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SUMMARY

Introduction In the last decades psychiatric patients’ quality of life attracts great attention of research-
ers. Improving the quality of life of schizophrenic patients is increasingly becoming an imperative in
pharmacological therapy.

Objective Analysis of certain aspects of quality of life in patients with schizophrenia treated with depot
formulations of a typical antipsychotic (haloperidol) and injection preparation of a long-acting atypical
antipsychotic (risperidone).

Methods Research was conducted as a cross-sectional study that included 60 patients of both genders.
Examinees diagnosed with schizophrenia (ICD-10, F20.0-F20.9) were divided into two groups: the group
of patients that received haloperidol depot (n=30) and the group of patients that received injection
preparation of long-acting risperidone (n=30). In order to assess the quality of life, social functioning
scale (SFS), satisfaction with life scale (SWLS), and short version of World Health Organization quality of
life scale (WHO-QolL-Brief) were applied.

Results Results showed statistically significant differences when it comes to social activity and satisfaction
with life in favour of patients treated with injection preparation of long-acting risperidone. Examinees
from this group were much more satisfied with themselves, their health and sleep compared to those
on haloperidol depot. There was no statistically significant difference found on the quality of life scale.
Conclusions Applying the scales for the assessment of the quality of life of schizophrenic patients in
terms of psychosocial functioning, statistically significant difference between groups was found. Re-
sults showed higher scores in the group of patients treated with injection preparation of long-acting
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risperidone concerning social activities and life satisfaction.
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INTRODUCTION

The World Health Organization (WHO) de-
fines the quality of life as the individual’s ob-
servation of one’s own status in life within the
cultural frame, and system values that he lives
in, compared to goals, expectations, standards
and environment problems (The World Health
Organization Quality of Life Assessment -
WHO-QoL, 1998). During the last decades a
great attention of researchers is drawn to the
quality of life of schizophrenic patients, yet the
determinants of QoL for individuals with schiz-
ophrenia are not well known [1]. Chronification
of psychotic process in schizophrenia shows a
decrease in the quality of life of this category of
patients, because gradually and on longer terms
psychical functions are weakening and depres-
sive is increasingly expressed [2]. The social
dimension of quality of life of schizophrenic
patients seems to correlate most negatively with
the chronicity of illness [3]. Schizophrenic pa-
tients have a decreased quality of life for many
reasons. Firstly, decreased personal resources

for meeting their own needs (decreased number
of cognitive and social skills, hypersensitivity to
stress and external criticism), which, more or
less, directly takes them to social isolation, and
makes them an object of social stigmatization
[4]. The development of a range of antipsychot-
ic medications has provided individuals with
schizophrenia some relief from the cardinal
symptoms of the illness [1].

Quality of life, besides significant influence
of depressiveness, personality characteristics
and adaptive mechanisms of diseased, can serve
as minimal standard of treatment outcome in-
dicators for schizophrenic patients [5]. One of
unavoidable criteria for the assessment of pa-
tient’s condition is self assessment of the quality
of life of patients treated with antipsychotics. In
the last two decades a great number of scales
were designed in order to determine general
subjective experience of the quality of life and
subjective well-being [6].

In examining the quality of life of patients
with schizophrenia, emphasize is on examinees
experiencing pleasure in the usual everyday ac-
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tivities. In this regard, the main role is played by absence,
i.e. the intensity of present psychiatric symptoms, especially
depression and adverse effects of medications [7].

