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Introduction

For years, the major concern of scientific medical advances has been an
improvement in the physical aspects of life, for example, the amelioration of
specific symptoms and signs of disease (Basu, 2004). Quantity of life, that is,
keeping people alive as long as possible, was the primary aim in the medical
sciences. In that context, mortality and morbidity were the only outcome measures
and the primary focus of research (Bergner, 1989). After World War 11, the question
rose whether these classical medical endpoints provided a sufficient basis for
treatment. Furthermore, the idea developed that progress in society was not only
determined by material welfare, but also by a general sense of individual well-being
and happiness (Van Nieuwenhuizen, 1998). With the definition of health as
suggested by the World Health Organization (WHO) in 1947 (i.e., physical, mental
and social well-being) in mind and based on a humanistic view of patients as
individuals, concepts such as life-satisfaction and well-being gradually became

important.
As a result of this development, quality of life (QOL) has become an important

concept in medical research and treatment practice in general since the past few
decades. Different reasons are given for this evolution. First, newly invented
medical techniques, though useful, often are, at the same time, (very) expensive. In
times where financial resources are scarce and health care professionals are made
financially accountable for their decisions, outcome measures such as QOL can be
of use in making choices in treatment policies. Second, evaluation of new drugs

and treatments not only requires insight into outcome measures such as reduction

of symptoms and occurrence of possible side-effects, but also into the impact they
have on the QOL of patients involved. Third, although developments in terms of

diagnostics and treatments have produced a decline in mortality and morbidity
rates accompanied by a prolongation of life, they have, nonetheless, often failed to
achieve a restitutio ad integrum. This means that patients have to live, and come
to terms, with long lasting disabilities and handicaps. A consequence of this is that
the use of the concept of QOL is growing, since classical medical endpoints, such

as morbidity and mortality, not fully represent the potential outcomes of medical
interventions (Gladis et a/., 1999; Power et a/., 1999; Van Nieuwenhuizen, 1998).

The reasons mentioned above for the increasing interest in QOL can also be
applied to the field of psychiatry. In addition to this, the fundamental change in
Western mental health care systems from institutionalized care to community care
should be mentioned. This development led to an increase in the interest in the
effects of mental disorders on aspects of everyday life, QOL being one of the main
outcome measures (Katschnig & Krautgartner, 2002).

Over the past three decades, there has been an ongoing scientific debate with
regard to QOL on two important topics, namely in which way to conceptualize and

define QOL and how to assess QOL.
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Chaple, 1

Conceptualization and definition of QOL

QOL has been notorious difficult to conceptualize. However, numerous attempts
have been made in this regard. For example, QOL has been construed as the
emotional response to circumstances, the impact of illness on social, emotional,
occupational and family domains, personal well-being, the match between
expectations and reality, or the ability of a person to meet his or her needs (Hunt,
1997). Several definitions of QOL are available. Lehman (1996, p. 144) for
example, defined QOL as '...patients' perspectives on what they have, how they are
doing, and how they feel about their life circumstances. At a minimum, QOL covers
persons' sense of well-being; often it also includes how they are doing (functional
status), and what they have (access to resources and opportunities)'. According to
Bullinger et a/. (1993, p. 452), the term QOL '...includes a potentially large variety
of conditions which may affect an individual's perceptions, feelings and behavior
related to daily functioning (e.g., neighbourhood, family) including but not limited to
health status and medical interventions'. De Haes (1988, p. 7) stated that 'QOL is
the subjective judgement of the good and satisfying nature of life as a whole'.
Schipper et aL (1990, p. 12) mentioned that 'QOL represents the functional effect
of an illness and its consequent therapy on a patient'.

A recent attempt to formulate a comprehensively derived conceptualization of
QOL is the definition of the WHO (Orley et a/.,1998). In 1994, the WHO Quality of
Life Group (WHOQOL Group) formulated QOL as 'an individual's perception of
his/her position in life within the context of the culture and value systems in which
he/she lives and in relation to his/her goals, expectations, standards, and
concerns. It is a broad ranging concept incorporating, in a complex way, the
person's physical health, psychological state, level of independence, social
relationships, personal beliefs and relationship to salient features of the
environment' (WHOQOL Group, 1994, p. 43). In the present thesis, QOL has been
operationalized following this definition of QOL by the WHO. After deciding which
definition of QOL should be basically used in this thesis, the next question was how
to assess QOL.

Assessment of QOL

The assessment of QOL has, over the past three decades, been the subject of an
ongoing and vehement scientific debate. This debate has resulted in four
principles. First, QOL should be measured in a comprehensive way, covering a
broad range of domains and facets (Breslin, 1991; Jenkins et al., 1990). The
reason for this is that QOL is a broad concept, covering a diversity of aspects of
human life, which all should be attended to when assessing QOL. The second
principle concerns the importance of subjective measurement by self-report
questionnaires (Breslin, 1991; Laman & Lankhorst, 1994). This means that
persons ought to be asked to fill in a questionnaire by themselves and that the
items that are presented gather information about the personal evaluation of
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functioning and not about functioning itself. A third principle reflects the conviction
that the re/ative importance of various facets of QOL is a crucial issue for the
accuracy of the overall assessment of QOL (Hays et al., 1993; Laman & Lankhorst,

1994). The importance of various abilities or disabilities, circumstances or
relationships will vary across individuals. Personalized weighting of facets based on
self-rated importance scores can account for this importance and, in a clinical

setting, enable targeting of priority areas for treatment (Laman & Lankhorst, 1994).
Although research on this subject is scarce, the importance of this principle is not
clearly supported by such research (e.g., May & Warren, 2001), making it difficult

to weigh its value. Finally, the instruments for the assessment of QOL need to be
culturally-sensitive, and should contain questions that address culturally-relevant
issues and culturally-relevant language (Bullinger et al., 1993; Deyo, 1984;
Sartorius & Kuyken, 1994). The reason for this is that some QOL items can be

appropriate in a specific culture but can at the same time be totally irrelevant in
another culture and vice versa. The direct translation of an instrument for use in
another cultural setting may be open to serious error because cultural

idiosyncrasies and language idiom may not be taken into account (Kuyken et a/.,
1994; Sartorius & Kuyken, 1994).

From the 1980s onwards, a wide variety of instruments has been developed
for the assessment of QOL, predominantly for patients with somatic diseases but
also for patients with psychiatric disorders (Katschnig & Krautgartner, 2002; Van
Nieuwenhuizen, 1998). Although these instruments often are labelled as 'quality of
life' measures, strictly speaking, many assess health status (HS). However, HS and

QOL are different concepts. HS refers to functioning itself (e.g., with items like 'Can

you walk 500 metres?'). In contrast, QOL focuses on the personal evaluation of
functioning (e.g., 'Are you satisfied with your mobility?'). HS and QOL are both
multidimensional concepts that contain at least the physical, psychological, and
social domains. HS is restricted to domains that are directly related to health. QOL
is a broader concept and refers to all aspects of daily functioning (e.g., Curtis &
Patrick, 2003).

QOL can be assessed at a generic, disease-specific or domain-specific level. In

broad terms, the differences between the three levels derive from the degree of
specificity each instrument contains (Van Nieuwenhuizen, 1998). Generic
instruments purport to be broadly applicable across types and severities of
disease, across different medical treatments or health interventions, and across

demographic and cultural subgroups (Patrick & Deyo, 1989). This type can also be
completed by healthy persons. A major strength of generic scales is their in-built
potential to detect the relative effects of disease and treatment on the way

patients function. A disadvantage of a generic scale, however, is that problems
specific to certain patient groups could be missed (Van Nieuwenhuizen, 1998). In
addition, using generic instruments on a large scale has not been practical

because of their length (De Vries, 1996). Finally, such a broad approach to

13



Chapter 1

measuring QOL may reduce the responsiveness of an instrument to measure
effects of health care (Fletcher et a/., 1992). Disease-specific measures assess the
special states and concerns of specific diagnostic groups (De Vries, 2001).
Advantages of disease-specific measures are that they reduce patient burden and
increase acceptability by including only relevant dimensions, which may increase
responsiveness (Fletcher et a/., 1992). Also, they are sensitive for the detection
and quantification of small changes that are important to clinicians or patients
(Patrick & Deyo, 1989). However, disadvantages of disease-specific measures are
that they cannot rule out the possibility that other important outcome and
modifying variables are overlooked (Van Nieuwenhuizen, 1998), and the lack of
comparability of results with those from other disease groups (De Vries, 1996).
Domain-specific measures only assess one QOL domain such as psychological
health. These instruments are used when the investigator is only interested in a
particular aspect of QOL (De Vries, 2001).

Today, many instruments for the assessment of QOL are available and the
number of relevant studies has increased enormously (Bullinger-Naber & Naber,
2001; De Vries et a/., 1999; Williams, 2000). These instruments are usually
questionnaires, but also include interviews, mainly ascertaining self-reporting by
the patient, but also ratings by other people (e.g. family, nursing staff) (Bullinger-
Naber & Naber, 2001). As distinct from instruments that measure subjectively
experienced QOL, several 'objective' QOL measures are available, which, strictly
speaking, only assess health-related indicators of QOL (e.g., health status, health
care use) (Covinsky et al., 1999; De Vries, 1996; Smith et aL, 1999). On the basis

of the definition of QOL by the WHO (WHOQOL Group, 1994), such 'objective'
measures should not be used (Suurmeijer et a/., 2001). After all, the patient is the
person who must define his or her own QOL, because only he or she knows how he
or she feels, how a disorder affects his or her vigor, self-confidence, ability to
socialize, obtain work, and function at home and on the job. And although the
patient's reports surely may be biased, the doctor's may be too (Devinsky &
Cramer, 1993). In addition, results of studies comparing patients' and proxies'
ratings of QOL in schizophrenic patients have demonstrated that proxies generally
underestimated patients' physical and psychological QOL (e.g., Becchi et a/., 2004).

Development of the WHO Quality of Life assessment instrument (WHOQOL)

In 1991, the WHO started a project entitled 'The assessment of QOL in health           I
care'. The aim was to develop an internationally applicable, cross-culturally
comparable, generic, and multidimensional instrument for the assessment of QOL.
In the course of developing the questionnaire, representatives of different cultures
were asked to identify the essential aspects of QOL (Sartorius, 1995). The resulting
discussion brought forth a matrix of relevant QOL aspects that - by relating back to
the corresponding individual culture - could then be filled with content on location
by means of focus groups, i.e., the individual cultures were asked to formulate

14
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different items for the assessment of these aspects. Fifteen nations, including the
Netherlands (Tilburg University being the Dutch participating centre) (De Vries &
Van Heck, 1995; De Vries, 1996), participated in the study, and the resulting item
pool of over 3000 questions was translated into English and tested by an expert
group for redundancy. At the same time, the aspects of QOL were weighted
independently of the different countries. The resulting matrix of over 300
questions, which referred to both subjective perception and the current condition

concerning certain aspects of QOL, was tested psychometrically using structural

analysis techniques (WHOQOL Group, 1998a). This testing led to the conclusion
that culture-independent essential aspects exist in psychological, physical, social,

spiritual, functional and economic areas (Bullinger-Naber & Naber, 2001). The
WHOQOL project has resulted in the development of the WHOQOL-100 (De Vries,

1996; De Vries & Van Heck, 1997; WHOQOL Group, 1994) and, more recently, the
WHOQOL-Bref (De Vries & Van Heck, 1996; WHOQOL Group, 1998b). The WHOQOL-
100 consists of 100 items assessing 24 facets of QOL within initially six domains

(physical health, psychological health, level of independence, social relationships,
environment, and spirituality / religion / personal beliefs) and a general evaluative
facet called 'Overall quality of life and general health'. Thus, each facet is
represented by four items. The response scale is a 5-point Likert scale (De Vries,

2001). Worldwide, the WHOQOL-100 has undergone testing on its psychometric
aspects, which are qualified as good (De Vries & Van Heck, 1997; WHOQOL Group,
1998a). Generally, the WHOQOL-100 is considered a promising instrument for the
assessment of subjective QOL (Power et al., 1999). Until now, research with the
WHOQOL has mainly focused on patients with somatic disorders (e.g., De Vries et
al.,2000; De Vries et al., 2004. Skevington et aL, 2001). The past few years, some
studies were performed regarding the psychometric properties of the WHOQOL in

psychiatric patients. For instance, Orsel et al. (2004) investigated the reliability and
clinical sensitivity of the WHOQOL-100 in patients with schizophrenia and
concluded that the scale is reliable and could be used fruitfully as an outcome
measure in clinical studies. However, studies concerning the psychometric
properties of the WHOQOL in psychiatric patients are still scarce, study samples
mostly consist of patients with specific psychiatric disorders, and the psychometric
properties that are investigated are sometimes rather incomplete. Therefore, the
aim of the first part of this thesis is to thoroughly investigate the psychometric
properties of the WHOQOL-100 and the WHOQOL-Bref in a general population of
Dutch psychiatric outpatients.

QOL In psychiatry

The body of knowledge on the relationship between QOL and its determining
factors in psychiatric patients is growing. Amongst these factors are external

resources (in the present thesis assessed with demographical characteristics)
which comprise those aspects of the individual's environment that influence the
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Cnapter 1

demands and affordances of the stream of situations people encounter in everyday
life. Furthermore, variables representing the different axes of the classification
system of the Diagnostic and Statistical Manual of mental disorders, 4th edition,
(DSM-IV, American Psychiatric Association, 1994) seem to play a role in explaining
QOL variance.

In people with psychiatric disorders, the relationship between demographic
characteristics and QOL has been studied frequently. Mercier et a/. (1998) studied
the effects of age and gender on the subjective QOL (QOL was assessed with the
Satisfaction of Life Domains Scale) of 165 people with severe and persistent
mental illness and found that age was systematically related to satisfaction level.
Older participants were more satisfied than the younger ones. Lam and Rosenheck
(2000) performed a longitudinal study with 4331 homeless mentally ill patients.
They found that, compared to baseline measurements, improvement of QOL (QOL
was assessed with the Lehman Quality of Life Interview) was associated with
decreased psychiatric symptoms, but also with increased social support, income,
employment, and service use. Lang et al. (2002) performed a study in which one of
the aims was to find predictors of overall life satisfaction. Prior to their study, they
searched literature regarding their research questions and found that marital
status, employment, superior economic status, high age, few medication side
effects, and low psychopathology were positively correlated with QOL amongst the
mentally ill. It can be concluded that knowledge about the relationship between
demographical variables and QOL is available. The relationships between
demographic variables and QOL that are found, are generally weak (Chan et a/.,
2003; Mercier, 1994). Some limitations of the available studies concerning the
relationship between demographics and QOL exist. Firstly, QOL was not always
assessed according to the current recommendations (see above). Secondly, the
assessment of QOL in psychiatric patients is often hampered by a substantial
overlap in content between symptoms and QOL measures (Katschnig &
Angermeyer, 1997). Thirdly, the majority of the study samples had quite specific
characteristics (e.g., Bobes & Gonz lez, 1997 ; Gamma & Angst, 2002 ; 2001;
Schneier, 1997). As a result, clinical implications of the results remained unclear,
due to low generalizability. Therefore, in the second part of the present thesis, the
relationships between a broad spectrum of demographic characteristics and QOL
are thoroughly investigated, while overcoming these limitations. Also in the second
part of the present thesis, relationships between variables representing the
different axes of the DSM-IV classification system and QOL are investigated.

