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Abstract 

This study investigated predictors of quality of life among persons with schizophrenia and 

other psychoses. On the basis of previous research, it was hypothesised that objective life 

circumstances, self-variables, psychopathology, activity level, satisfaction with daily 

activities, and satisfaction with medical care would be determinants of quality of life. 134 

persons were investigated, and the analysis was based on Structural Equation Modelling 

(SEM). A model with two quality of life variables, General quality of life and Security, fitted 

the data best. A self-variable, Sense of self, and Satisfaction with daily activities, 

Psychopathology, and Satisfaction with medical care served as mediators and explained the 

variation in the quality of life variables.  External to the mediators, and related to these, were 

Activity level, Educational level, and Independent living. In conclusion, a self-variable showed 

the strongest association with quality of life, but two aspects that should be feasible to 

influence in mental health care, daily activity and medical care, contributed to the subjects’ 

self-rated quality of life. These results render a somewhat optimistic view on how to 

accomplish a better self-perceived quality of life among people with severe mental illness.  

 

Key words: quality of life, schizophrenia, self psychology, psychopathology, socioeconomic 

factors, activities of daily living, medication. 



 3

Introduction 

This paper addresses quality of life as perceived by the individual, defined as wellbeing 

within a number of life areas, such as living situation, social relationships, and physical and 

mental health [1]. Numerous studies have tried to explain what determines subjective quality 

of life among people with mental illness [2-7], and recent research acknowledges that 

complex models with several factors are needed to give fair explanations. For example, Zissi 

and associates [8] explored a model that tried to explain variation in quality of life as being 

dependent on a complexity of relationships between objective indicators and quality of life 

mediators, such as a self-factor and autonomy. They found empirical support for a link 

between the mediators and subjective quality of life. No direct relationships were found 

between objective quality of life indicators and subjective quality of life but there were some 

relationships between objective indicators and the mediators. The most promising attempts to 

explain quality of life are considered to be those that are based on analysis of latent variables 

[9-10]. One such study found that autonomy contributed to quality of life, while diagnosis, 

social contacts, activity, and use of services did not [5]. A more recent study [11] showed that 

personality and self-variables were the most important contributors to self-rated quality of 

life, while psychopathology and objective indices could explain additional parts. They also 

found that quality of life was best explained by two constructs, one external aspect, composed 

by work and finances, and one internal, where health, security, and social relationships were 

important domains. 

In a review of quality of life in severe mental illness, Holloway and Carson [12] 

suggested that personal characteristics, self-constructs, and clinical characteristics may be 

mediators, influencing how objective circumstances and subjective appraisal determine 

perceived quality of life. This was confirmed in a study by Eklund et al. [11]. Thus, research 

based on multi-factorial modelling and research overviews have come to some conclusions 
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regarding factors that influence the quality of life of persons with severe mental illness. 

However, there are additional factors that so far have not been tried in multi-factorial models. 

Some years ago Awad and associates [13] proposed that compliance with medication and 

side-effects of medication were the most important explanations to quality of life among 

people with schizophrenia. Furthermore, a previous study from our own research group 

pointed to a strong relationship between satisfaction with daily activities in a broad sense and 

self-rated quality of life [2]. Also the performance of daily activities, the actual doing and 

people’s degree of engagement in activities, seems to contribute to people’s quality of life 

[14-15]. This made us design a new study, in order to test a model that included the so far 

known and suggested factors from multi-factorial research but also comprised variables 

indicated to be of importance in correlational and qualitative studies. The summary of 

research above so far indicates that such a model should comprise personality factors, self-

variables, objective indices, psychopathology, daily activities, and medical care. However, 

although a previous study [11] showed that both personality factors and self-variables were 

important contributors to quality of life, they shared a considerable amount of variance. Thus, 

one might argue that self-variables alone would serve as a satisfactory estimate of personality 

and self. To the best of our knowledge, activity level, satisfaction with daily activities, and 

satisfaction with medical care have not been tested before in multi-factorial quality of life 

research. Knowing more about these variables is of importance for theoretical reasons, 

because they can contribute to the knowledge about self-rated quality of life, and for practical 

reasons, since they can be monitored by the health and social care system. Therefore, a special 

focus was put on them. 

