لدى مرضى الفصام في القسم الداخلي والخارجي

إن علاج مرض الفصام يحسن جودة الحياة لدى مرضى الفصام, إلا أن الأعراض الجانية للعلاج الدوائي في الغالب لها تأثير سلبي على جودة الحياة فهي تحد من وظيفة المرضى, تعرقل القدرة على التفاعل الإجتماعى, والحركات اللاإرادية تزيد من وصمة العار. من أجل هذا تم إجراء هذه الدراسة لتقيم العوامل المؤثرة على جودة الحياة لدى مرضى الفصام , لقد أجريت هذه الدراسة على 200 من مرضى الفصام تم اختيارهم مناصفة من القسم الداخلي والخارج في مستشفى بنها للصحة النفسية. لقد استخدمت أربعة من الوسائل لقياس البيانات الشخصية, جودة الحياة, الحركات اللاإرادية الغير طبيعية, والآخر لقياس الأعراض الإيجابية والسلبية لمرض الفصام. وقد أسفرت نتائج الدراسة عن أن متوسط مجموع درجات الأعراض الإيجابية والسلبية و الحركات اللاإرادية كانت أعلى عند مرضى القسم الخارجي عنها في القسم الداخلي, بينما متوسط مجموع درجات جودة الحياة كان أعلى عند مرضى القسم الداخلي عنة في القسم الخارجي. على ضوء هذه النتائج نوصى بضرورة  لتأكيد على جودة الحياة لدى مرضى الفصام عن طريق وضع مستوى مناسب لهذه الجودة وأن نزيد من المسؤوليات الواقعة على عاتق القائمين بالعناية بمرضى الفصام في المجتمع والمستشفيات. 
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