The commonness of the DSM-IV classification system in psychiatry has
resulted in a diversity of studies examining the relationship between factors
representing the different axes according to DSM-IV and QOL.

Studies among depressives (Simon, 2003), persons with an anxiety disorder
(Schneier, 1997), and schizophrenics (Bobes & Gonzdlez, 1997) have
demonstrated that the presence of psychopathology, as classified on Axis-1 of DSM-

16



IV, is negatively related to QOL. Studies with the WHOQOL-100 among patients with
psychiatric disorders are scarce. The few existing studies mainly focus on
depression. For instance, Angermeyer et al. (2002) investigated the self-reported
QOL of patients with a depressive disorder after their discharge from hospital. Self-
reported QOL was lower on all domains of the WHOQOL-100 compared with
patients with depression in remission and the published norms for the general
population. Bonicatto et aL (2001) used the WHOQOL-100 in ambulatory
depressed patients, who met the DSM-IV criteria for current major depression. Self-
reported QOL was found to be significantly lower on all domains of the WHOQOL-
100 compared with healthy persons and individuals with chronic somatic
pathologies. Skevington and Wright (2001) examined changes in self-reported QOL
in patients with moderate depression who received antidepressant medication. It
was concluded that self-reported QOL increased significantly during the eight
weeks following the start of the antidepressant medication. Following the above
mentioned study results, it can be concluded that studies concerning the
relationships between psychopathology and QOL are available. However, the study
samples used often consist of selected populations of patients with specific
psychiatric disorders. Moreover, QOL was often not assessed according to current
recommendations (see above).

Several studies have been conducted into the relationship between QOL or
QOL-related concepts and dimensions of personality and/or personality disorders,
as classified on Axis-11 of DSM-IV. Some dimensional personality traits have proven
to be related to happiness and well-being. In studies by Costa and McCrea (1980)
and McCrea and Costa (1991), it was found that extraversion and neuroticism
predicted the amounts of positive and negative emotions in people's lives and
hence contributed substantially to subjective well-being. Other correlational studies
have replicated these findings (e.g., Rusting & Larsen, 1998). In the few existing
studies (Eklund et al., 2004; Fassino et a/., 2004; Hansson et at., 2001; Ritsner et
a/., 2003) in which the relationship between personality features based on
Cloninger's seven-factor model (Cloninger, 1987) and QOL or QOL-related concepts
has been investigated, Novelty Seeking, Reward Dependence, Self-Directedness,
and Cooperativeness were positively associated with QOL. Negative correlations
were obtained between Harm Avoidance and QOL. Data on the relationship
between the dimensions of personality and QOL-related concepts predominantly
emerged from research using samples of healthy persons (students), or
participants with specific psychiatric disorders, such as schizophrenia. This makes
the interpretation of these data for clinical use in general populations of psychiatric
patients rather difficult. Moreover, QOL has been assessed mainly in terms of
happiness and well-being, and not in a comprehensive (Breslin, 1991; Jenkins et
al., 1990), culturally-sensitive (Bullinger et a/., 1993; Kuyken et al., 1994; Sartorius
& Kuyken, 1994), and subjective way (Laman & Lankhorst, 1994), paying attention
to the relative importance of the various facets of QOL (Hays et a/., 1993). In
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Chapter 1

addition, research concerning the relationship between personality disorders and
QOL is scarce.

Stress is coded on a separate axis in DSM-IV: Axis-IV (DSM-IV; American
Psychiatric Association, 1994). It is the subjective feeling produced by events that
are uncontrollable or threatening. Persons with a lot of minor stress in their lives
suffer more than expected from psychological and physical symptoms (Larsen &
Buss, 2005). However, to the best of our knowledge, the relationship between
stress and QOL in psychiatric outpatients has not been investigated explicitly.

During the past few decades, a large number of instruments has been
developed to measure (changes in) social functioning, not only for the purpose of
treatment evaluation, but also for use in scientific research (De Jong, 1999).
Furthermore, the growing interest in social functioning has led to the introduction
of a separate axis in the third edition of the Diagnostic and Statistical Manual of
Mental Disorders: Axis-V (DSM-111; American Psychiatric Association, 1980). Earlier
studies have revealed that psychiatric disorders are associated with (often
significant) decrements in social functioning and QOL (e.g., Angermeyer et al.,
2002; De Jong, 1984, 1991; Kuehner, 2002; Simon, 2003). Furthermore, social
functioning, as measured with health status instruments, has a moderate
relationship with the domain social relationships of QOL (Breek et al., 2005).
However, again to the best of our knowledge, the relationship between social
functioning and QOL in psychiatric patients has not been investigated explicitly.

In spite of the available results of studies as mentioned above, understanding
the complex relationship between psychopathology and QOL still remains difficult.
A reason for this is that in many studies, QOL has not been assessed according to
current recommendations that were mentioned in the paragraph 'assessment of
QOL' (p.12-13). Furthermore, the assessment of both QOL and psychiatric
disorders is often hampered by an overlap in content between symptoms and QOL
measures (Katschnig & Angermeyer, 1997). Finally, with regard to the field of
psychiatry, numerous studies on QOL mainly concentrated on exclusively selected
study populations, such as schizophrenics or depressives (e.g., Ades et aL, 2002;
Black, 1999; Bobes & Gonzdlez, 1997; Schneier, 1997; Simon, 2003), hampering
the applicability of the results in daily practice.

It can be expected that patients with (severe) psychiatric disorders use health
care facilities in an intense way during a long period of their life. In the present
time, the costs for (newly developed) psychiatric treatments (e.g. drugs,
psychotherapies, specialized clinical care) are high, while at the same time the
financial means are limited. In determining cost-effectiveness of psychiatric
treatment policies and in utility studies, an outcome measure such as QOL can be
of great value, the more so as, apart from alleviation of symptoms, improvement of
QOL is an important goal of treatment. For QOL to be useful as an outcome
measure. the relationship between mental disorders and QOL should be
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determined in a profound way, while avoiding the limitations of earlier research
mentioned above.

The aim of the second part of this thesis is to analyse the relationships
between a diversity of variables and QOL. Firstly, the role of various demographic
characteristics in determining QOL is investigated. Secondly, variables that
represent all axes of DSM-IV (with the exception of Axis-111, somatic disorders) are
considered as factors that potentially influence QOL. Therefore, relationships
between psychiatric diseases (Axis-1), personality disorders (Axis-11), stress (Axis-IV),
and social functioning (Axis-V), on the one hand, and QOL, on the other hand are
investigated. Finally, an attempt is made to integrate various types of predictors of
QOL in a single model.

Outline of this thesis

In the first part of the thesis, the psychometric properties of the WHOQOL-100 and
the WHOQOL-Bref are investigated in a general population of Dutch psychiatric
outpatients. The results are presented in the chapters 2 and 3, respectively. In the
second part of the thesis, the relationships between several predictors of QOL and
QOL are investigated. Firstly, in the chapters 4 and 5 the relationships between a
broad spectrum of demographic characteristics and QOL, as assessed with
respectively the WHOQOL-100 and the WHOQOL-Bref, are discussed. Secondly, the
roles of various factors concerning psychopathological and related issues as
classified on the different axes of DSM-IV (with the exception of Axis-111, somatic
disorders) in predicting QOL are explored. The chapters 6 and 7 are concerned with
the relationship between psychopathology (Axis-1 and/or Axis-11 diagnoses according
to DSM-IV classification) and QOL, again respectively assessed with the WHOQOL-
100 and the WHOQOL-Bref. In chapter 8 the relationship between mood-related
disorders and QOL is investigated. Chapter 9 covers the relationship between
dimensional models for personality and QOL. The relationship between Axis-IV of
DSM-IV, operationalized by stress measures, and QOL is described in chapter 10.
In chapter 11 the relationship between QOL and Axis-V (social functioning) of DSM-
IV is investigated. Finally, in chapter 12, several predictors of QOL in psychiatric
outpatients are investigated at the same time, in which the selection of variables
was based on the psychological stress model developed by Taylor and Aspinwall
(1996). This model provides a general framework suitable for studying factors that
influence psychosocial outcome. Included in these factors are demographics,
personality factors, stressors, appraisal of stressors, social support, and coping.
Chapter 13 summarizes the most relevant findings of both parts of the thesis and
discusses the limitations and practical and theoretical implications that follow from
them.
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Abstract

Research concerning the psychometric properties of the World Health Organization (WHO)
Quality of Life Assessment Instrument (WHOQOL-100) in general populations of psychiatric
outpatients has not been performed systematically. The aims of the present study were to
examine the content validity, construct validity, and reliability of the WHOQOL-100 in a
general population of Dutch adult psychiatric outpatients. 533 psychiatric outpatients
entered the study (438 randomly selected, 85 internally referred). Participants completed
self-administered questionnaires for measuring quality of life (WHOQOL-100),
psychopathological symptoms (SCL-90), and perceived social support (PSSS). In addition,
they underwent two semi-structured interviews in order to obtain Axis-1 and Axis-11 diagnoses,
according to DSM-IV. The drop-out percentage was low (7.1%). Of the 24 facets of the
WHOQOL-100, 22 had a good distribution of scores, leaving out the facets Physical
Environment and Transport. Exploratory factor analysis revealed a four-factor structure,
which was similar to earlier findings in patients with specific somatic diseases and
depressive disorders. Various - a priori expected - positive and negative correlations were
found between facets and domains of the WHOQOL-100, and dimensions of the SCL-90 and
the PSSS-score. indicating good construct validity of the WHOQOL-100. The internal
consistencies of all facets and the four domains of the WHOQOL-100 were good (Cronbach's
alpha's ranging from 0.62 to 0.93 and 0.64 to 0.84, respectively). Sparse and relatively low
correlations were found between demographic characteristics (age and sex) and WHOQOL-
100 scores. Content validity, construct validity, and reliability of the WHOQOL-100 in a
population of adult Dutch psychiatric outpatients are good. The WHOQOL-100 appears to be
a suitable instrument for measuring quality of life in adult psychiatric outpatients.
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Introduction

Effects of psychiatric disorders on aspects of everyday life have become a field of
growing interest in psychiatric research, with quality of life (QOL) being one of the
main topics (Katschnig & Krautgartner, 2002). Another reason for the introduction
of the QOL concept was that the predominance of classical medical endpoints,
such as mortality and morbidity, was criticized for failing to represent adequately
the potential outcomes of medical interventions (Power et at., 1999).

From the 1980s onwards, many instruments have been developed for the
assessment of functioning in daily life. Although these instruments often are
labelled as general 'quality of life' measures, strictly speaking, they assess health-
related quality of life (HRQOL) or health status. In HRQOL research, the aim is to
assess functioning itself te.g., with items like 'Can you walk 500 metres?'). In

contrast, QOL research focuses on the personal evaluation of functioning (e.g., 'Are
you satisfied with your mobility?'). The initial development of generic HRQOL
instruments was followed by the development of disease-specific assessment
instruments. Today, many instruments are available and the number of relevant
studies has increased enormously (De Vries et al., 1999; Williams, 2000). HRQOL
assessment instruments have been designed predominantly for patients with
somatic diseases and, to a lesser extent, for patients with psychiatric disorders
(Katschnig & Krautgartner, 2002; Van Nieuwenhuizen, 1998).

Over the past two decades, there has been a vehement debate regarding the
assessment of (HR)QOL. This discussion has resulted in four principles. First,
(HR)QOL should be measured in a comprehensive way, covering a broad range of
domains and facets (Breslin, 1991; Jenkins et al., 1990). The second principle
concerns the importance of subjective measurement by self-report questionnaires
(Breslin, 1991; Laman & Lankhorst, 1994). A third fundamental principle reflects
the conviction that the re/ative importance of various facets of (HR)QOL is a crucial
issue for the accuracy of the overall assessment of (HR)QOL (Hays et al., 1993;
Laman & Lankhorst, 1994). Finally, the instruments for the assessment of (HR)QOL
need to be culturally-sensitive, and should contain questions that address

culturally-relevant issues and culturally-relevant language (Bullinger et al., 1993;
Kuyken et al., 1994; Sartorius & Kuyken, 1994).

The WHOQOL project

In 1991, the World Health Organization (WHO) started a project entitled 'The
assessment of QOL in health care'. The aim was to develop an internationally
applicable, cross-culturally comparable, generic, and multidimensional instrument
for the assessment of QOL. The instrument was developed simultaneously in 15

centers around the world, including the Netherlands (Tilburg University being the
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Dutch participating center) (De Vries, 1996; De Vries & Van Heck, 1995). The
questionnaire was labelled the World Health Organization Quality of Life
assessment instrument (WHOQOL). In this project, QOL was defined as 'the
individual's perception of his/her position in life within the context of the culture
and value systems in which he/she lives and in relation to his/her goals,
expectations, standards, and concerns. It is a broad ranging concept incorporating,
in a complex way, the person's physical health, psychological state, level of
independence, social relationships, personal beliefs and relationship to salient
features of the environment' (De Vries, 1996; De Vries & Van Heck, 1995;
WHOQOL Group, 1994). While many existing (HR)QOL measures only address some
of the four principles mentioned above, the WHOQOL instrument meets a// of them.
The WHOQOL project has resulted in the development of the WHOQOL-100 (De
Vries, 1996; De Vries & Van Heck, 1997; WHOQOL Group, 1998a) and, more
recently, the WHOQOL-Bref (WHOQOL Group, 1998b).