Aim 

This study aimed at developing and testing a multi-factorial model for further clarifying self-

rated quality of life. Based on previous research, it was hypothesised that self-rated quality of 
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life in a sample composed by people with psychosis, mainly schizophrenia, could be 

explained by a model comprising self-variables, objective indices, psychopathology, activity 

level, satisfaction with daily activities, and satisfaction with medical care. 

Methods 

Selection procedure 

Selection criteria were persistent mental illness (> two years of contact with mental health 

care) and an age of 20-55 years. Persons with co-morbidity of developmental delay or 

dementia, or who were too confused to participate, were excluded. In order to obtain 

sufficient statistical power two samples fitting the initial criteria but selected from two 

different units on partially different additional criteria were included. At the first unit, all 

patients diagnosed with schizophrenia or related disorders and with at least one visit to the 

unit during the past one-year period were asked to participate. This procedure identified 119 

individuals. A dropout of altogether 45 individuals resulted in a participation rate of 62%. 

There were no differences between the dropouts and the participants regarding sex (p=0.545), 

age (p=0.457), or diagnostic subgroups of patients (p=.192). The second subsample was 

involved in a project that included comparisons between patients with competitive work or 

studies, patients with other forms of regular and structured daily activities, and patients with 

no regular and structured daily activity [16]. For that project, all patients at an outpatient 

clinic for people with persistent mental illness fitting the initial criteria were first grouped in 

three strata representing these forms of daily activities. Eligible subjects were then randomly 

selected from these strata. In all, 174 patients were asked to participate, 103 of which agreed, 

giving a participation rate of 60%. A dropout analysis showed that the participants were 

somewhat younger than those who declined participation (39/42 years, p=0.021) and 

contained fewer women (45/61%, p=0.04). There was no difference between participants and 
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dropouts as to diagnostic subgroups. For the present study those with a diagnosis of 

schizophrenia or some other type of psychosis, 60 patients, were selected. For both 

subsamples, the psychiatrists in charge also diagnosed the patients, in the first sample 

according to DSM-IV [17] and in the second according to ICD-10 [18]. That different 

diagnostic taxonomies were used depends on different clinical praxis in the two units. A 

research ethics committee approved both projects on which this study was based, and the 

principle of informed consent was used.  

Subjects 

The subjects of the sample as a whole had a mean age of 41.5 years (SD=8), ranging from 20 

to 55 years. There were 51 women (38%) and 83 men (62%). Most respondents were native 

Swedes (86%), lived alone (67%) and had no children (75%). The most common type of 

living accommodation was an apartment, and 82% lived independently, inasmuch as that they 

had an apartment of their own or, in a few cases, a house. Most of the subjects currently had a 

sick or disability pension. The predominant main diagnosis was schizophrenia (n=103, 77%). 

Common diagnostic subgroups were paranoid form (n=54), hebephrenic form (n=17), and 

undifferentiated form (n=15). Seventeen persons had a schizophrenia-related disorder, 

whereof ten had a schizoaffective disorder. Fourteen had some other form of psychosis, the 

most common one being acute and transient psychotic disorder (n=8). At the time of data 

collection all subjects were in regular contact with psychiatric services.  

Instruments 

The quality of life 

As a measure of quality of life the Manchester Short Assessment of Quality of Life 

(MANSA) [19] was used. It is a short version of the Lancashire Quality of Life Profile 

(LQLP) [20], which has been translated into Swedish and found to be psychometrically sound 
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[21]. Good agreement has been shown between the MANSA and the LQLP [19]. MANSA is 

administered as a structured interview and includes the individual’s subjective rating of their 

general life satisfaction as well as satisfaction concerning different quality of life domains: 

work, finances, social relations, leisure, living situation, safety, family relations, sexual 

relations, and health. The ratings are made on a seven-point scale and the mean ratings from 

the different domains form an overall quality of life score. MANSA also includes a number of 

questions regarding objective indices pertaining to the domains, such as type of 

accommodation, earnings, etc. A Cronbach’s alpha analysis based on the present sample 

resulted in a coefficient of 0.81, indicating good internal consistency.  

Objective life circumstances 

To reflect this area an interview-based questionnaire devised for this study was used, and in 

addition the objective questions regarding the life domains registered in the MANSA were 

used.  