Historically observed, the first antipsychotics have
caused a true positive tide of enthusiasm, because the posi-
tive symptoms of schizophrenia and potential aggressive
behaviour were put under control. In the following dec-
ades pharmaco-therapy treatment successfully coped with
negative schizophrenic symptoms, thus the quality of life
entered into the focus of researchers and became one of
the most significant aspects of treating schizophrenic pa-
tients [8]. Factors which are connected with antipsychotic
treatment, and which influence the schizophrenic patient’s
quality of life, were investigated in numerous studies. In
Naber et al. [9] research five basic dimensions of the qual-
ity of life (mental functioning, emotional compatibility,
physical well-being, social well-being, self-control), were
combined with six contributing factors: phase of illness and
symptom severity, psychopathology, psycho-social factors,
relation to pharmacological treatment and insight, somatic
and psychic adverse effects and conjoined distress, as well
as initial dysphoric reaction. In our research, for assessing
schizophrenic patient’s quality of life treated with depot
preparation of typical antipsychotic (haloperidol) and
patients treated by parenteral preparation of long-lasting
atypical antipsychotic (risperidone) we used scales that
mainly offered answers concerning satisfaction with many
life aspects: life itself, work, household, using free time,
finance, relations in family, society, etc.

OBJECTIVE

Objective of the research was to investigate the connection
between certain socio-demographic parameters and the
quality of life, and also if patients treated with parenteral
preparation of long-lasting risperidone have a better quality
of life compared to the group of patients treated with depot
preparation of haloperidol.

METHODS
Patients

Research was conducted in 2011 as a study of section, by
using scales for estimating the quality of life. The study
included 60 patients with diagnosed schizophrenia (ICD-
X, Dg: F20) treated at the Psychiatric Clinic of the Clinical
Centre Kragujevac.

The study included patients of both genders, aged 24-
79 years who received depot preparation of a typical an-
tipsychotic (haloperidol) and parenteral preparation of
long-lasting atypical antipsychotic (risperidone) longer
than one year. Based on therapy applied, the examinees
were divided into two equal groups: patients on haloperidol
depot (n=30) and patients on parenteral preparation of
long-lasting risperidone (n=30).

Dose regime of applying depot preparation haloperidol-
decanoat was 50 mg i.m. per 4 weeks, and long-lasting
preparation of risperidone 25 mg and 50 mg i.m. per 2
weeks.

Instruments of assessment and variables

Data on social integration were collected by using 2 scales
which had been previously used in researches in our coun-
try. The first scale is a questionnaire of social support -
short form (Sarason, Shearin, & Pierce, 1987), translated
into Serbian language. This instrument was used to collect
data on social support and the size, structure and satisfac-
tion of close social environment. Beside this scale, data on
social functioning were collected by using a scale of social
functioning (SFS: Birchwood et al, 1990). SES collects data
regarding social interactions, interpersonal communica-
tions, independent functioning and competence in daily
activities, recreative activities and activities regarding em-
ployment. Finally, since the quality of life is more and more
recognizable as the result of mental health treatment, we
also used satisfaction with the life scale (SWLS, Diener,
Emmons, Larsen, & Griffin, 1985) and the World Health
Organization quality of life scale (WHO-QoL-Brief; Bono-
mi, Patrick, Bushnell, & Martin, 2000).

Statistical analysis

Data received by scales were statistically processed using
the program SPSS 13.0 for Windows. Tests which were
used for comparing certain variables of quality of live
among the groups were x* test for tables of contingencies
and multiple regression for evaluating predictors of quality
of life. Analysis of demographic data of the patients was
performed by descriptive statistics. The size of the sam-
ple based on multiple regression test (a=0.05, number of
predictors=3, £2=0.35, power R=0.7) was calculated with
a calculator (available on: http://www.danielsoper.com/
statcalc/calc01.aspx) and by which it was found that the
minimum of 30 patients per group needed to be included
in the research.

RESULTS

There were 60 examinees participating in the research
divided in two equal groups according to pharmacologi-
cal therapy applied. In the haloperidol group there were
10 women (33.3%) and 20 men (66.7%) of average age
50.97+11.44 years, and in the risperidone group there
were 12 women (40%) and 18 men (60%) of average age
35.33+7.02 years, during which there were no statistically
significant differences between the investigated groups.
The investigated patients did not differ even when other
socio-demographic variables were involved: place of birth,
place of residence, marital status, level of education. Some
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socio-demographic characteristics of examinees and com-
parative analysis by groups are presented in Table 1.