Worldwide, the WHOQOL-100 has undergone testing on its psychometric
aspects, which are qualified as good (WHOQOL Group, 1998a). Generally, the
WHOQOL-100 is considered a promising instrument for the assessment of QOL
(Bonomi et a/., 2000; De Vries, 1996; Power et al., 1999; Skevington et al., 1999;
Williams, 2000).

Up till now, research with the WHOQOL-100 has mainly focused on patients
with somatic disorders (e.g., De Vries et al, 1999; De Vries et a/., 2000; Skevington
et al., 2001). Studies with the WHOQOL-100 among patients with psychiatric
disorders are scarce. In the few existing studies, which almost all focused on
depression, the psychometric qualities of the WHOQOL-100 were qualified as good
to excellent (Angermeyer et al., 2002; Bonicatto et aL, 2001; Skevington & Wright,
2001).

Research concerning the psychometric properties of the WHOQOL-100 in
general populations of psychiatric outpatients has not been performed
systematically. Therefore, the aim of the present study was to examine the content
validity, construct validity, and reliability of the WHOQOL100 in a general
population of adult psychiatric outpatients. Negative correlations were expected
between somatic complaints and the WHOQOL-100 Domain Physical Health and its
facets, in particular facet Energy and Fatigue, as well as between sleeping
problems and the WHOQOL-100 facet Sleep and Rest. In addition, we also
expected significant associations between negative emotions and the WHOQOL-
100 domain Psychological Health and its facets. Finally, the WHOQOL-100 domain
Social Relationships and its facets were predicted to have positive correlations with
perceived social support.
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Method

Participants

This study was conducted at GGZ Midden-Brabant, the community mental health
center in Tilburg, the Netherlands, after approval by the Medical Ethical Committee
of the Southern Netherlands. Participants were outpatients of Dutch ethnic origin,
referred to the center in the period from March 1, 2001 till March 1, 2002.
Included were people aging 21-50 years. This age criterion was set to match the
criteria of the employed questionnaires. Potential participants could enter the study
in two ways. They (i) could enter the study through a random selection procedure
(i.e., every third referral was directly selected for psychiatric evaluation) or (ii)
through internal referral by colleagues (i.e., psychologists asking for psychiatric
consultation). After complete description of the study to the participants, written
informed consent was obtained. Exclusion criteria were inability to undergo the
various verbal and written parts of the investigation protocol (interviews and
questionnaires) due to severe mental illness, illiteracy, dyslexia, mental retardation,
problems with sight or hearing, and cerebral damage.

During the one year period, 3892 people (male: 40.4%; female: 59.6%) were
referred to the outpatient clinic of the center. About half of them (n=1559) were
potential participants (male: 42.2%; female: 57.8%). The total group that entered
the study contained 533 participants (male: 46.2%; female: 53.8%); 438
participants (82.2%) entered the study through random selection (male: 42.7%;
female: 57.3%), and 95 through internal referral (male: 62.1%; female: 37.9%).
From the 438 randomly selected participants, 20 were unable to undergo the
research protocol (i.e., they were not able to fill in the questionnaires and/or not
able to undergo the interviews), due to severe psychotic disorder (n=7), major
depressive episode (n=9), dyslexia (n=2), mental retardation (n=2). Eight
participants refused to participate (four diagnosed with antisocial personality
disorder; four with substance related disorder). From the 95 internally referred
participants, six were unable to undergo the research protocol, due to severe

psychotic disorder (n=1), substance related disorder (n=2), mental retardation
(n=1), and severe visual handicap (n=2). Four refused to participate (all diagnosed
with antisocial personality disorder). Thus, from the total group of 533 participants,
495 fully completed the test booklet (92.9%; 410 through random selection and
85 by internal referral).

Measures

Participants were asked to complete self-administered questionnaires for
measuring QOL, perceived social support, and psychopathological symptoms. In
addition, they underwent two semi-structured interviews (held in two separate
sessions) for obtaining Axis-1 and Ax is-11 diagnoses, according to DSM-IV. These
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diagnoses were collected to provide insight into the composition of the group of
participants regarding their psychopathology.

Quality of life

Quality of life was measured using the WHOQOL-100 (WHOQOL Group, 1994;
WHOQOL Group, 1998a), Dutch version (De Vries & Van Heck, 1995). The
WHOQOL-100 is a generic measure designed for use in a wide spectrum of
psychological and physical disorders. It is a multidimensional measure for
subjective assessment of QOL. During the development, focus groups of patients,
health professionals, and well people proposed items that were selected and
attached to a 5-point Likert scale. The 100 items are organised in 24 facets,
subsumed within six domains (WHOQOL Group, 1998a) and one facet measuring
overall QOL and general health. High scores indicate good QOL, except for the
facets Pain and Discomfort, Negative Feelings, and Dependence on Medication or
Treatments, which are negatively framed. The time frame of reference is the
previous two weeks. Regarding somatic diseases, the WHOQOL-100 has good to
excellent validity and reliability (Skevington et a/., 2001).

Symptoms

Actual perceived symptoms were measured with the Symptoms Check List-90 (SCL-
90; Derogatis et a/., 1973), Dutch version (Arrindell & Ettema, 1986). The 90-item
SCL is a multidimensional self-report inventory. The questions of the SCL-90 cover
a major part of complaints that can be reported by psychiatric outpatients, with a 5-
point rating scale ranging from 1, not at all, to 5, very much. The questions are
grouped into dimensions, of which the following eight were used in this study: (1)
Anxiety, (2) Phobic anxiety, (3) Depression, (4) Somatization, (5) Insufficiency of
thinking and acting, (6) Paranoid ideation and Interpersonal sensitivity, (7) Hostility,
and (8) Sleep Difficulty. Reliability and validity of the Dutch version of the SCL-90
are qualified as good (Evers et al., 2000)

Social support

The total score of the 12-item version of the Perceived Social Support Scale (PSSS)
(Blumenthal et al, 1987; De Vries, 1998) was used to assess general perception
of social support. The rating scale varied from 1, vety strongly disagree,  to  7,  very
strong/y agree. The PSSS has good reliability and validity (Blumenthal et aL, 1987).

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et al., 1990).
The SCAN is a comprehensive semi-structured diagnostic interview, developed
under auspices of the WHO, aimed at the assessment and classification of
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psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing et aL, 1990; Wing et
al., 1998). The interviews were administered by two psychiatrists (EDM, FJT)
trained and certified at the WHO center in Groningen, the Netherlands. Most of the
studies about the psychometric properties of the SCAN have only examined earlier
versions or parts of the current version (Andrews et al., 1995; Nelson et a/., 1999).
Rijnders et a/. (2000) tested the psychometric properties of the integral SCAN 2.1.
Overall reliability was qualified as moderate to substantial and, with rega rd to the
test-retest situation, as fair to moderate. In the standardized situation using
videotaped interviews by experts, sensitivity as well as specificity proved to be
substantial to almost perfect.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Ax is-11

Personality Disorders (SCID-11; Spitzer et a/., 1990), 2.0 (First et a/., 1997), Dutch
version (Weertman et al., 2000), was used. The SCID-11,2.0 is a semi-structured
interview with 140 items, organized by diagnosis, covering the ten personality
disorders included in DSM-IV Axis-11 and the two personality disorders listed in the
DSM-IV Appendix (i.e., diagnoses requiring further study). The instrument provides
categorical diagnoses and dimensional scores for each disorder. With regard to the
psychometric properties, Maffei et al. (1997) investigated the interrater reliability
and internal consistency. Interrater reliability was good for categorical diagnoses as
well as dimensional diagnoses. Internal consistency for the dimensional scales
proved to be satisfactory.

Demographic variables

Patients were asked to report age and sex. These variables were included because
they seem to be important for the operationalization of QOL (Eckermann, 2000).

Statistical analyses

First, skewness (criteria: >-0.50 or <0.50) and kurtosis (criterium: negative sign) of
the WHOQOL-100 items were calculated. Exploratory factor analysis was performed
for examining content validity, using a combination of the scree test (Cattell, 1966)
and interpretability. In order to provide information on construct validity, Pearson
correlations were calculated between the WHOQOL-100, on the one hand, and the
SCL-90 and the PSSS, on the other hand. A p-value below 0.01 was considered
significant, due to the large sample size. As measure of internal consistency,
Cronbach's alpha's were calculated. To determine the relationship between
WHOQOL-100 and sex, Student t-tests were used. The relationship between
WHOQOL-100 and age was examined using Pearson correlations. The data were
processed by means of the Statistical Package for the Social Sciences (SPSS,
version 10.0 for Windows).
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Chapter 2

Results

Participants

Of the 495 participants, 44.2% were male and 55.8% female. The mean age of the
male participants was 34.6 years (SD=8.6; range 21-50 years). The mean age of
the female participants was 32.6 years (SD=8.5; range 21-50 years). The following
Axis-1 diagnoses according to DSM-IV, as obtained with the SCAN 2.1, were
recorded: psychotic disorders (n=8), mood disorders (n=165), anxiety disorders
(n=95), substance related disorders (n=36), other disorders (n=78). Axis-11

diagnoses according to DSM-IV (Personality Disorder: PD), as obtained with the
SCID-11, were recorded: Paranoid PD (n=5), Schizoid PD (n=11), Schizotypal PD
(n=3), Antisocial PD (n=27), Borderline PD (n=71), Histrionic PD (n=8), Narcissistic
PD (n=22), Avoidant PD (n=49), Dependent PD (n=26), Obsessive-Compulsive PD
(n=24), PD Not Otherwise Specified (n=70). These numbers are the totals of all
diagnoses recorded. Although present, the phenomenon of comorbidity (i.e., the
classification of more than one diagnosis on Axis-1 and / or Axis-11), is not discussed
here. Also, the so called V-codes, according to DSM-IV, representing mainly
psychosocial problems (e.g., Partner Relational Problem, Parent-Child Relational
Problem, etc.), are not mentioned.

Content validity

Skewness and kurtosis

For each WHOQOL-100 item, the skewness and kurtosis were calculated. Four
items were excluded because of values deviating too much from prevailing
skewness and / or kurtosis criteria: Item 33 (i.e., healthiness of the environment;
skewness -0.20; kurtosis 0.75; facet Physical Environment), Item 34 (i.e., worries
about noise in the environment; skewness 1.10; kurtosis 0.69; facet Physical
Environment), Item 35 (i.e., problems with transport; skewness 1.11; kurtosis 0.54;
facet Transport), and Item 36 (i.e., impairments in life through difficulties with
transport; skewness 1.14; kurtosis 0.36; facet Transport). As a result, the facets
Physical Environment and Transport, were excluded from the other analyses.
Further psychometric analyses were performed with the remaining 23 facets
(including Overall QOL and General Health, i.e., the general evaluative facet).

Exploratory factor analysis

A principal components analysis (PCA) with varimax rotation was carried out on 22
facets, excluding the general evaluative facet. The scree plot (Cattell, 1966)
indicated four factors: Physical Health (1), Psychological Health (11), Social
Relationships (111), and Environment (IV). However, also three-, and five-factor
solutions were scrutinized. These analyses revealed that the four-factor solution
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most closely resembled earlier findings with the WHOQOL-100 by the WHOQOL
Group (1998), and Power et al. (1999). The PCA results are presented in Table 2.1.

Table 2.1 Factor loadingsl 2  from the rotated factor structure (Principal Component Analysis  with

Varimax Rotation).

WHOQOL-100 facets Component
3                4                4               IV4

Pain and Discomfort 0.72
Activities of Daily Living 0.72
Energy and Fatigue 0.70
Working Capacity 0.68 0.39
Dependence on Medication and Treatments -0.68
Negative Feelings3 -0.61 -0.45
Mobility 0.59

Sleep and Rest 0.52
Spirituality/ Religion / Personal Beliefs 0.77
Self Esteem 0.75
Positive Feelings 0.67 0.39

Thinking, Learning, Memory, and Concentration 0.36 0.52
Participation in, and Opportunities for Recreation, 0.49 0.40 0.37
Body Image and Appearance 0.41
Social Support 0.72
Personal Relationships 0.71
Sexual Activity 0.70
Financial Resources 0.73
Home Environment 0.69
Opportunities for Acquiring New Information and Skills 0.65
Health and Social Care, Availability and Quality 0.57

Physical Safety and Security 0.36 0.44

1 On|y factor loadings > +/- 0.35 are presented.
2 Factor loadings of facets belonging to each of the four domains are in bold.
3 Facet Negative Feelings is assigned to component 11 rather than to component I and Facet

Participation in, and Opportunities for Recreation is assigned to component IV rather than to

component 11. For explanation: see section Discussion (four factor structure of WHOQOL).
4 1=Physical Health, 11=Psychological Health, 111=Social Relationships, IV=Environment.
5   Order of facets is determined by assignment to component, and factor loadings.

Confirmatory factor analysis

Because the exploratory factor analysis indicated that the four-domain structure
also appeared in the current psychiatric sample, a confirmatory factor analysis
(CFA) was performed. In line with the exploratory factor analysis, CFA at facet level
indeed supported the four-domain solution. With the exception of the two facets,
Physical Environment and Transport, which were left out of the instrument, the
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current CFA-outcome revealed the same structure as reported by the WHOQOL
Group regarding the WHOQOL-100 (WHOQOL Group, 1998). This solution is
presented in Figure 2.1. This figure shows that the four factors load onto a second
order factor, representing global QOL. Compared with the corresponding analysis
on the original field trial data set of the WHOQOL-100 (WHOQOL Group, 1998),
similar fit indices were found in case of the present psychiatric population. When
Six pairs of error variances were allowed to covary (i.e., pain and negative affect,
leisure and positive affect, thinking and self-esteem, safety and home environment,
finances and home environment, and finally accessibility and quality of health care
versus information), a satisfactory comparative fit was obtained: CFI=0.90.
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Figure 2.1 Four-domain confirmatory factor analysis model.
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Construct validity

The SCL-90 and the PSSS scores were correlated with the 23 facets and the four
domains of the WHOQOL-100. The results are presented in Table 2.2.

Table 2.2 Construct validity (n = 495).