Psychopathology  

Psychiatric symptoms were assessed by means of the Brief Psychiatric Rating Scale (BPRS) 

[22]. It consists of 18 items and allows for analysis into positive, negative, and depressive 

symptoms and general psychopathology. Good inter-observer and intra-observer reliability 

has been demonstrated, in this original 18-items version as well as in an extended version [23-

24]. The Cronbach’s alpha value for the present sample was 0.79. 

Global Assessment of Functioning (GAF) [17] was employed to estimate global 

psychosocial functioning. It forms a single rating on a 100-point scale, where 100 indicates 

not only absence of pathology but also positive mental health, and has acceptable reliability 

and validity [25-26]. 
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Self-variables 

The Sense of Coherence (SOC) scale [27], which indicates how well a person manages stress 

and stays healthy even in trying circumstances and traumatic experiences, was used in this 

study as a self-related aspect. The respondents rate questions reflecting the constructs 

comprehensibility, manageability, and meaningfulness on a 7-point scale with two anchoring 

responses (e.g., never and very often). The instrument has proven to be valid and reliable [28-

29]. A short version with 13 items, shown to have the same properties as the original 29-item 

scale [30], was used. A Cronbach’s alpha analysis based on the present sample resulted in a 

coefficient of 0.87. 

The self-esteem scale, originally developed by Rosenberg [31], was used to measure 

another self-aspect. It is based on 10 items, 5 that tap positive judgements towards the self and 

5 that are formulated as negative attitudes towards the self. Self-esteem is expressed as the 

difference between positive and negative self-attitudes. The scale has been shown to have 

acceptable internal consistency [20], and alpha values for the present study were 0.77 for the 

positive items and 0.70 for the negative. 

Perceived control was measured by means of two constructs—mastery and locus of 

control. Mastery [32] is defined as “the extent to which people see themselves as being in 

control of the forces that importantly affect their lives” (p. 340). The scale has been found 

empirically distinct and to have good internal consistency [33]. The Locus of Control (LOC) 

scale, constructed by Rotter [34], refers to whether an individual perceived reinforcements to 

be a function of his own actions (internal [I] control) or externally determined (external [E] 

control). The present study used a variant of the instrument developed for Sweden [35]. The 

LOC scale has a fair internal consistency and test-retest reliability [34]. The Cronbach alphas 

for the present sample were 0.81 for the Mastery scale and 0.69 for Locus of Control. 
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Daily activities 

Performance of and satisfaction with daily activities were assessed by means of an interview-

based questionnaire developed for a previous study by this research group [2]. It has good 

internal consistency and satisfactory predictive and discriminant validity [36]. The alpha 

coefficient for the present sample was 0.80. The instrument consists of seven items regarding 

the activity areas of work (four items: being employed, being in work the past month, 

participating in work rehabilitation, and participation in community-based activity centres), 

leisure activities (two items: organised activities and individually enjoyed leisure), and 

domestic tasks (one item). Each item consists of a two-part question. The first part queries 

whether or not the subject performs the targeted kind of activity at the moment. The response 

format is yes/no. The second asks the subject to rate his/her satisfaction on a seven-point 

scale, i.e., a person who performs domestic tasks rates his or her satisfaction with being 

involved in such activities, and a subject without involvement in domestic tasks rates that 

condition. Two activity indexes can be calculated from this scale – one that reflects the level 

of engagement in daily activities and is based on the first part of each question. A maximum 

of seven points can be obtained – one point for each activity that is presently performed. The 

second index concerns satisfaction with daily activities and is expressed as a mean of the 

satisfaction ratings. Since satisfaction with work and leisure activities are included in the 

quality of life instrument as well, only satisfaction with work rehabilitation, community-based 

activity centres, domestic tasks, and self-care were allowed to form the satisfaction with 

activity aspect in this study. Since the mere participation in activities is not reflected in the 

quality of life instrument used, all activity areas were included in the activity level aspect. 

Satisfaction with medical care 

The interview questionnaire tapping objective life circumstances also included questions on 

satisfaction with care. Two aspects were chosen for this study, namely satisfaction with 
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medication and satisfaction with contacts with the psychiatrist. They were set to form an 

index of satisfaction with medical care. Alpha for these two items was 0.60. 

Data analysis 

This study was based on Structural Equation Modelling (SEM), where the general idea is to 

create different hypothetical models based on competing theories within a specific field of 

research and investigate which one of them fits the data best. The first step encompassed a 

measurement model of self-rated quality of life. Thereafter, in a second step a number of path-

analyses were conducted to model the relations between the included variables. In all analyses 

we used direct measures of the constructs and refrained from using latent variables because of 

the rather low number of subjects. 