By analyzing data gained from SFS scale we concluded
that there were no statistically significant differences be-
tween the investigated groups in work status, marital status,
attending daily hospital, going out from home, but a sta-
tistically significant difference (p<0.05) was found in the
manner of spending free time in the patients treated with
risperidone. Unlike the patients treated with risperidone,
the patients treated with haloperidol spent most of their
time alone (x*=8.686; p=0.034).

By analyzing social activities of patients in the previous
three months, measured by WHO-QoL scale we found
some statistically significant differences (p<0.05) between
the examined groups was in favour of the group of patients
treated with risperidone (Table 2).

Data received from satisfaction with life scale (SWLS)
and obtained statistically significant differences (p<0.05)
regarding the satisfaction with their own lives, satisfaction
with life conditions, satisfaction with their own looks, was
in favour of the group treated with risperidone. A statisti-
cally significant difference, although not high, was found in
regard to the satisfaction with health and sleep (x*=14.098;
p=0.029), ability to perform everyday tasks (x’=14.729;
p=0.022) and being satisfied with themselves (x*=12.074;
p=0.017).

Compared to the type of therapy applied and years of
age, the factors shown in Table 3, stood out as the predictors
of the quality of life which were analyzed by the statistical
method of multiple regression.

DISCUSSION

Relevant dimensions of the quality of life are psychic, social
functioning and perception of general health, which also
includes terms such as energy, exhaustion, pain, and cogni-
tive functioning [10]. In the study of subjective perception
of the quality of life of patients treated with typical and
atypical antipsychotics by using the Subjective Well-being
under Neuroleptics scale (SWN), we found that the scores
of the patients treated with atypical antipsychotic closapine
were significantly higher compared to the scores of patients
treated with typical antipsychotics [9]. Similar results of

Table 1. Demographic characteristics of investigated groups of patients

e Groups of patients
Characteristics - - -
Haloperidol Risperidone
Number of patients 30 30
Age (years) 50.97+11.44 35.33+7.02
Female 10 (33.3%) 12 (40.0%)
Gender
Male 20 (66.7%) 18 (60.0%)
Place of Village 14 (46.7%) 4 (13.3%)
birth City 16 (53.3%) 26 (86.7%)
] Village 5(16.7%) 3(10.0%)
Place o -
residence |CLY 17 (56.7%) 21 (70.0%)
Town 8(26.7%) 6 (20.0%)
. 50 mgi.m. per 25mgor50mg
Dose regime 4 weeks i.m. per 2 weeks

higher scores of patients treated with parenteral prepara-
tion of long-lasting risperidone (atypical antipsychotic)
compared to the patients treated with haloperidol depot
(typical antipsychotic) were also found in this research.
As far as the influence of socio-demographic character-
istics of gender and age of schizophrenic patients on their

Table 2. Comparison of social activities of examined groups of patients
with x? test

Activities X df p
E:%HEL%ﬁZﬂ;'”ShOPS 2.304 4 0.603
Washing dishes, cleaning, etc. 14.398 3 0.002*
Regular face washing, bathing, etc. 0.219 2 0.896
Washing personal clothes 8.276 3 0.041*
Looking for job/employed 2.960 4 0.565
Buying food 1.202 3 0.753
Preparing and cooking meals 0.168 3 0.983
Independently leaving the house 7124 3 0.068
Using bus, train, etc. 2.818 3 0.421
Using money 1.118 3 0.773
Planning on spending money 2.261 3 0.520
Choosing and buying clothes 4.022 3 0.259
Care about personal looks 3.462 3 0.376
Going to sports events in closed area | 9.406 3 0.024*
Cong oo e oh™ | os0 | 3| oo
Going to gallery/museum 9.150 3 0.027*
Going to theatre/concert 5.509 3 0.138
Exhibition 11.621 3 0.009*
Visiting relatives 5.746 3 0.125
Votng ence inchng os35 | 3 | osao
Active in sports in closed area 8.540 3 0.036*
Active in sports in open space 14.286 3 0.003*
Club/society 3.019 3 0.389
Café 0.606 3 0.895
Church related activities 9.623 3 0.022*
Reading 3.410 3 0.333
Watching television 3.525 3 0.318
Listening to music or radio 1.519 3 0.678
Dolyouseifsctiester 330 | 3 | o
Hobby (for example, collection) 2.529 0.470
Art activities (painting, crafts, etc) 2.893 3 0.408