WHOQOL-100 facets SCL-90 PSSS

Anx Ago Dep Som In Sens Hos Sleep

Overall QOL and General Health -0.41 -0.30 -0.56 -0.40 -0.46 -0.43 -0.28 -0.40 0.39

Physical Health -0.53 -0.44 -0.58 -0.64 -0.59 -0.46 -0.35 -0.59 0.22
Pain and Discomfort2 0.41 0.30 0.41 0.44 0.35 0.34 0.23 0.28 -0.14
Energy and Fatigue -0.41 -0.27 -0.49 -0.53 -0.50 -0.37 -0.21 -0.38 0.19
Sleep and Rest -0.36 -0.31 -0.39 -0.41 -0.40 -0.35 -0.31 -0.77 0.21
Mobility -0.24 -0.28 -0.24 -0.41 -0.30 -0.21 -0.19 -0.27
Activities of Daily Living -0.45 -0.36 -0.50 -0.52 -0.55 -0.40 -0.27 -0.40 0.21
Medication24 0.42 0.37 0.43 0.44 0.36 0.31 0.23 0.35
Working Capacity -0.40 -0.30 -0.48 -0.47 -0.51 -0.34 -0.29 -0.42 0.17

Psychological Health -0.45 -0.32 -0.63 -0.41 -0.56 -0.53 -0.35 -0.41 0.30
Positive Feelings -0.37 -0.27 -0.57 -0.27 -0.42 -0.44 -0.30 -0.30 0.39
Cognitive Functions4 -0.35 -0.23 -0.44 -0.39 -0.62 -0.41 -0.28 -0.32 0.18
Self Esteem -0.39 -0.28 -0.55 -0.34 -0.48 -0.47 -0.31 -0.36 0.22
Body Image and Appearance -0.19 -0.18 -0.29 -0.21 -0.23 -0.33 -0.17 -0.21
Negative Feelings2 0.56 0.38 0.67 0.47 0.55 0.47 0.33 0.43 -0.30
Spirituality/ Religion / Personal Beliefs -0.23 -0.16 -0.16 -0.13 -0.15  0.14

Socia/ Re/ationships -0.25 -0.22 -0.41 -0.21 -0.33 -.041 -0.21 -0.22 0.68
Personal Relationships -0.28 -0.22 -0.46 -0.20 -0.37 -0.44 -0.23 -0.24 0.57
Social Support -0.22 -0.19 -0.32 -0.19 -0.27 -0.38 -0.23 -0.15 0.76
Sexual Activity -0.13 -0.22 -0.13 -0.17 -0.20 -0.07 -0.14 0.33

Environment -0.38 -0.30 -0.47 -0.36 -0.43 -.043 -0.36 -0.35 0.35
Physical Safety and Security -0.41 -0.36 -0.33 -0.30 -0.31 -0.34 -0.22 -0.30
Home Environment -0.19 -0.13 -0.27 -0.14 -0.23 -0.24 -0.21 -0.16 0.23
Financial Resources -0.13 -0.12 -0.23 -0.20 -0.20 -0.23 -0.26 -0.19 0.17
Health and Social Care4 -0.23 -0.14 -0.28 -0.26 -0.26 -0.25 -0.22 -0.18 0.27
New Information and Skills4 -0.26 -0.19 -0.32 -0.28 -0.32 -0.32 -0.25 -0.21 0.25
Recreation4 -0.37 -0.31 -0.51 -0.31 -0.44 -0.39 -0.30 -0.38 0.42

Anx=Anxiety; Ago=Phobic Anxiety; Dep=Depression; Som=Somatization; In=Insufficiency of thinking and
acting; Sens=Paranoid Ideation and Interpersonal Sensitivity; Hos=Hostility; Sleep=Sleep Difficulty.
1 All correlations are significant at the 0.01 level (2-tailed); non-significant correlations are not

reported.
2  FaCetS Pain and Discomfort, Negative Feelings, and Dependence on Medication or Treatments are

negatively framed. They were recoded when calculating domain scores.
3   Domains are presented in Italics. Strong correlations, discussed in the section Results, are in Bold.
4  Cognitive functions=Thinking, Learning, Memory and Concentration; Health and Social Care=Health

and Social Care. Availability and Quality; New Information and Skills=Opportunities for Acquiring New
Information and Skills; Recreation=Participation in and Opportunities for Recreation.

Medication=Dependence on Medication and Treatments.
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As can be seen in Table 2.2, almost all facets and domains of the WHOQOL-
100 were significantly correlated with almost all SCL-90 dimensions and the PSSS
score. In accordance with our expectations, the SCL-90 subscales correlated higher
with WHOQOL-100 domains Physical Health (average correlation=-0.52) and
Psychological Health (average correlation=-0.46) than with the domains Social
Relationships (average correlation=-0.28) and Environment (average correlation
=-0.39). In general, our expectations concerning the QOL facets were also
confirmed. The facets of the domain Physical Health had the strongest associations
with the SCL-90 dimension Somatization, whereas the domain Psychological Health
and its facets correlated highest with the SCL-90 dimension Depression. Finally,
the domain Social Relationships and its facets had the strongest correlations with
the PSSS score.

Reliability

The results regardingthe internal consistency of the WHOQOL-100 are presented in
Table 2.3. With regard to the domains, Cronbach's alpha's ranged from 0.67
(Social Relationships) to 0.84 (Physical Health). At the facet level, the internal
consistency ranged from 0.62 for the Personal Relationships to 0.93 for the Sleep
and Rest and the Working Capacity.

Demographics

Age

Significant correlations (p<0.01) between age and WHOQOL-100 scores were
sparse and relatively low (r 's ranging from 0.12 to 0.22). At the facet level, age
had a positive correlation with the facet Body Image and Appearance. Negative
correlations were found with the facets Dependence on Medication or Treatments,
Personal Relationships, Social Support, and Sexual Activity as well as the domain
Social Relationships. Regarding the negative correlations found between the
domain Social Relationships with both age and perceived social support, one could
expect age also to be negatively correlated with the PSSS score. This indeed was
the case (r=-0.26; p<0.01).

Sex

With regard to QOL, male participants had significantly higher scores on the facets
Energy and Fatigue (F=7.16, df=432.01, p<0.001) and Body Image and
Appearance (F=1.92, df=493, p<0.001). Female participants had significantly
higher scores on the facets Positive Feelings (F=O.30, df=493, p=0.02), Personal
Relationships (F=0.08, df=470.61, p=0.04), and the domain Social Relationships
(F=0.11, df=471.01, p=0.04).
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Table 2.3 Internal consistency of the WHOQOL-100.

WHOQOL-100 domains and facets Cronbach's alphal
Overall Quality of Life and General Health 0.80

Physical Health 0.80 0.84*
Pain and Discomfort 0.74
Energy and Fatigue 0.89
Sleep and Rest 0.93
Mobility 0.89
Activities of Daily Living 0.87
Dependence on Medication or Treatments 0.86
Working Capacity 0.93

Psychological Health 0.81 0.79*
Positive Feelings 0.84
Thinking, Learning, Memory and Concentration 0.74
Self Esteem 0.82
Body Image and Appearance 0.92
Negative Feelings 0.82
Spirituality, Religion, and Personal Beliefs 0.84

Social Relationships 0.85 0.67*
Personal Relationships 0.62
Social Support 0.78
Sexual Activity 0.89

Environment 0.87 0.75*
Physical Safety and Security 0.76
Home Environment 0.84
Financial Resources 0.90
Health and Social Care, Availability and Quality 0.75
Opportunities for Acquiring New Information and Skills 0.76
Participation in and Opportunities for Recreation 0.77

1 Cronbach's alpha's were calculated at item level, except for the values marked with *, which were
calculated at facet level.

Discussion

The aim of the present study was to examine the psychometric properties of the
WHOQOL-100 in a general population of adult psychiatric outpatients.

With regard to content validity, the facets Physical Environment and Transport
were excluded on the basis of frequency distribution problems. The vast majority of
the outpatients was very satisfied with their physical environment and were not, or
only slightly, impaired in their lives through difficulties with (their possibilities of)
transport. Looking at the region the participants live in, i.e., the city of Tilburg and
its surroundings, it can be said that the local environmental circumstances and
infrastructural organization of the region are, generally spoken, good. The relative
unilateral answering pattern on the questions concerning these subjects seems to
be in accordance with these circumstances.
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Exploratory factor analysis revealed the existence of a four-factor structure.
The existence of a four-factor structure of the WHOQOL-100 was found earlier
(Power et al., 1999; WHOQOL Group, 1998a). Only two facets deviated from these
earlier findings, obtained in non-psychiatric samples: Negative Feelings, and
Participation in and Opportunities for Recreation. These differences can be
explained by the use of a confirmatory factor analysis in these earlier studies. The
two facets mentioned, had substantial cross-loadings with the factors they
originally belonged to. Because of these high cross-loadings and the good internal
consistency of the four factors, it was decided to use the same four-factor structure
as described by the WHOQOL Group (1998a), and Power et a/. (1999). The finding
that a four-factor structure is not only present in a general population but also in a
population of psychiatric outpatients demonstrates that the WHOQOL-100 truly is a
generic instrument. On the basis of these results, it can be concluded that the
content validity of the WHOQOL-100 is good.

We expected that QOL would decrease in relation to (i) an increase of (a broad
spectrum of) psychiatric symptoms, especially those caused by depression, (ii) an
increase of (a broad spectrum of) somatic complaints, and (iii) a decrease of
perceived social support. The associations that were found between the WHOQOL-
100, the SCL-90 and the PSSS, confirm these hypotheses. Regarding the SCL-90
dimension Depression, high correlations were indeed found with a number of
specific WHOQOL-100 facets, i.e., Positive Feelings, Self-Esteem, and Negative
Feelings. These findings are in accordance with earlier research outcomes
(Angermeyer et a/., 2002; Bonicatto et a/., 2001; Skevington & Wright, 2001).
Other correlations also support the presence of good construct validity. Amongst
these are the high negative correlations between SCL-90 dimension Somatization,
and the WHOQOL-100 facets Pain and Discomfort, Energy and Fatigue, and
Mobility. Furthermore, we found the expected links between SCL-90 dimension
Sleep Difficulty and the WHOQOL-100 facet Sleep and Rest. The PSSS-score had

high and positive correlations with the WHOQOL facets Personal Relationships and
Social Support. All these findings provided empirical support for the construct
validity of the WHOQOL-100, which, on this basis, is qualified as good.

Regarding associations between age (21-50) and QOL, the following picture
emerged. The older one gets, the more satisfied one is with its body image and
appearance and the more one feels dependent on medication or treatments. In
addition, higher age co-incided with less satisfaction with ones social relationships.
With regard to sex and QOL, male participants had more energy and were more
positive about their physical appearance. Female participants scored higher on the
scales for Positive Feelings and Social Relationships. These findings support the
face validity of the WHOQOL-100.
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Conclusion

The results of the present study showed that the WHOQOL-100 has good reliability,
content validity and construct validity, and therefore is a suitable instrument for
measuring QOL in a population of adult psychiatric outpatients. Because the
WHOQOL-100 is regarded to be a cross-culturally sensitive instrument, we expect
that the results of the present study can be generalized to populations of adult

psychiatric outpatients worldwide.
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Abstract

In this study. the psychometric properties of a quality of life scale. the World Health
Organization Quality of Life assessment instrument, abbreviated version (WHOQOL-Bref),
were examined in a population of 533 Dutch adult psychiatric outpatients. Participants
underwent two semi-structured interviews in order to obtain Axis-1 and Axis-ll diagnoses,
according to DSM-IV. Besides the WHOQOL-Bref they also completed questionnaires for
measuring psychopathological symptoms (SCL-90) and perceived social support (PSSS).
Scores on 25 of the 26 questions of the WHOQOL-Bref had a good distribution. Similar to
previous findings, exploratory factor analysis revealed a four-factor structure. A priori
expected associations were found between the domains of the WHOQOL-Bref, on the one
hand, and dimensions of the SCL-90 and the PSSS-score, on the other hand, indicating good
construct validity. The internal consistency of the four domains of the WHOQOL-Bref ranged
from  0.66  to -0.80. Domain scores  of the WHOQOL-Bref correlated around  0.92  with  the
WHOQOL-100 domain scores. Relatively low correlations were found between demographic
characteristics (age and sex) and WHOQOL-Bref domain scores. It is concluded that the
content validity, construct validity, and the reliability of the WHOQOL-Bref in a population of
adult Dutch psychiatric outpatients are good. The WHOQOL-Bref, therefore, is an adequate
measure for assessing quality of life at the domain level in a population of adult psychiatric
outpatients.
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Introduction

Quality of Life (QOL) has become an important topic in (psychiatric) medicine,
because (i) the accuracy of morbidity and mortality as classical outcome measures
of medical interventions has been critisized (Power et a/., 1999), and (ii) effects of
psychiatric disorders on aspects of everyday life have become a field of growing
interest in (psychiatric) research (Katschnig & Krautgartner, 2002). From the
19805 onwards, many instruments have been developed for the assessment of
functioning in daily life. Although these instruments often are labelled as general
'quality of life' measures, strictly speaking, they assess health-related quality of life
(HRQOL) or health status. In HRQOL research, the aim is to assess functioning itself
(e.g., with questions like 'Can you work during eight hours?'). In contrast, QOL
research focuses on the persona/ evaluation of functioning (e.g., 'Are you satisfied
with your working capacity?'). The initial development of generic HRQOL
instruments was followed by the development of disease-specific assessment
instruments. Today, many instruments are available (De Vries et al., 1999;
Williams, 2000). HRQOL assessment instruments have been designed
predominantly for patients with somatic diseases and, to a lesser extent, patients
with psychiatric disorders (Katschnig & Krautgartner, 2002; Van Nieuwenhuizen,
1998).

Over the past two decades, there has been an ongoing debate regarding the
assessment of (HR)QOL. This discussion has resulted in consensus about four
principles. First, (HR)QOL should be measured in a comprehensive way, covering a
broad range of domains and facets (Breslin, 1991; Jenkins et a/., 1990). The
second principle concerns the importance of subjective measurement by self-
report questionnaires (Breslin, 1991; Laman & Lankhorst, 1994). A third
fundamental principle reflects the conviction that the re/ative importance of
various facets of (HR)QOL is a crucial issue for the accuracy of the overall
assessment of (HR)QOL (Hays et a/., 1993; Laman & Lankhorst, 1994). Finally, the
instruments for the assessment of (HR)QOL need to be culturally-sensitive and
should contain questions that address culturally-relevant issues and culturally-
relevant language (Bullinger et a/., 1993; Kuyken et a/., 1994, Sartorius & Kuyken,
1994).