On the basis of findings from previous investigations of quality of life, as accounted for 

in the introductory part, six different areas of predictors were hypothesised to account for the 

variation in quality of life: Objective life conditions (further specified below), 

Psychopathology, Sense of self, Activity level, Satisfaction with daily activities, and 

Satisfaction with medical care. Psychopathology comprised the GAF scores and the BPRS 

subscales positive, negative, depressive, and general symptoms. Included in, Sense of self, 

were the variables mastery, locus of control, sense of coherence, and self-esteem. The 

objective life conditions were, independent living in one’s own flat or house, level of 

education, having friends, having children, being married, living with someone (spouse, 

parents, children or friend), sex and age. 

The software used for the structural equation modelling was LISREL 8.54 [37]. The 

STREAMS program [38] was used as an aid to simplify the process of defining the models 

and generating start values. The fit between the data and a model was estimated by χ2, by the 

fit index Root Mean Square Error of Approximation (RMSEA), and the Comparative Fit Index 

(CFI), and the Parsimony Normed Fit Index (PNFI). The RMSEA estimates the lack of fit in a 
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model compared to a perfect model; low values, below 0.05, indicate good fit. The CFI 

estimates fit, and a value above 0.95 indicates good fit. This measure is not as sensitive to 

sample size as other similar indices. The PNFI takes into account the parsimony of the mode 

and should be as high as possible. In some cases we compared models, and accordingly we 

use ∆χ2, i.e., the difference in χ2 between models. In Table 3 a number of other well-known 

indexes [37] are shown as well. All presented statistics were estimated with the maximum 

likelihood method. 

Results 

The first estimations concerned a measurement model and tested if the dependent variables, 

the different domains of subjective quality of life, consisted of one or more factors. Table 1 

displays loadings regarding two different estimations related to this question, and Table 2 

shows correlations among all the variables used in this study.  

TABLE 1 

TABLE 2 

A model with a single factor had a rather good fit (Model MeasQOL1 in Table 3), but 

the significant chi-square and some of the fit indexes suggested that a better fit was possible. 

The subscale finance had a conspicuously weak negative loading to this single factor (Table 

1). It was decided to create a new factor based on results from an exploratory factor analysis 

using principal components and varimax rotation. The exploratory factor analysis suggested 

that the quality of life measures used here could be summarised by two factors. The first 

factor, related to all subscales except economy, was labelled General quality of life. The 

second factor seemed to measure a contrast between satisfaction with finances and four other 

quality of life subscales, friends, safety, living situation, and family relations. With respect to 

this second factor, further on referred to as Security, satisfaction with finances had a negative 
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loading while the other four subscales had positive loadings. This two-factor model had a 

significantly better fit (Model MeasQOL2 in Tables 1 and 3; ∆χ2=24.95; ∆df=5; p<0.05) 

compared to the single factor model. All fit indexes except PNFI indicated better fit. Freeing 

covariation between the factors did not result in a better fit (∆χ2=0.69; ∆df=-1; p>0.05), 

suggesting the two factors to be more or less uncorrelated. The modification indexes of the 

two-factor model suggested the subscales physical health and psychological health to be 

correlated (∆χ2=12.13; ∆df = -1; p<0.05). Apart from this, it seems that a two-factor model 

was a viable alternative to a one-factor model in explaining the covariation between the 

quality of life subscales. 

Path models 

In the first set of path models there were seven summarised variables, two dependent, 

measuring the aspects of quality of life, and five independent measuring Sense of self, 

Pathology, Satisfaction with medical care, Satisfaction with daily activities, and Activity level. 

Among the variables measuring objective life conditions, three were included based on their 

significant correlations to the quality of life variables. These were, having a close friend or 

not (Friendship), Independent living in one’s own flat or house, and Educational level. Five 

variables were excluded since they did not correlate with quality of life, and these were, being 

married or not, having children or not, living with someone or not, subject sex, and age. The 

quality of life variables were created by weighing the subscales according to the coefficients 

obtained from the confirmatory factor analysis above. 