*p<0.05

Table 3. Statistical analysis (multiple regression) of quality of life pre-
dictors

Parameter Beta In t o)
Gender -0.031 -0.297 0.768 *
Place of birth 0.078 0.667 0.508 *
Place of residence 0.067 0.645 0.521*
Level of education 0.169 1.617 0.112
Marital status 0.025 0.198 0.843 *
Number of persons living with | 0.054 0.511 0.612 *
Number of friends -0.092 -0.898 0.373
Partner 0.098 0.935 0.354
Leaving the house 0.022 0.216 0.830*
Current illness -0.189 -1.798 0.078

* statistically significant predictors
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quality of life is concerned, results of some researches do
not show significant correlation with the quality of life
[11]. Exception is the influence of belonging to female
gender, which is in correlation with the quality of life of
these patients, as shown by the results of the research in
two studies [12, 13]. However, there are researches con-
firming that schizophrenic women achieve higher values
of quality of life [14]. In one research it is confirmed that
most expressed negative influence on the quality of life
have conjoined socio-demographic variables, male gen-
der and solitary life [12]. Other researches show positive
correlation between a high score of the quality of life and
developed social network (employment, satisfaction with
social contacts and relations in marriage and family) in
schizophrenic patients [15]. Research conducted in Hong
Kong and in Taiwan show that a higher score of the quality
of life was achieved by employed individuals, those who
live in a family, those who are more religious, the elderly
and examinees with higher incomes, but these differences
are not significant [16]. Even in our research it was found
that the majority of examinees lived alone or was separated,
which was in negative correlation with the quality of life.
Also, the highest number of the examinees unemployed;
the number of unemployed individuals was higher in the
haloperidol group compared to the risperidone group, but
there was no statistically significant difference.

In research of schizophrenic patients’ quality of life in
various cultural environments, which was conducted in
three European countries (France, Germany and Great
Britain), it was shown the quality of life was negatively
influenced by the symptoms of depression, younger age and
low incomes, and that employment had a positive influ-
ence. Marital status and gender in the mentioned research
did not influence the quality of life [17]. In our research
as well, when talking about above mentioned factors, the
obtained results were similar, with a remark that in our
research we did not study depression of the patients. In
a research conducted in Finland it has been shown that
patients who live in good marital or partner relations have
better quality of life [24]. In a study conducted in Japan, a
better quality of live had patients with higher incomes [18].

In a research by Hoffer et al. [19], it has been shown that
the quality of life is lower if associated with negative symp-
toms of schizophrenia, and the existence of depression and
anxiety. Some other studies have also showed that the re-
duction of anxiety and depression significantly contributes
to the improvement of the quality of life of patients with
schizophrenia. Self-respect, manner of resolving stressful
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KBanutert xxuBota ocoba ca cxusoppeHnjom neyeHunx xaaonepuaon-g4enoom u
WHjekuyujom gyrogenyjyher pucnepmaoHa

lopaH Muxajnouh', Hatanuja JoBaHosuh-Muxajnosuh? bpaHumnp PagmaHosuh', KatapriHa Pagormh’,
Cnasuua hykuh-LejaHosuh', CnoboaaH JaHkosuh', Bnagumup Jaruh', He6ojwa MunosaHosuh?,

JywaH Metposuh', KataprHa Tommh*

'MegauumnHcku dakynTeT, YHuBep3uteT y Kparyjesuy, Kparyjeeau, Cpbuja;