While many existing (HR)QOL measures only address some of the four
principles mentioned above, the World Health Organization Quality of Life
assessment instrument (WHOQOL) meets all of them. The WHOQOL is an
internationally applicable, cross-culturally comparable, generic, and multi-
dimensional instrument for the assessment of QOL, defined as 'the individual's
perception of his/her position in life within the context of the culture and value
systems in which he/she lives and in relation to his/her goals, expectations,
standards, and concerns. It is a broad ranging concept incorporating, in a complex
way, the person's physical health, psychological state, level of independence,
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social relationships, personal beliefs and relationship to salient features of the
environment' (De Vries, 1996; De Vries & Van Heck, 1995; WHOQOL Group, 1994).
The first results of the WHOQOL project have been the development of the
WHOQOL-100 (De Vries, 1996; De Vries & Van Heck, 1997; WHOQOL Group,
1998a) and, more recently, the construction of the WHOQOL-Bref (WHOQOL Group,
1998b). The WHOQ0L100 allows a comprehensive assessment of QOL, but is
sometimes in a practical sense too cumbersome, for example, in large
epidemiological studies. Therefore, the WHOQOL-Bref was developed to enable a
brief, but accurate, assessment of QOL in routine clinical work, large scale
epidemiological studies, and clinical trials (WHOQOL Group, 1998b).

The few existing studies with the WHOQOL-100 among patients with
psychiatric disorders almost all focus on depression. For instance, Angermeyer et
al. (2002) investigated the QOL of patients with a depressive disorder using the
WHOQOL-100 one, four, and seven months after their discharge from hospital.
They found that, compared to patients with persisting depression, the QOL of
patients with depression in remission was better. However, the QOL of the latter
group still remained slightly worse compared with a random sample of the general
population, even seven months after discharge. Bonicatto et a/. (2001) used the
WHOQOL-100 for the assessment of QOL in a sample of ambulatory depressed
patients, who met DSM-IV criteria for current major depression. QOL was found to
be significantly poorer compared with healthy persons and individuals with chronic
somatic pathologies (i.e., lumbalgia due to benign processes, hypertension treated
on an outpatient basis, and breast cancer in remission). Skevington and Wright
(2001) examined changes in QOL in patients with moderate depression who
received antidepressant medication. It was concluded that QOL increased

significantly in the eight weeks after the start of the antidepressant medication.
The WHOQOL-100 showed to be valid and sensitive to changes in this clinical
condition. Its psychometric aspects were qualified as good to excellent (Skevington
& Wright, 2001).

Concerning the psychometric properties of the WHOQOL-Bref, studies have
shown good internal consistency, excellent discriminant validity (Nelson & Lotfy,
1999) and good sensitivity (0'Carroll et al., 2000). Until now, research with the
WHOQOL-Bref focused mainly on healthy subjects and patients with somatic
disorders (e.g., Fang et al., 2002; Golimbet & Trubnikov, 2001; Mooney et al.,
2002; 0'Carroll et al., 2000). Studies with the WHOQOL-Bref among patients with
psychiatric disorders are scarce. In the three existing studies, which are all focused
on psychosis, the psychometric qualities of the WHOQOL-Bref were not specifically
investigated (Chan et a/., 2003; Herrman et al., 2002; Kilian et a/., 2002).

Research concerning the psychometric properties of the WHOQOL-Bref in
general populations of psychiatric outpatients has not been performed

systematically. Therefore, the aim of the present study was to examine the content
validity, construct validity, and reliability of the WHOQOL-Bref in such a population.
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Negative correlations were expected between (i) the WHOQOL-Bref domain Physical
Health and somatic complaints, and (ii) the WHOQOL-Bref domain Psychological
Health and negative emotions. Finally, the WHOQOL-Bref domain Social
Relationships was predicted to have a positive correlation with perceived social
support.

Method

Participants

The present study, which constitutes a main part of a larger QOL study, was
conducted at GGZ Midden-Brabant, the community mental health center in Tilburg,
the Netherlands, after approval by the Medical Ethical Committee of the Southern
Netherlands. Participants were outpatients of Dutch ethnic origin, referred to the
center in the period from March 1, 2001 till March 1, 2002. Included were people
aging 21-50 years. This age criterion was set to match the criteria of the employed
questionnaires. Potential participants could enter the study in two ways. They (i)
could enter the study through a random selection procedure (i.e., every third
referral was directly selected for psychiatric evaluation) or (ii) through internal
referral by colleagues (i.e., psychologists asking for psychiatric consultation).
Internal referrals were considered in order to enlarge the sample size. After
complete description of the study to the participants, written informed consent was
obtained. Exclusion criteria were inability to undergo the various verbal and written
parts of the investigation protocol (interviews and questionnaires) due to severe
mental illness, illiteracy, dyslexia, mental retardation, problems with sight or
hearing, and cerebral damage.

Measures

Participants were asked to complete self-administered questionnaires for
measuring QOL, psychopathological symptoms, and perceived social support. In
addition, they underwent two semi-structured interviews (held in two separate
sessions) for obtaining Axis-1 and Axis-11 diagnoses, according to DSM-IV. This
thorough diagnostic assessment of the participants, also necessary for other parts
of the larger QOL study, was performed in order to provide insight into the
composition of the participants regarding their psychopathology.

Quality of life

The WHOQOL-Bref was derived from data collected using the WHOQOL-100, Dutch
version (De Vries & Van Heck, 1995). The WHOQOL-Bref is an abbreviated version
of the WHOQOL-100. The WHOQOL-Bref comprises one question from each of the
24 facets in the WHOQOL-100 that belong to one of the domains (Physical Health,
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Psychological Health, Social Relationships, and Environment), and two questions
from the overall quality of life and general health facet (WHOQOL Group, 1998b).
The questions have a 5-point Likert scale. In a previous study, domain scores were
found to correlate highly with the WHOQOL-100 domain scores (WHOQOL Group,

1998b).

Symptoms

Actual perceived symptoms were measured with the Symptoms Check List-90 (SCL-
90; Derogatis et a/., 1973), Dutch version (Arrindell & Ettema, 1986). The 90-item
SCL is a multidimensional self-report inventory. The questions of the SCL-90 cover
a major part of complaints that can be reported by psychiatric outpatients, with a 5-
point rating scale ranging from 1, not at all, to 5, very much. The questions are
grouped into dimensions, of which the following eight were used in this study: (1)
Anxiety, (2) Phobic anxiety, (3) Depression, (4) Somatization, (5) Insufficiency of
thinking and acting, (6) Paranoid ideation and Interpersonal sensitivity, (7) Hostility,
and (8) Sleep Difficulty. Reliability and validity of the Dutch version of the SCL-90
are qualified as good (Evers et a/., 2000).

Social support

The total score of the 12-item version of the Perceived Social Support Scale (PSSS)
(Blumenthal et a/., 1987; De Vries, 1998) was used to assess general perception
of social support. The rating scale varied from 1, very strongly disagree, to 7, very
strongly agree. The PSSS has good reliability and validity (Blumenthal et a/., 1987).

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN), version 2.1, were used (Giel & Nienhuis, 1996; Wing et a/.,
1990). The SCAN is a comprehensive semi-structured diagnostic interview,
developed under auspices of the WHO, aimed at the assessment and classification
of psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing et al., 1990; Wing et
al., 1998). The interviews were administered by two psychiatrists (EDM, FJT)
trained and certified at the WHO center in Groningen, the Netherlands. Most of the
studies about the psychometric properties of the SCAN have only examined earlier
versions or parts of the current version (Andrews et al., 1995; Nelson et a/., 1999).
Rijnders et aL (2000) tested the psychometric properties of the integral SCAN 2.1.
Overall reliability was qualified as moderate to substantial and, with regard to the
test-retest situation, as fair to moderate. In the standardized situation using
videotaped interviews by experts, sensitivity as well as specificity proved to be
substantial to almost perfect.
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DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-11

Personality Disorders (SCID-11; Spitzer et a/., 1990), version 2.0 (First et al., 1997),
Dutch version (Weertman et al., 2000), was used. The SCID-11,2.0 is a semi-
structured interview with 140 items, organized by diagnosis, covering the ten
personality disorders included in DSM-IV Axis-11 and the two personality disorders
listed in the DSM-IV Appendix (i.e., diagnoses requiring further study). The
instrument provides categorical diagnoses and dimensional scores for each
disorder. With regard to the psychometric properties, Maffei et a/. (1997)
investigated the interrater reliability and internal consistency. Interrater reliability
was good for categorical diagnoses as well as dimensional diagnoses. Internal
consistency for the dimensional scales proved to be satisfactory.

Demographic variables

Patients were asked to report age and sex. These variables were included because
they seem to be important for the operationalization of QOL (Eckermann, 2000).

Statistical analyses

Frequencies were employed for calculatingthe skewness (criteria: >-0.50 or <0.50)
and kurtosis (criterion: negative sign) of the WHOQOL-Bref questions. Exploratory
factor analysis was performed for examining content validity, using a combination
of the scree test (Cattell, 1966) and interpretability. Content validity was defined as
the extent to which a measure assesses all the important aspects of a
phenomenon that it claims to measure (Zechmeister et a/., 2001). In addition,
construct validity, i.e., the extent to which the (domains of the) WHOQOL-Bref
actually assesses what it is intended to assess (Zechmeister et al., 2001), was
investigated.

In order to provide information on construct validity, Pearson correlations were
calculated between the four domains of the WHOQOL-Bref, on the one hand, and
the four domains of the WHOQOL-100, the SCL-90 and the PSSS, on the other
hand. A p-value below 0.01 was considered statistically significant, due to the large
sample size. Fisher-Z tests were performed in order to determine if differences
between some specific calculated Pearson correlations were statistically significant
(at the 0.05 level, Z>1.96 was considered significant). Reliability refers to the
consistency of measures and can be assessed, among others, by calculating
internal consistency reliability, that refers to how consistently all the items measure
the same construct (Zechmeister et al., 2001). As measure of internal consistency,
Cronbach's alpha's were calculated. To determine the relationship between the
WHOQOL-Bref and sex, Student t-tests were used. The relationship between
WHOQOL-Bref and age was examined using Pearson correlations. The data were
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processed using the Statistical Package for the Social Sciences (SPSS, version
10.0 for Windows).

Results

Participants

During the one year period, 3892 people (male: 40.4%) were referred to the
outpatient clinic of the center. Taking the inclusion and exclusion criteria into
account, about half of them (n=1559) were potential participants (male: 42.2%).
The total group that entered the study contained 533 participants (male: 46.2%);
438 participants (82.2%) entered the study through random selection (male:
42.7%), and 95 through internal referral (male: 62.1%). From the 438 randomly
selected participants, 20 were unable to undergo the research protocol, due to
severe psychotic disorder (n=7), major depressive episode (n=9), dyslexia (n=2),
mental retardation (n=2), and eight refused to participate (four diagnosed with
antisocial personality disorder; four with substance related disorder). From the 95
internally referred participants, six were unable to undergo the research protocol,
due to severe psychotic disorder (n=1), substance related disorder (n=2), mental
retardation (n=1), and a severe visual handicap (n=2). From this group, four people
refused to participate (all diagnosed with antisocial personality disorder). Thus,
from the total group of 533 participants, 495 fully completed the test booklet
(92.9%; 410 randomly selected and 85 by internal referral; 44.2% male, mean age
34.6 years, SD=8.6, range 21-50 years; 55.8% female, mean age 32.6 years,
SD=8.5, range 21-50 years). For these 495 participants, Axis-1 and Axis-11

diagnoses according to DSM-IV were determined. Of the participants, 42 did not
meet criteria for a diagnosis according to DSM-IV on either Axis-1 and Axis-11. The

diagnoses are presented in Table 3.1.

Content validity

Skewness and kurtosis

For each WHOQOL-Bref question, the skewness and kurtosis were calculated. One
question was excluded from further analyses because of values deviating too much
from prevailing skewness or kurtosis criteria: 'How healthy is your environment?'
(skewness -0.20; kurtosis 0.75). Further psychometric analyses were performed
with the remaining 25 questions (including two questions concerning overall QOL
and general health, i.e., the general evaluative questions).

Exploratory factor analysis

A principal components analysis (PCA) with varimax rotation was carried out on 23
questions, excluding the two general evaluative questions. The scree plot (Cattell,
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1966) indicated four factors: Physical Health (1), Psychological Health (11), Social
Relationships (111), and Environment (IV). This four-factor solution closely resembled
earlier findings with the WHOQOL-Bref (WHOQOL Group, 1998b). The PCA results
are presented in Table 3.2.

Table 3.1 Axis-1 and Axis-11 diagnosis according to DSM-IV Classification (n=495).

Axis-1 diagnosis ni Axis-11 diagnosis                                      nl
Pervasive Developmental disorder 5 Paranoid personality disorder                                5
ADDB disorder2 6 Schizoid personality disorder 11
Substance related disorder 38 Schizotypal personality disorder                          3
Psychotic disorder 7 Antisocial personality disorder 27
Mood disorder 127 Borderline personality disorder 71

Anxiety disorder 82 Histrionic personality disorder                               8
Somatoform disorder 10 Narcissistic personality disorder 22
Sexual disorder/ Gender Identity disorder 10 Avoidant personality disorder 49

Eating disorder 17 Dependent personality disorder 26

Impulse-Control disorder 6 Obsessive-compulsive personality disorder 24

Adjustment disorder 44 Personality disorder not otherwise specified        70
Other disorder 12 Postponed diagnosis                                 15
Other Conditions3 78  No diagnosis4 227
No diagnosis4 113

1 The figures represent amounts of recorded diagnoses. Due to the phenomenon of comorbidity (i.e.,
the classification of more than one diagnosis on Axis-1 or Axis-11) the totals of recorded diagnoses per
Axis exceed the total number of participants.

2 ADDB disorder: Attention-Deficit and Disruptive Behavior disorder.
3 Other Conditions: these conditions are classified in DSM-IV as Conditions That May Be a Focus of

Clinical Attention (so-called V-codes).
4 The majority of participants with no diagnosis on Axis-1 had a diagnosis on Axis-11 and vice versa. A

total of 42 participants did not meet criteria for a diagnosis according to DSM-IV on either Axis-1 and
Axis-11.

Construct validity

The SCL-90 and the PSSS scores were correlated with the general evaluative facet
and the four domains of the WHOQOL-Bref. The results are presented in Table 3.3.

As can be seen in Table 3.3, the general evaluative facet and all domains of
the WHOQOL-Bref were statistically significantly correlated with all SCL-90
dimensions and the PSSS score. In accordance with our expectations, the SCL-90
subscales generally correlated higher with the WHOQOL-Bref domains Physical
Health (average correlation=-0.49) and Psychological Health (average correlation=-
0.44) than with the domains Social Relationships (average correlation=0.21) and
Environment (average correlation=-0.35).