The first model (Model 1) had paths from all independent variables to all dependent 

variables. This model did not have a very good fit, χ2 (29, n=134)=237.39; p<0.001. The CFI 

was 0.70 and the RMSEA was 0.29. If the non-significant paths were deleted (Model 2), the 

RMSEA decreased to 0.23. There was considerable covariation between the independent 

variables, and if this covariation was included, the model (Model 3) became considerably 
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better with χ2 (9, n=134)=6.19, having a ∆χ2 of 237.24 with ∆df = 25, clearly a significant 

improvement. The CFI for this model was 1.0 and the RMSEA was 0.00. This was not a very 

parsimonious model indicated by the decrease in the adjusted indexes (e.g. PNFI fell from 

0.55 to 0.20). 

Model 3 was almost saturated, with only nine degrees of freedom, eight of them 

stemming from the excluded non-significant paths to quality of life. Figure 1 displays this 

model and all the significant path coefficients. The strongest direct effects on General quality 

of life were from Satisfaction with daily activities (0.33), Sense of self (0.44), Satisfaction with 

medical care (0.13), and Psychopathology (-0.22). With respect to the second quality of life 

factor, Security, the following coefficients were found: Satisfaction with daily activities 

(0.31), Satisfaction with medical care (0.12), Pathology (0.24), and Educational level (0.19). 

All other correlations were insignificant. 

The next step was a more interesting path model, where Sense of self, Psychopathology, 

Satisfaction with medical care, and Satisfaction with daily activities were defined as 

mediators. Paths smaller than 0.10 were deleted, resulting in Model 4 (Table3). Compared to 

Model 1 above, this model takes some of the covariation between the independent variables 

into account. There were significant coefficients to Sense of self from Educational level (0.13) 

and Activity level (0.34), to Pathology from Independent living (-0.35), Educational level (-

0.16) and Activity level (-0.28), to Satisfaction with medical treatment from Educational level 

(0.25) and Activity level (0.20), and to Satisfaction with daily activities from Activity level 

(0.34). The fit for this model was far from good, with χ2(28, n=134)=127.26; p>0.05. The CFI 

was 0.83 and the RMSEA was 0.17(Table 3). The covariation between the mediators was 

accounted for in Model 5, resulting in a better fit (∆χ2=-68.65; ∆df =-6; p<0.001).  

One focus of this study was the contribution of the subjects’ satisfaction with their 

medical treatment and with their daily activities. These two variables’ relation to quality of 
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life was tested separately. First, Satisfaction with daily activities was excluded and then 

reintroduced in Model 5, and the results showed that Satisfaction with daily activities 

contributed to quality of life (∆χ2=-101.78; ∆df = 2; p<0.001). Next, Satisfaction with medical 

care was tested in the same way. The analysis showed that Satisfaction with medical care 

significantly contributed to quality of life as well (∆χ2=-8.22; ∆df = 2; p<0.02).  

In the last step (Model 6) coefficients were set free for covariation between all the 

independent variables not defined as mediators (Activity level, Educational level, Independent 

living, and Friendship). In addition the covariation between the quality of life variables was 

freed, and together this increased the fit considerably χ2 (16, n=134)=9.09; p=0.045. CFI was 

0.99 for this model and RMSEA was 0.000. The last model (Model 6) is displayed in Figure 2. 

The coefficients between the mediators and the dependent variables for this model were 

almost exactly the same as for Model 3.  Regarding the other independent variables, Activity 

level was related to all the mediators, with the largest coefficient to Satisfaction with daily 

activities. Educational level was related to Satisfaction with medical care, Pathology, and the 

Sense of self, but had in addition a direct path to the second quality of life variable, Security. 

Moreover, Independent living was negatively related to Pathology and somewhat positively 

associated with Satisfaction with medical care. Friendship was not related to any of the 

mediators and did not significantly contribute to quality of life in this final model.  

Discussion 

This study aimed at estimating factors of importance to quality of life in a rather large group 

of subjects diagnosed with severe mental illness. It could confirm that a self-factor seems to 

be an important aspect of self-rated quality of life. It also confirmed that degree of 

psychopathology and certain objective life conditions, in this case independent living and 

level of education, can explain additional proportions of the variation in quality of life. 

Moreover, the study showed that some variables, not tested previously in multi-factorial 



 15

quality of life research, were significant contributors. These variables concern medical care 

and daily activities and will be discussed in some more detail. 