2HeyponoLuKa KnumHuKa, KnnHuukm ueHTap, Kparyjesau, Cpbuja;

3CneywjanHa 6onHULa 3a ncuxmjatpujcke 6onectu ,[p Jlasa Jlazapesuh”, beorpag, Cpbuja;

“CrpyKoBHa WwKona 3a BacnuTaue, Kpywesau, Cpbuja

KPATAK CAQIPXKA)J

YBop lNocneamwnx gelieHrja UCTpaxnBaun Noknamajy Benu-
Ky Na)<wy UCNMTMBakby KBanuUTeTa XM1BOTa 0coba ca ncrxuja-
TpUWjckum npobnemuma. Moborbluarbe KBanuTeTa X1BOTa 0CO-
6a ca cxusodpeHunjom cBe BuLLe NocTaje obasesa papmakoro-
LKe Tepanuje.

Lum paga v paga 6uo je npoueHa ogpeheHux acnekata
KBanuTeTa X1BOTa ocoba obonenvx og cxmsodpeHuje Koje cy
neyeHe Aeno npenapaTom TMNNYHOT aHTUNCMXOTUKA (Xanone-
PYAON) 1 MHjeKLMOHKM NpernapaTom gyroaenyjyher HeTunmy-
HOF @aHTUMCUXOTUKA (PUCnepuaoH).

MeTtope papa lictpaxuBarbe je ypaheHo Kao cTyamja npece-
Ka KojoM je obyxBaheHo 60 6onecHrKka 06a nona ca AujarHo-
30M cxuzodpeHuje (MKB-10, F20.0-F 20.9). icnutaHuum cy cBp-
CTaHu y ABe rpyne og no 30 6onecHrKa: Ha OHe Koju Cy NpumMa-
N Xanonepuaon-aeno 1 OHe Ha NHjeKLMIOHOM npenapaty Ay-
rogenyjyher prcnepuaoHa. 3a npoLeHy KBanuTeTa }1BOTa UC-
NUTaHWKa NPYMereHe Cy: CKana coLmjanHor GyHKLMOHNCama
(SWS), ckana 3agoBorbcTBa Xnsotom (SWLS) n kpaTka Bep-

3nja cKane KBanuTeTa )u1BoTa CBeTCKe 34paBCTBEHE OpraHu-
3auuje (WHO-Qol-Brief).

Pesyntatu CTaTUCTMYKM 3HavajHe pa3nvike Cy youeHe Kapa cy
y NMUTarby coLMjaHa akTUBHOCT 1 33J0BOSbCTBO KVBOTOM Y KO-
puvCT 6onecHMKa NTeYeHrX UHjeKLMOHUM NpenapaTom ayrogeny-
jyher pucnepupaoHa. MicnutaHuuy ose rpyne 61y cy MHOTo B1-
Lue 3a/10BOJSbHY COOOM, CBOjVIM 34paBIbeM 1 CHOM Y nopehery
C OHMMa KOju Cy MpMMmano xanonepuaon-geno. Ha ckanu Kea-
NMTeTa X1BOTa HUje yTBpheHa CTaTUCTNYKM 3HaYajHa pa3nnKa.
3akmyyak [pumeHOM CKana NpoLeHe KBauTeTa XMBOTa 0CO-
6a obonenux op cxm3odppeHuje C acnekTa NCUXocoLmjanHor
dyHKLMOHNCatba yTBpheHa je CTaTUCTUYKY 3HaYajHa pa3nika
mebhy rpynama. Pesyntatu nokasyjy Behe ckopose y rpynu 60-
NleCcHVKa JleYeHVX NHjeKLMoHNM npenapaTom ayrogenyjyher
prcnepuaoHa Koju ce T4y coumnjanHnx akTUBHOCTA U 3a0-
BOJbCTBA XKNBOTOM.

KrbyuHe peum: KBanuTeT XNBOTa; CXM30dpeHUja; xanonepu-
BON; PUCNePUAOH