As expected, the correlation of the SCL-90 dimension Somatization with the
WHOQOL-Bref domain Physical Health, was significantly stronger than the
correlations of this SCL-90 dimension with the WHOQOL-Bref domains
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Psychological Health (Z=3.41), Social Relationships (Z=9.96) and Environment
(Z=5.22).

Regarding the correlations of the SCL-90 dimension Depression with the
different WHOQOL-Bref domains, the correlation with the domain Psychological
Health was significantly stronger than those with the domains Social Relationships
(Z=7.02) and Environment (Z=3.93). No significant difference was found between
the correlations of the SCL-90 dimension Depression with the WHOQOL-Bref
domains Psychological Health and Physical Health (Z=0.41).

Table 3.2 Factor loadingsl.2 from the rotated factor structure (Principal Components Analysis with
Varimax Rotation).

WHOQOL-Bref facets Component
 4              4               4           1\/4

Working Capacity 0.69 0.34
Pain and Discomfort 0.68
Activities of Daily Living 0.67 0.34
Dependence on Medication and Treatments 0.66
Energy and Fatigue 0.64 0.40
Sleep and Rest 0.40 0.34
Mobility 0.37 0.51
Self Esteem 0.72
Positive Feelings 0.72

Spirituality/ Religion / Personal Beliefs 0.67
Body Image and Appearance 0.46
Thinking, Learning, Memory, and Concentration 0.44 0.45
Negative Feelings3 0.43 0.45
Physical Safety and Security 0.30 0.27
Personal Relationships 0.32 0.74
Social Support 0.68
Sexual Activity 0.62
Health and Social Care, Availability and Quality 0.39 0.47 0.33
Financial Resources 0.77
Opportunities for Acquiring New Information and Skills 0.32 0.63
Participation in, and Opportunities for Recreation3 0.27 0.63
Transport 0.56

Home Environment 0.31 0.47

1 Only factor loadings > 0.26 are presented.
2 Factor loadings of facets belonging to each of the four domains are in bold.
3 Facet Negative Feelings is assigned to component 11 rather than to component I and Facet

Participation in, and Opportunities for Recreation is assigned to component IV rather than to
component 11. For explanation: see section Discussion (four-factor structure of WHOQOL).

4 1=Physical Health, 11=Psychological Health, 111=Social Relationships, IV=Environment.
5  Order of facets is determined by assignment to component, and factor loadings.
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Finally, in accordance with expectations, the domain Social Relationships had
the strongest correlation with the PSSS score (the difference between this
correlation and second strongest, i.e. the correlation with the SCL-90 dimension
Paranoid ideation and Interpersonal sensitivity, was significant: Z=4.48). Moreover,
the PSSS score was significantly stronger correlated with WHOQOL-Bref domain
Social Relationships than with the domains Physical Health (Z=7.12), Psychological
Health (Z=4.97) and Environment (Z=5.22).

Reliability

As a measure for the internal consistency of the WHOQOL-Bref, Cronbach's alpha's
were calculated for the domains. The internal consistency of the domains was
satisfactory to good, with an alpha of 0.80 for the domain Physical Health, 0.74 for
Psychological Health, 0.66 for Social Relationships, and 0.73 for Environment.

Table 3.3 Construct validity (n=495).

WHOQOL-Bref SCL-90 PSSS

Anx Ago Dep Som In Sens Hos Sleep

Overall QOL and General Health 0.42 -0.32 -0.51 -0.47 -0.45 -0.39 -0.26 -0.40 0.31

Physical Health -0.49 -0.40 -0.55 -0.59 -0.56 -0.42 -0.32 -0.56 0.22

Psychological Health -0.42 -0.31 -0.62 -0.41 -0.52 -0.52 -0.36 -0.39 0.31
Social Relationships -0.19 -0.16 -0.31 -0.14 -0.24 -0.33 -0.13 -0.15 0.56

Environment -0.33 -0.26 -0.43 -0.34 -0.40 -0.39 -0.33 -0.31 0.30

Anx=Anxiety; Ago=Phobic anxiety; Dep=Depression; Som=Somatization; In=Insufficiency of thinking and
acting; Sens=Paranoid ideation and Interpersonal sensitivity; Hos=Hostility; Sleep=Sleep Difficulty.
1 All correlations are significant at the 0.01 level (2-tailed).
2

Domains are presented in Italics, strong correlations in Bold.

Corre/ations between WHOQOL-Bref and WHOQOL-100

Correlations between the domain scores of the WHOQOL-Bref and the WHOQOL-
100 were calculated. As was expected, the scores of the WHOQOL-Bref correlated
high with the domain scores of the WHOQOL-100. The strongest correlations were
found between the corresponding domains of the WHOQOL-Bref and the WHOQOL-
100, and are presented in Table 3.4.

Demographics

Age

Significant correlations between age and WHOQOL-Bref scores were sparse and
relatively low. Age had negative correlations with the domain Social Relationships
(r=-0.13; p<0.01) and the general evaluative facet (r=-0.14; p<0.01). Regarding
the negative correlations found between the domain Social Relationships with both
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age and perceived social support, one could expect age also to be negatively
correlated with the PSSS score. This indeed was the case (r=-0.26; p<0.01).

Table 3.4 Correlationsl between domains from the WHOLQOL-100 and the WHOQOL-Bref.

Domain 1 100 Domain 11100 Domain 111100 Domain IV 100
Domain I Bref 0.96 0.61 0.35 0.55
Domain 11 Bref 0.61 0.93 0.49 0.57
Domain 111 Bref 0.24 0.39 0.89 0.43
Domain IV Bref 0.52 0.47 0.44 0.88

1 Strongest correlations are presented in Bold.
2 1=Physical Health, 11=Psychological Health, 111=Social Relationships, IV=Environment.

Sex

Regarding the variable sex, only one significant difference was found in QOL
Scores: females scored higher on the domain Social Relationships (F=1.004,
df=493, p<0.01) than males.

Discussion

The aim of the present study was to examine the psychometric properties of the
WHOQOL-Bref in a general population of adult psychiatric outpatients. The vast
majority of these outpatients met the criteria for a diagnosis according to DSM-IV
on Axis-1 and/or Axis-11. Although having psychiatric symptoms, 42 participants did
not satisfy the requirements for such a diagnosis.

With regard to content validity, the question concerning physical environment
was excluded on the basis of frequency distribution problems. The vast majority of
the outpatients were very satisfied with their physical environment. Looking at the
region the participants lived in, i.e., the city of Tilburg and its surroundings, it can
be said that the local environmental circumstances and infrastructural organization
of the region are, generally spoken, good. The relative unilateral answering pattern
on the question concerning this subject seems to be in accordance with these
circumstances.

Exploratory factor analysis revealed the existence of a four-factor structure,
which was found earlier for the WHOQOL-100 (Power et al., 1999) and, after
testing, was also confirmed for the WHOQOL-Bref (WHOQOL Group, 1998b). Only
the questions referring to mobility, physical safety, and health and social care,
deviated from these earlier findings (Power et al., 1999; WHOQOL Group, 1998b).
These differences can be explained by the use of a confirmatory factor analysis in
the earlier studies. However, the substantial cross-loadings of these three
questions with other domains, can also be explained by the formulation of the
chosen WHOQOL-100 questions, used in the WHOQOL-Bref. For example, the
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question regarding mobility (i.e., 'How good can you transport yourself ?') can be
interpreted as ones physical ability to move (thus loading on domain Physical
Health), as well as ones availability to means of transportation (thus loading on
domain Environment). Because of these high cross-loadings and the good internal
consistency of the four factors, it was decided to use the same four-factor structure
as described by the WHOQOL Group (1998b). The finding that a four-factor
structure is not only present in a general population but also in a population of
psychiatric outpatients demonstrates that the WHOQOL-Bref truly is a generic
instrument. On the basis of these results, it can be concluded that the content
validity of the WHOQOL-Bref is good.

We expected that QOL would decrease in relation to (i) an increase of (a broad
spectrum of) psychiatric symptoms, especially those caused by depression, (ii) an
increase of (a broad spectrum of) somatic complaints, and (iii) a decrease of
perceived social support. The associations that were found between the WHOQOL-
Bref, the SCL-90 and the PSSS, confirmed these hypotheses. Regarding the SCL-90
dimension Depression, the highest correlation was indeed found with the domain
Psychological Health. The finding that the difference between this correlation and
that with the domain Physical Health was not significant, can be explained by the
fact that psychological as well as physical (vital) signs of depression often are
present (e.g., in a Major Depressive Disorder). Other correlations also support the
presence of good construct validity. Amongst these are the high negative
correlations between SCL-90 dimensions Somatization and Sleep, and the
WHOQOLBref domain Physical Health. The PSSS-score had a high and positive
correlation with the WHOQOL-Bref domain Social Relationships. These findings
provided empirical support for the construct validity of the WHOQOL-Bref, which, on
this basis, is qualified as good. In accordance with previous research (WHOQOL
Group, 1998b), in the present study domain scores produced by the WHOQOL-Bref
correlated highly with the WHOQOL-100 domain scores.

Regarding associations between age (range 21-50 years) and QOL, the
following picture emerged. The older one gets, the less satisfied one is with its
general QOL, physical health and social relationships. With regard to sex and QOL,
female participants scored significantly higher than male participants on the
domain Social Relationships. These findings support the face validity of the
WHOQOL-Bref.

The findings of the present study are consistent with previous studies.
According to findings obtained during the developmental process of the WHOQOL-
Bref (WHOQOL Group, 1998b), Cronbach's alpha's were 0.82 for Physical Health,
0.75 for Psychological Health, 0.66 for Social Relationships, and 0.80 for
Environment. Discriminant validity, content validity, and test-retest-reliability were
described as good. The field test of the Australian WHOQOL-Bref revealed that
Cronbach's alpha's for the whole research population ranged from 0.68 to 0.87
and for participants with depression from 0.60 to 0.83 (Nelson & Lotfy, 1999).
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Test-retest reliability was qualified as excellent, and psychometric qualities as
good. In a validation study of the Danish WHOQOL-Bref, Cronbach's coefficient
alpha's for the total study population ranged from 0.67 to 0.85. Test-retest
reliability was acceptable and it was concluded that the WHOQOL-Bref could be
regarded as a valid and generic QOL scale from a psychometric point of view
(Norholm & Bech, 2001). Validation of the Korean version resulted in the
conclusion that the WHOQOL-Bref was reliable and valid. Cronbach's coefficient
alpha's were found ranging from 0.58 to 0.90 (Min et al., 2002).

The results of the present study add to this body of evidence and demonstrate
that the WHOQOL-Bref has good reliability and validity in a population of psychiatric
outpatients.

The increasing emphasis on program and economic evaluation demands a
feasible and useful instrument for assessing QOL. The WHOQOL-Bref can be used
to assess QOL in an accurate and brief way in a variety of situations and population
groups. This, for instance, could be the case in assessing the effectiveness and
relative merits of different treatments of psychiatric patients, in health services
evaluation, in research regarding psychiatric patients involving repeated measures
designs, clinical (psychopharmacological) trials, or large epidemiological surveys,
and in situations where psychiatric patients may have difficulties in completing the
WHOQOL-100, i.e., the long version. Moreover, the relationship and the interaction
between the doctor and the psychiatric patient may improve, as the psychiatrist's
understanding of how the psychiatric disease affects the patient's QOL increases.

Up till now, studies with the WHOQOLBref among patients with psychiatric
disorders were scarce, all focused on psychosis, and did not specifically investigate
the psychometric qualities of the WHOQOL-Bref (Chan et a/., 2003; Herrman et al.,
2002: Kilian et ak, 2002). The present study provided support for using the
WHOQOL-Bref in psychiatric patients. The questionnaire appeared to have good
reliability, content validity and construct validity and, therefore, is an adequate
instrument for assessing QOL in adult psychiatric outpatients.
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Abstract

Studies examining relationships between demographic variables in a general population of
psychiatric outpatients and quality of life (QOL), in which QOL was assessed according to
current recommendations, have not been performed yet. The aim of this study was to
examine one particular aspect of this relationship: the question to what extent QOL scores
can be predicted by demographic variables. In a sample of adult Dutch psychiatric
outpatients (n=495), demographics were recorded and the participants completed a
questionnaire for measuring QOL (WHOQOL-100). The relationships of the demographic
variables with the WHOQOL-100 domains Social Relationships and Environment, were
stronger than those with the domains Physical Health and Psychological Health. The latter
had only significant relationships with educational level and sick leave, which explain little of
the variance of the concerning QOL domain. In general, the demographic characteristics
used, explained only a relatively small part of the variance in QOL scores. An exception was
sick leave, which, in participants with a job, explained an extensive part (27.4%) of the
variance of scores on the domain Physical Health.
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Introduction

In psychiatric research, quality of life (QOL) has become an important outcome
measure for medical interventions. One of the reasons for this development is that
the predominance of classical medical endpoints, such as mortality and morbidity,
was criticized for failing to represent adequately the potential outcomes of medical
interventions (Gladis et a/., 1999; Power et at., 1999). Another reason is that in
Western industrialized countries, mental health care systems have undergone a
fundamental change over the last three decades due to the introduction of
antipsychotic medication and the focus moving from institutionalized care to
community care. This change has led to a growing interest in the effects of
psychiatric disorders on aspects of everyday life (Katschnig & Krautgartner, 2002).

The assessment of Quality of Life

Over the past three decades, there has been an ongoing scientific debate with
regard to QOL on two important topics, namely in which way (i) to define and (ii) to
assess QOL. With regard to defining QOL, the World Health Organization in 1994
formulated QOL as 'the individual's perception of his/her position in life within the
context of the culture and value systems in which he/she lives and in relation to
his/her goals, expectations, standards, and concerns. It is a broad ranging concept
incorporating, in a complex way, the person's physical health, psychological state,
level of independence, social relationships, personal beliefs and relationship to
salient features of the environment' (De Vries, 1996; De Vries & Van Heck, 1995;
WHOQOL Group, 1994). The assessment of QOL has, over the past two decades,
been the subject of an ongoing and vehement scientific debate. This debate has
resulted in four principles. First, QOL should be measured in a comprehensive way,
covering a broad range of domains and facets (Breslin, 1991; Jenkins et al., 1990)
The second principle concerns the importance of subjective measurement by self-
report questionnaires (Breslin, 1991; Laman & Lankhorst, 1994). A third principle
reflects the conviction that the relative importance of various facets of QOL is a
crucial issue for the accuracy of the overall assessment of QOL (Hays et al., 1993;
Laman & Lankhorst, 1994). Finally, the instruments for the assessment of QOL
need to be culturally-sensitive and should contain questions that address

culturally-relevant issues and language (Bullinger et al., 1993; Kuyken et al., 1994;
Sartorius & Kuyken, 1994). From the 1980s onwards, many instruments have
been developed for the assessment of QOL, predominantly for patients with
somatic diseases and, to a lesser extent, for patients with psychiatric disorders
(Katschnig & Krautgartner, 2002; Van Nieuwenhuizen, 1998). Today, many
instruments are available and the number of relevant studies has increased
enormously (De Vries et a/., 1999; Williams, 2000). In 1991, the World Health
Organization (WHO) started a project entitled 'The assessment of QOL in health
care', resulting in the development of the WHOQOL-100, an instrument meeting all
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of the four principles mentioned above and having good psychometric properties
(Masthoff et at., 2005).