In line with previous research by Awad et al. [13], our study showed that a factor 

related to the psychotropic treatment of the patient, Satisfaction with medical care was of 

importance for the quality of life. Even though this study did not use exactly the same 

variables as the study by Awad and associates, both investigations tap the same area – the 

medical care. However, the present study goes beyond the scope of Awad’s study in that 

medical care was framed in a multi-factorial model. As a result, the contribution of medical 

care in the present study, although significant, was much less prominent than in the Awad 

study. The other mediators – Sense of self, Satisfaction with daily activities, and 

Psychopathology – all contributed more to the variation in self-rated quality of life. This 

accords with Ritsner and associates [39], who found that medication side-effects influenced 

subjective quality of life less than other clinical and psychosocial factors. A note of warning 

regarding the comparison of coefficient sizes is that variation in reliability could partly 

explain these differences. With respect to Satisfaction with medical care it is not possible to 

accurately estimate the reliability due to the low number of items in this scale (only two). 

Thus, Satisfaction with medical care was positively related with both quality of life factors, 

which is interesting from a clinical point of view, since this factor should be feasible to 

influence, e.g., by careful monitoring of the psychotropic medication and efforts to improve 

the therapeutic relationship between patients and staff. Similarly, activity aspects have shown 

to correlate highly with self-rated quality of life [2], but have not previously been analysed in 

a multi-factorial model. Satisfaction with daily activities was set as a mediator, together with 

other variables based on ratings, while Activity level was set among the objective life 

conditions, since it reflects an actual circumstance – the number of activity areas an individual 

is engaged in. The contribution of Satisfaction with daily activities to the quality of life factors 
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was less than in the previous study by Eklund et al., but was the second most important 

contributor to both of the quality of life factors in the present study, next to Sense of self. 

Educational level was the only unmediated variable with direct influence on a quality of 

life factor, namely Security. All other independent variables in the model were related to the 

mediators, but not to quality of life when the mediators were accounted for. Activity level 

showed to be related to all mediators, and contributed most among the unmediated variables 

to both Sense of self and Satisfaction with activities. Educational level contributed most to 

Satisfaction with medical care, but was not related to Satisfaction with activities. Independent 

living was closest associated with Psychopathology. Besides that, Independent living was only 

weakly associated with Satisfaction with medical care. Thus, among the exogenous variables, 

Activity level had the strongest relation to the mediators, emphasising that daily activities are 

of importance for satisfaction variables and therefore should be carefully addressed in mental 

health care. 

Quality of life tends to be a complex phenomenon. Just as in previous studies by our 

research group [11] and by Meijer and associates [40], the results from the present study 

indicated that quality of life was composed by two factors, General quality of life and 

Security. However, the two-factor solutions arrived at were somewhat different in our two 

studies. While one inner, personal aspect and one more materialistic, outer aspect were found 

in the study by Eklund et al. [10], the present study pointed to one general and one security-

oriented factor. Thus, there seems to be some general consistency in findings over different 

studies, but differences in particularities, a dilemma that constitutes a challenge for future 

theory-generating research into quality of life. 

General quality of life ought to be the most important one of the two quality of life 

factors, formed largely by Sense of self and Satisfaction with daily activities. Any change in 

these variables should affect general quality of life. The self is composed by a combination of 
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basic personality variables, the objective personal history, adaptation, and external situational 

influences [41]. Thus, although not so stable as personality variables, the self is not so easily 

accessible for intervention and change. Therefore, in order to improve quality of life in 

general, Satisfaction with daily activities seems to be an important parameter, in turn 

influenced by the actual engagement in activities.  

The trustworthiness of our final model (Figure 2) should be addressed. The variables 

based on ratings, either self-ratings or interviewer ratings were set as mediators, whereas 

variables pertaining to actual circumstances were assumed to be related to quality of life 

through the mediators. However, setting the suggested variables as mediators of quality of life 

was not suggested by the data itself, it was based on the argument that aspects of self, 

pathology, and satisfaction with different important areas in life precede and determine 

quality of life. Logically, the relationships from Sense of self and Pathology to quality of life 

should be in the direction suggested in our model. For the other mediators it could be the 

other way around, however, that the quality of life experienced determines the Satisfaction 

with daily activities and Satisfaction with medical care. That the causal relationship goes from 

the selected mediators and exogenous variables to quality of life is a theoretical assumption, 

but was supported by our final model. The theoretical rationale for this model based on 

mediators may be defended from another point of view as well. There is no research evidence 

for the assumption that a person would be satisfied with an area of life only based on 

objective life circumstances [10, 42-43]. It is how these life circumstances are appraised and 

valued that is decisive for the experienced quality of life. 

One of the obvious shortcomings in the present research is the lack of data on some 

important aspects of the respondents’ illness, such as psychotropic medication, its side-

effects, and duration of illness, which could have served as additional exogenous variables, 

influencing the mediators and quality of life. Similarly, personality, shown to be of 



 18

importance in quality of life research [3-4, 7], was not specifically addressed, since the 

covariation with a self-factor was substantial in a previous study [11]. For practical and 

economical reasons, it is very difficult to include all measures in one single model, and this is 

especially true for exogenous factors. 

A model based on latent variables was not presented in this study because of the small 

number of subjects in relation to the number of coefficients. However, we actually explored a 

model built on latent variables as well, and that model did not differ from our final model, 

except for that some the coefficients were higher. It is well known that the size of the 

coefficients are uncertain when there is lack of reliability in the measurements, something that 

could have been solved if a model with latent variables had been used.  

Our model suggests that some of the variables mediated other variables, and this has 

been argued for above. The intention was to create a model that makes the interrelations 

between variables more explicit. An obvious possibility, not utilised in the present study, 

would be the inclusion of moderators. Among others, Baron and Kenny [44] have defined the 

difference between mediators and moderators. The variables suggested as mediators in our 

study clearly acts as such; together they either function as total or partial mediators of the 

exogenous variables. There has been no attempt to include moderators, however. That would 

have made the model immense, especially if all possible interactions among the independent 

variables should be tested. 

A real methodological challenge for this kind of research is the fact that predictors of 

quality of life, both on the level of measurement and conceptually, are highly correlated and 

interrelated. This was indicated by the increase in fit when the correlations between 

independent variables were included in the models. It is tempting to create even simpler 

models where such covariations are subsumed under more global concepts than used here. It 

is important, however, that the concepts used in a model like this are clinically relevant, that 
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they are not estranged from reality. To achieve this it is sometimes necessary to include 

factors in the model that are interdependent. The choice of predictors must be evaluated in 

relation to how useful they are to people who work with mentally ill persons. The addition of 

the mediators Satisfaction with medical care and Satisfaction with daily activities to our 

previously presented model [11] could then be defended, arguing that they are clinically very 

important, warranting inclusion in our new model even if they partly measure concepts 

already included in the previous model. 

In general, people with schizophrenia tend to rate their quality of life higher than, e.g., 

people with mood disorders [45-46], and it is likely that the pattern of predictors might differ 

between diagnostic groups. This was recently indicated by Ritsner et al. [47]. Consequently, it 

is possible that some of the predictors in the present study, e.g. medication, might be of 

different significance for patients suffering from schizophrenia and other psychoses as 

compared to other forms of mental illness. Therefore, diagnosis is a variable that should be 

considered in this type of research. The validity of the diagnoses could be questioned in this 

study, since different diagnostic taxonomies were used for the two samples. Preferably, the 

DSM-IV system should be used for research purposes, but this was not feasible in one of the 

units. However, the ICD-10 is frequently used the whole world over to make clinical 

diagnoses on which treatment is based, and should be valid enough for the purpose of this 

study, which did not require any division into sub-diagnoses.  

The model resulting from this study must be regarded as specific for people with 

schizophrenia and related disorders, and it shows similarities with results from other studies 

on this group [8, 11-12, 48]. Since research has shown that the predictors of subjective quality 

of life tend to differ between patients with schizophrenia and, e.g., mood disorders [47], 

future research should develop predictor models for groups with other psychiatric diagnoses 

as well, such as mood and anxiety disorders.  
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Conclusion 

This study revealed that daily activity and medical care contributed to self-rated quality of life 

among severely mentally ill patients, besides previously well-known predictors such as a self-

variable and psychopathology. This adds to the theoretical understanding of self-rated quality 

of life and gives some implications for clinical practice, since both daily activity and medical 

care are aspects that should be feasible to influence in mental health care. Even if the not so 

easily manipulated self-factor was the most influential mediator, the results render a 

somewhat optimistic view on how to accomplish a better self-perceived quality of life in the 

target group. Also, the results suggest that different aspects of daily activities and medical 

care should be carefully addressed when assessing the quality of life in the target group.  
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Figure legends: 
 

Figure 1. Model 3 with coefficients – all independent variables free to co-vary. 