The relationship between demographic variables and Quality of Life

Taking the definition of QOL from the WHOQOL Group as a reference point, it is
reasonable to presume that QOL as an outcome measure is the result of a complex

interplay of external as well as internal factors. Amongst these factors,
demographic variables (e.g., age, gender, habitual status, level of education,
having children, finances) seem to have a relationship with outcome scores of QOL
or relating concepts, such as life satisfaction and well-being.

In populations of healthy people, Marks and Fleming (1999) and Kim and
McKenry (2002) found that being married had a positive influence on well-being.
Reviewing earlier studies, Barry (1997) concluded that there are modest
relationships between demographic characteristics (e.g., finances, leisure, family,
living situation, social relationships) and life satisfaction. Richmond et al. (2000)
investigated Ontario non-farm rural residents' QOL and found demographic
characteristics, such as income, presence or number of children in the home and
township, gender, age, marital status, and education to be significantly associated
with indicators of absolute and relative QOL.

In people with psychiatric disorders, the relationship between demographic
characteristics and QOL has been studied frequently. Mercier et at. (1998) studied
the effects of age and gender on the subjective QOL of 165 people with severe and
persistent mental illness and found that age was systematically related to
satisfaction level, with older participants being more satisfied than the younger
ones. Lam and Rosenheck (2000) performed a longitudinal study and derived data
from 4331 homeless mentally ill patients. They found that, compared to baseline
measurements, improvement of QOL was associated with decreased psychiatric
symptoms, but also with increased social support, income, employment, and
service use. Lang et al. (2002) performed a study in which one of the aims was to
find predictors of overall life satisfaction. Prior to their study, they searched
literature regarding their research questions and found that marital status,
employment, superior economic status, high age, few medication side effects, and
low psychopathology were positively correlated with QOL amongst the mentally ill.

It can be expected that patients with (severe) psychiatric disorders use health
care facilities in an intense way during a long period of their life. In the present
time, the costs for (newly developed) psychiatric treatments (e.g. drugs,
psychotherapies, specialized clinical care) are high, while at the same time the
financial means are limited. In determining cost-effectiveness of psychiatric
treatment policies and of utility studies, an outcome measure such as QOL can be
of great value, the more so as, apart from alleviation of symptoms, improvement of
QOL is an important goal of treatment. For QOL to be useful as an outcome
measure, the relationships between several factors, such as demographic
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variables, and QOL should be determined in a profound way. As mentioned above,
several studies concerning the relationships between demographic characteristics
and QOL in samples of psychiatric patients are available. However, in many of
these studies, QOL was not assessed according to the current recommendations
and also, the described study samples mainly had quite specific characteristics, as
a result of which clinical implications of the results of these studies remain unclear.
The aim of the present study was to explicitly investigate the relationships between
demographic characteristics and QOL scores in a general sample of psychiatric
outpatients. The main hypothesis was that this relationship, in accordance with
earlier research (Chan et al., 2003; Mercier, 1994), would be weak.

Method

Participants

This study was conducted at GGZ Midden-Brabant, the community mental health
center in Tilburg, the Netherlands. Approval was received from the Medical Ethical
Committee of the Southern Netherlands. Participants were outpatients of Dutch
ethnic origin, aged 21-50 years, and referred to the center in the period from
March 1, 2001 till March 1, 2002. Potential participants could enter the study in
two ways. They (i) could enter the study through a random selection procedure (i.e.,
a third of the referrals was directly selected for psychiatric evaluation) or (ii)
through internal referral by colleagues (i.e., psychologists asking for psychiatric
consultation). Internal referrals were considered in order to enlarge the sample
size. After complete description of the study to the participants, written informed
consent was obtained. Exclusion criteria were inability to undergo the various
verbal and written parts of the investigation protocol (interviews and
questionnaires) due to severe mental illness, illiteracy. dyslexia, mental retardation,
problems with sight or hearing, and cerebral damage.

Measures

Quality of Life

QOL was measured using the World Health Organization Quality of Life assessment
instrument (WHOQOL-100; WHOQOL Group, 1994, 1998; Dutch version; De Vries &
Van Heck, 1995). The WHOQOL-100 is a generic, multidimensional measure to
assess QOL. During the development, focus groups of patients, health
professionals, and well people proposed items that were selected and attached to
a 5-point Likert scale. The 100 items are organised in 24 facets, subsumed within
six domains and one facet measuring overall QOL and general health. In this study,
we used the four-factor structure of the WHOQOL-100 that was found in a previous
study among a general population of psychiatric outpatients (Masthoff et a/.,
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2005). High scores indicate good QOL, except for the facets Pain and Discomfort,
Negative Feelings, and Dependence on Medication or Treatments, which are
negatively framed. The time of reference is the previous two weeks. The WHOQOL-
100 has been shown to have good to excellent psychometric properties in both
populations of patients with somatic diseases (De Vries, 2001; O'Carroll, 2000;
Skevington, 1998) as well as in populations of patients with psychiatric disorders
(Masthoff et a/., 2005; Skevington & Wright, 2001).

Demographic variables

Data concerning the participants' age and sex were collected. Furthermore,
participants were asked whether they currently were involved in a partner
relationship, lived together with at least one other person (e.g., partner, parents,
child), had children, and whether they had a job. Sick leave (reported sick at work;
yes or no), and duration of sick leave (in weeks) were noted. Finally, the level of
education was asked and subsequently classified using the following categories:
'low' (i.e., no education completed at all, primary school, individual teaching, lower
vocational training), 'middle' (i.e., lower general secondary education, higher
general secondary education, pre-university education, intermediate vocational
education), and 'high' (i.e., higher vocational education, university).

Statistical analyses

To compare the differences in QOL-scores in terms of each major demographic
variable (e.g., sex, having children, partner relationship, habitual status, etc.),
Student Mests were performed (p<0.05). The relationships between the WHOQOL-
100 and age (p<0.01) and duration of sick leave (p<0.05) were examined using
Pearson correlations. The relationship between the WHOQOL-100 and level of
education of the participants was determined using analyses of variance (One-Way
ANOVA's with post hoc Scheffd multiple comparison tests). To determine the
amount of variance of the four domain scores of the WHOQOL-100 (dependent
variables) explained by the demographic variables (independent variables), three
series of multiple regression analyses (method stepwise) were performed. First, the
demographics sex, age, having children, partner relationship, habitual status, work,
and educational level were examined for the whole group of participants (n=495).
Second, regression analyses were carried out for the group of participants with a
job (n=330) with the variable work replaced by sick leave. Finally, in the regression
analyses for the group of participants with a job who reported sick at work (n=143),
the variable duration of sick leave was used in stead of sick leave. The data were
processed using the Statistical Package for the Social Sciences (SPSS, version
10.0 for Windows).
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Results

Participants

During the one year period, 3892 people (male: 40.4%; female: 59.6%) were
referred to the outpatient clinic of the center. About half of them (n=1559) were
potential participants (male: 42.2%; female: 57.8%). The total group that entered
the study contained 533 participants (male: 46.2%; female: 53.8%); 438
participants (82.2%) entered the study through random selection (male: 42.7%;
female: 57.3%), and 95 through internal referral (male: 62.1%; female: 37.9%).
From the 438 randomly selected participants, 20 were unable to undergo the
research protocol, due to severe psychotic disorder (n=7), major depressive
episode (n=9), dyslexia (n=2), mental retardation (n=2), and eight refused to
participate (four diagnosed with antisocial personality disorder; four with substance
related disorder). From the 95 internally referred participants, six were unable to
undergo the research protocol, due to severe psychotic disorder (n=1), substance
related disorder (n=2), mental retardation (n=1), and severe visual handicap (n=2).
Four refused to participate (all diagnosed with antisocial personality disorder).
Thus, from the total group of 533 participants, 495 fully completed the test booklet
(92.9%; 410 randomly selected and 85 by internal referral; 44.2% male, mean age
34.6 years, SD=8.6, range 21-50 years; 55.8% female, mean age 32.6 years,
SD=8.5, range 21-50 years).

At the moment of the study, 66.5% of the participants was involved in a
partner relationship (lasting more than 4 weeks), 75.4% was living together with at
least one other person (72.3% with partner (and children), 14.6% with parent(s),
7.8% with child(ren), 5.3% with others). An overlap of 79.4% existed between
partner relationship and habitual status. Of the participants 42.2% had at least one
child, 57.8% had none at all. An educational level with the qualification 'low' was
noted for 43.4% of the participants. 45.3% were qualified as 'middle', and the
remaining 11.3% as 'high'. The majority of the participants (66.7%) had a job.
However, 43.3% of them (n=143) had reported sick at work. Of those 143 people,
the mean duration of sick leave at the moment of investigation was 16 weeks
(SD=13.4; range 1-50 weeks).

Relationship between separate demographic characteristics and QOL

Male participants had significantly higher scores on the QOL facets Energy and
Fatigue (t=2.95, p<0.01) and Body Image and Appearance (t=5.25, p<0.001).
Female participants had significantly higher scores on the facets Positive Feelings
(t=-2.42, p<0.05), Personal Relationships (t=-2.06, p<0.05), and the domain Social
Relationships (t=-2.10, p<0.05).

Age had positive correlations with the QOL facets Body Image and Appearance
(r=0.13, p<0.01) and Dependence on Medication or Treatments (r=0.22,
p<0.001). Negative correlations were found with the facets Personal Relationships
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(r=-0.12; p<0.01), Social Support (r=-0.17, p<0.001), and Sexual Activity (r=-0.13,
p<0.01). At the domain level, age was negatively associated with Physical Health

(r=-0.12, p<0.01) and Social Relationships (r=-0.18, p<0.001).
Participants having at least one child had significantly higher scores on the

QOL facets Overall Quality of Life and General Health (t=2.00, p<0.05), Physical
Safety and Security (t=2.19, p<0.05), Dependence on Medication or Treatments
(t=2.95, p<0.01), Home Environment (t=3.04, p<0.01) and Financial Resources
(t=2.04, p<0.05). Participants without children had a significantly higher score on
the facet Social Support (t=-2.81, p<0.01).

The results concerning the relationship between QOL and partner relationship
are presented in Table 4.1. Participants involved in a partner relationship (n=329)
had significantly (p<0.05) higher scores on the domains Physical Health, Social
Relationships, and Environment. In addition, they had higher scores on a large
number of QOL facets, amongst which were all the facets of the domains Social

Relationships and Environment. There was no significant difference between the
two groups on the domain Psychological Health and its facets, with the exception of
the facet Positive Feelings, on which participants with a partner scored significantly

higher (p<0.001).
Participants living together with at least one other person (n=373) had

significantly (p<0.05) higher scores on the domains Social Relationships and
Environment and all its facets. No significant difference was found with regard to
the domains Physical Health and Psychological Health. However, cohabitating
participants did have significantly higher scores on some of the facets belonging to
these domains and on the facet Overall Quality of Life and General Health (see
Table 4.1).

Participants with a job (n=330) had significantly higher scores on the domain
Physical Health and its facets Energy and Fatigue and Activities of Daily Living. They
also scored significantly higher on the domain Environment and its facets Financial
Resources, Health and Social Care, Availability and Quality, and Opportunities for
Acquiring New Information and Skills. Finally, having a job was related to higher
scores on the facet Overall Quality of Life and General Health. Participants without
a job scored significantly higher on the facets Pain and Discomfort, Dependence on
Medication or Treatments, and Negative Feelings (see Table 4.2).

As shown in Table 4.1, participants who had reported sick at work (n=143)
had significantly lower scores on the domains Physical Health, Psychological
Health, and Environment and on a large number of QOL facets, as compared with
those who had not reported sick. Particularly, differences were found in favour of
the participants who did not report sick on the domain Physical Health and the
facets Working Capacity, Activities of Daily Living, Sleep and Rest, and Energy and
Fatigue.
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Table 4.1 Student t-tests: Relationships between WHOQOL-100 and Partner Relationship, Habitual

Status, Work, and Sick Leave.