 

 

Figure 2. Model 6 with coefficients – Psychopathology, Satisfaction with medical care, 

Satisfaction with daily activities, and Sense of self mediate quality of life; co-variation free 

between mediators and predictors, respectively. 
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Table 1. Loadings related to the measurement models of the quality of life. 

 Measurement model 1 Measurement model 2 
Quality of life items QOLMeas 1 QOLMeas2:1 QOLMeas2:2 
Work 0.27 0.26  
Economy -0.14  -0.32 
Friends 0.45 0.34 0.26 
Leisure 0.61 0.36  
Accommodation 0.64 0.47 0.43 
Safety 0.58 0.38 0.59 
Physical health 0.67 0.74  
Psychological health 0.74 0.79  
Family relations 0.53 0.40 0.32 
 

Note: QOLMeas2:1 is later on denoted as General quality of life (Qol G) and QOLMeas2:2 as 

Security, the safety aspect of quality of life (Qol S). 

 

 

 



Table 2. Correlations among all variables 

 Sex 1 2 3 4 5 6 7 8 9 10 11 12
Age (1) -0.08             
Married (2) 0.11 -0.03            
Living (3) -0.07 -0.01 -0.42           
Friends (4) 0.13 -0.16 0.11 -0.08          
Living (5) 0.05 -0.16 0.09 0.21 0.26         
Education (6) 0.03 -0.09 0.15 -0.06 0.20 0.31        
Sat med (7) 0.02 0.08 0.08 -0.07 0.19 0.25 0.34       
Act level (8) 0.03 -0.05 0.01 -0.05 0.26 0.30 0.31 0.31      
Self (9) -0.04 0.06 -0.11 -0.04 0.15 0.12 0.22 0.41 0.32     
Sat act (10) 0.03 0.16 0.13 0.00 0.19 0.18 0.15 0.37 0.38 0.27    
Ps pathl (11) -0.19 0.11 0.00 0.02 -0.26 -0.47 -0.35 -0.32 -0.43 -0.55 -0.32   
Qol G (12) 0.14 0.10 0.07 -0.10 0.27 0.21 0.23 0.50 0.45 0.70 0.56 -0.61  
Qol S 0.12 0.07 0.03 0.02 0.21 0.27 0.36 0.38 0.29 0.28 0.46 -0.45 0.43
 

Note. Living= Independent living; Friend= Friendship; Self= Sense of self; Sat med= Satisfaction with medical care; Sat act= Satisfaction with daily 

activities; Ps path= Psychopathology; Education= Educational level; Act level= Activity level; Qol G= General quality of life; Qol S= the quality of 

life aspect labelled Security. 

 

 
 





Table 3.  Statistics for the measurement and path models. 

 Chi-square df p RMSEA GFI AGFI CFI NFI PNFI MAIC ECVI
MeasQOL1 54.23 27 0.001 0.089 0.92 0.86 0.93 0.87 0.66 109.32 0.82
MeasQOL2 30 23 0.150 0.043 0.95 0.91 0.98 0.93 0.60 90.61 0.68
Model1 237.39 29 0.001 0.29 0.65 0.34 0.70 0.68 0.44 425.65 3.20
Model2 243.43 34 0.001 0.23 0.65 0.48 0.71 0.67 0.55 413.91 3.11
Model3 6.19 9 0.001 0.00 0.99 0.94 1.00 0.99 0.20 118.06 0.83
Model4 127.26 28 0.001 0.17 0.83 0.66 0.86 0.83 0.52 212.17 1.60
Model5 58.61 22 0.001 0.13 0.91 0.53 0.95 0.92 0.45 150.78 1.16
Model6 9.09 16 0.001 0.00 0.99 0.95 1.0 0.99 0.35 106.96 0.78
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Note. Living= Independent living; Friend= Friendship; Self= Sense of self; Sat med= 

Satisfaction with medical care; Sat act= Satisfaction with daily activities; Ps path= 

Psychopathology; Education= Educational level; Act level= Activity level; Qol G= General 

quality of life; Qol S= the quality of life aspect labelled Security. 
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