WHOQOL-100 domains and facets P. Relationship. Habitual S.4 Work Sick Leave

t p t p t p tp

Overall Quality of Life and General Health 4.34 <0.001 4.07 <0.001 2.46 0.01 -5.62 <0.001

Physical Health 2.33 <0.05 1.90 0.06 2.74 <0.01 -11.31 <0.001

Pain and Discomfo#2 -1.39 0.17 -1.84 0.07 -2.43 <0.05 6.71 <0.001

Energy and Fatigue 1.63 0.11 1.98 <0.05 2.02 <0.05 -7.23 <0.001

Sleep and Rest 3.84 <0.001 1.86 0.06 1.79 0.07 -6.00 <0.001

Mobility 0.71 0.48 0.40 0.69 1.04 0.30 -5.57 <0.001

Activities of Daily Living 2.48 <0.05 2.19 <0.05 2.44 <0.05 -10.23 <0.001

Dependence on Medication or Treatments2 0.27 0.78 0.70 0.48 -2.37 <0.05 4.84 <0.001

Working Capacity 1.39 0.16 2.19 <0.05 1.82 0.07 -14.27 <0.001

Psychological Health 1.44 0.15 1.35 O.18 1.16 O.27 -5.35 <O.001

Positive Feelings 4.12 <0.001 2.27 <0.05 1.10 0.27 -4.31 <0.001

Cognitive Functions. 1.78 0.08 1.00 0.32 0.68 0.50 -5.47 <0.001

Self Esteem 1.21 0.23 1.45 0.15 0.87 0.39 -4.01 <0.001

Body Image and Appearance 0.54 0.59 0.87 0.39 0.47 0.64 -1.49 0.14

Negative Feelings, -1.14 0.26 -0.98 0.33 -3.36 <0.01 7.66 <0.001

Spirituality, Religion, and Personal Beliefs -2.00 <0.05 -0.58 0.57 -1.14 0.26 -1.58 0.12

Social Relationships 6.91 <0.001 5.45 <0.001 1.43 0.15 -1.83 0.07

Personal Relationships 6.01 <0.001 5.81 <0.001 1.53 0.13 -2.16 <0.05

Social Support 2.00 <0.05 2.64 <0.01 1.47 0.14 -2.99 <0.01

Sexual Activity 8.00 <0.001 4.39 <0.001 0.54 0.59 0.29 0.77

Environment 5.08 <0.001 5.34 <0.001 3.24 <0.01 -5.13 <0.001

Physical Safety and Security 3.37 <0.01 3.14 <0.01 1.78 0.08 -3.32 <0.01

Home Environment 4.82 <0.001 5.82 <0.001 1.63 0.10 -1.90 0.06

Financial Resources 3.54 <0.001 3.79 <0.001 3.39 <0.01 -2.68 <0.01

Health and Social Care4 2.18 <0.05 2.63 <0.01 2.06 <0.05 -4.61 <0.001

New Information and Skills, 2.53 <0.05 2.19 <0.05 1.98 <0.05 -4.02 <0.001

Recreation4 3.45 <0.01 3.08 <0.01 1.83 0.07 -4.52 <0.001

i t-values are positive when participants who have a partner relationship have a higher mean score

than those who are single, when participants who are living together with at least one other person

have a higher mean score than those living alone, when participants with a job have a higher mean
score than those without a job and when participants who reported sick at work have a higher mean

score than those who didn't.
2  Facets Pain and Discomfort, Negative Feelings, and Dependence on Medication or Treatments are

negatively framed and have been re-coded for use in the calculation of the domain scores.

3  Domains are presented in Italics; p values <0.05 are in bold.
4 Cognitive Functions=Thinking, Learning, Memory and Concentration; Health and Social Care=Health

and Social Care, Availability and Quality; New Information and Skills=Opportunities for Acquiring New
Information and Skills; Recreation=Participation in and Opportunities for Recreation; P. Relationship=
Partner Relationship; Habitual S.=Habitual Status.
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Table 4.2    One -Way ANOVA concerning WHOQOL-100 and Educational Level.

Dependent Variable                                             F Sig. Educational Level Educational Level

(mean) (mean)
Physical Health 10.32 <0.001 low (11.50) middle (12.40)

low (11.501 high (13.09)
Sleep and Rest 5.54 <0.01 low(11.25) middle (12.33)

low (11.25) high (13.16)
Mobility 16.15 <0.001 low (13.78) middle (15.50)

low (13.78) high (16.20)
Activities of Daily Living 5.36 <0.01 low (11.12) middle (11.99)

low (11.12) high (12.52)
Dependence on Medication or 8.18 <0.001 low (12.96) middle (14.25)
Treatments low (12.96) high (15.05)

Psychological Health 3.65 <0.05 low (10.75) high (11.66)
Negative Feelings 4.85 <0.01 low (9.11) high (10.39)
Social Support 3.67 <0.05 low (12.32) middle (13.15)

Environment 12.10 <0.001 low (12.66) middle (13.34)
low (12.66) high (14.04)

Financial Resources 6.94 <0.01 low (12.84) high (15.11)
middle C13.42) high (15.11)

Health and Social Care, Availability 8.21 <0.001 low (12.69) middle (13.58)
and Quality low (12.69) high (13.75)
Opportunities for Acquiring New 14.16 <0.001 low (12.73) middle (13.62)
Information and Skills low (12.73) high (14.80)

middle (13.62) high (14.80)
Participation in and Opportunities 7.45 <0.01 low (10.66) middle (11.58)
for Recreation low (10.66) high (12.07)

1 0Ny domains and facets of the WHOQOL-100 with significant mean differences between educational
levels at the 0.05 or 0.01 level (2-tailed), are reported.

2   Domains are presented in Italics.

For the group of participants who reported sick at work, duration of sick leave
was negatively correlated with the QOL facets Social Support (r=-0.17, p<0.05),
Financial Resources (r=-0.30, p<0.01), Health and Social Care, Availability and
Quality (r=-0.17, p<0.05), and the domain Environment (r=-0.23, p<0.01).

The results concerning the relationship between QOL and level of education
are presented in Table 4.2. The significant differences that were found, mainly
existed between low educational level, on the one hand, and middle and high
educational levels, on the other hand. In general, compared with individuals with a
low education level, the results showed that a higher (middle or high) level of
education was associated with higher QOL scores. The significant differences
mainly concerned the domains Physical Health and Environment and some of the
facets belonging to these domains. In particular, notable differences were found
with respect to the facet Mobility and the facet Opportunities for Acquiring New
Information and Skills.
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Multiple regression analyses

The results of the three series of multiple regression analyses are shown in Table
4.3.

Table 4.3 Multiple Regression Analyses (Stepwise method), with QOL domains as dependent variables

and demographic variables as independent variables.

Group of Dependent Variable F            p Independent Variable R2 total Beta

Participants
All participants Physical Health 9.46  <0.001 Educational Level 0.04 0.18

(n=495) VVork 0.05 0.11

Partner Relationship 0.06 0.11

Age 0.07 -0.10

Psychological Health 6.30 <0.05 Educational Level 0.01 0.11

Socia/ Relationships 26.63 <0.001 Partner Relationship 0.09 0.26

Age 0.13 -0.21

Habitual Status 0.14 0.10

Environment 19.41  <0.001  Habitual Status 0.06 0.17

Educational Level 0.11 0.23
VVork 0.12 0.13

Partner Relationship 0.14 0.13

Participants with Physical Health 47.01  <0.001  Sick Leave 0.27 -0.51
work (n=330) Educational Level 0.29 0.14

Partner Relationship 0.30 0.09

Psychological Health 28.65  <0.001  Sick Leave 0.08 -0.28
Social Relationships 15.96  <0.001  Partner Relationship 0.06 0.26

Age 0.09 -0.16

Environment 20.67  <0.001  Sick Leave 0.07 -0.26
Partner Relationship 0.12 0.21

Educational Level 0.16 0.20

Participants with Physical Health 6.02 <0.01 Educational Level 0.05 0.24
work who reported Sex 0.08 0.17

sick (n=143) Social Relationships 11.49 <0.01 Partner Relationship 0.08 0.28
Environment 6.98  <0.001  Habitual Status 0.06 0.20

Educational Level 0.10 0.19

Duration of Sick Leave 0.13 -0.19

Although demographics explained some variance of QOL, the amount of
variance did not exceed 16%. An exception was the domain Physical Health in

participants with work, where sick leave, educational level, and partner relationship
together explained a substantial percentage of the variance (30.2%). In the
analyses comprising all participants, demographic variables explained the variance
of scores on the domains Physical Health (7.2%) and Psychological Health (1.3%)
to a lesser extent than the variance concerning the domains Social Relationships
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(14.0%) and Environment (13.7%). The overall strongest relationship was found
between sick leave and the domain Physical Health in participants having a job
(27.4%). Having children did not play a role in predicting QOL scores. In general,
the demographic characteristic partner relationship was a better predictor of QOL
(mainly regardingthe domain Social Relationships) than habitual status.

Discussion

In this study, relationships between QOL and the following demographic
characteristics were investigated in a population of psychiatric outpatients: age,
sex, having children, partner relationship, habitual status, work, sick leave
(including duration), and level of education. QOL was assessed using the WHOQOL-
100, a generic measure with good psychometric properties, designed for use in a
wide spectrum of psychological and physical disorders.

Main results of this study

With regard to sex and QOL, male participants had more energy and were more
positive about their physical appearance. Female participants were more satisfied
with their social relationships. This also was the case for scores on the facet
Positive Feelings, which corresponds with the conclusion of a previous study that
women tend to report higher levels of well-being on indices that measure positive
emotions (Wood et at., 1989). Overall, gender had little influence on subjective
perception of QOL, which is in accordance with earlier findings regarding both the
general population as well as people with severe mental health problems (Mercier
et a/., 1998).

In the present study, only a few statistically significant (but weak) correlations
were found between age and QOL. With higher age, people got more satisfied with
their body image and appearance, felt more dependent on medication and / or
treatments and were less satisfied with physical health and social relationships.
Earlier studies, both in general populations as well as in samples of people with
severe mental health problems, have shown that older individuals express higher
levels of satisfaction with subjective quality of life than their younger counterparts
(Mercier et al., 1998) These findings do not necessarily contradict those of the
present study, although comparisons are difficult, due to differences in assessment
of QOL.

Concerning QOL, participants having at least one child had some benefits over
those who did not have a child, although the latter scored higher on perceived
social support. Concerning the relationship between having children and well-being,
findings of earlier studies are inconsistent (Marks & Fleming, 1999). Having a
partner relationship was more beneficial for QOL than just living with another
person, although both variables had (positive) relationships with QOL. The
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relationship between marriage and psychological well-being has been well
documented in the literature. In general, it is found to be strong and positive (Kim
& McKenry, 2002). The results of our study seem alike. With regard to positive
feelings, participants with a partner scored higher than those without. This was not
the case for negative feelings, supporting previous findings that positive feelings
and negative feelings are two independent dimensions (Almagor & Ben-Porath,
1989; Watson et al., 1988).

Participants with a job scored significantly higher than unemployed
participants on physical health and environment. The latter participants reported
more pain and discomfort, dependence on medication or treatments, as well as
more negative feelings. These findings are in accordance with Lahelma (1992),
Pugliesi (1995) , and Winefield et a/. (1991). Sick leave was negatively correlated

with, in particular, physical health, working capacity, activities of daily living, sleep
and rest, and energy and fatigue. Correlations of QOL with duration of sick leave

were sparse and relative low.
Concerning the relationship between QOL and educational level, the results

showed that, in general, a higher (middle or high) level of education was related to

higher QOL scores. This result is in accordance with the finding of McCoy and Filson

(1996), who found that education was positively correlated with a higher sense of
well-being.

In general, the demographic characteristics used, explained only a relatively

small part of the variance in QOL scores, with the exception of sick leave which
explained an extensive part of the variance of scores on the domain Physical

Health in participants with a job. The relationships of the demographic variables
with the WHOQOL-100 domains Social Relationships and Environment, were
stronger than those with the domains Physical Health and Psychological Health.
The latter had only significant relationships with educational level and sick leave,
which explained little of the variance of the concerning domain score.

QOL can be used by researchers, mental health practitioners and policy
makers as an outcome measure in assessing the (cost-)effectiveness and relative
merits of different treatments of psychiatric patients, in health services evaluation,
and in clinical (psychopharmacological) trials. Necessary conditions for using QOL
for such purposes are the identification of the internal and external factors that
determine QOL and the quantification of their relationships with QOL. The present
study provides insights into the relationships between demographic characteristics
and QOL as measured with the WHOQOL-100 in a general sample of Dutch adult
psychiatric outpatients. Only a relatively small part of the variance of the QOL
scores was explained by demographic characteristics, the only exception being sick
leave in patients with a job. The results of the present study are not fully
comparable with those of earlier research due to sample characteristics and the
way QOL was assessed. Nevertheless, our results generally are in accordance with

prior findings. The added value of the present study to the current body of
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knowledge on the relationships between demographics and QOL results from the
way QOL was assessed in the present study (in a comprehensive, culturally-
sensitive, and subjective way, paying attention to the relative importance of its
various facets) and from the study sample (a general population of psychiatric
outpatients). Following the results of the present study, it is likely that putting
emphasis on demographics during psychiatric treatment will have little effect on
the improvement of QOL. It is recommended that this hypothesis is subject for
further research, as the effect of socio-demographic characteristics on treatment
and that of treatment on QOL has not been investigated exclusively in this study.
Also, further research is needed to determine the relationships between QOL and
other variables (e.g., psychopathology, coping styles, stress, etc.) so that QOL can
be used as an efficient outcome measure in research, clinical practice and policy
making.
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Abstract

Examinations of the role of demographic characteristics in quality of life (QOL) in psychiatric
samples are not new. However, serious limitations of previous research have been that (i)
that QOL was not assessed according to current recommendations, (ii) assessment of QOL
was often hampered by a substantial overlap in content between symptoms and QOL
measures, and (iii) the majority of the study samples had quite specific characteristics

hampering the generalizability of results, as a result of which clinical implications of the
results remained unclear. The aim of the present study was to investigate explicitly the
relationships between demographics and QOL in a sample reflecting the general population
of psychiatric outpatients, QOL being assessed in a comprehensive, culturally-sensitive, and
subjective way, paying attention to the relative importance of its various facets. The main

hypothesis was that these relationships would be rather weak. From a population of 533
adult Dutch psychiatric outpatients, 495 participants completed the WHOQOL-Bref for
assessing QOL. Furthermore, several demographic characteristics were recorded.

Statistically significant correlations were found between partner relationship, habitual

status, work, and sick leave, and the WHOQOL-Bref domains Social Relationships and
Environment. Psychological Health was associated to partner relationship, educational level,
and sick leave. The total amount of QOL-variance explained by demographics was rather low.

Amongst factors determining QOL, demographic characteristics are relatively unimportant.
Therefore, paying attention to demographics during psychiatric treatment will probably have
little effect on improvement of QOL.
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Introduction

In psychiatric research, quality of life (QOL) has increasingly become an important
topic. The WHOQOL Group has defined QOL as 'the individual's perception of
his/her position in life within the context of the culture and value systems in which
he/she lives and in relation to his/her goals, expectations, standards, and
concerns. It is a broad ranging concept incorporating, in a complex way, the
person's physical health, psychological state, level of independence, social
relationships, personal beliefs and relationship to salient features of the
environment' (De Vries, 1996; De Vries & Van Heck 1995; WHOQOL Group, 1994).
One of the reasons for its growing popularity is that in Western industrialized
countries, mental health care systems have undergone a fundamental change over
the last three decades after the introduction of antipsychotic medication and a
focus shift from institutionalized care to community care. These changes have led
to a growing interest in the effects of psychiatric disorders on aspects of everyday
life (Katschnig & Krautgartner, 2002). Another reason is that the predominance of
classical medical endpoints, such as mortality and morbidity, has been criticized for
failing to represent adequately the potential outcomes of medical interventions
(Gladis et a/., 1999; Power et a/., 1999).

There has been an ongoing scientific debate about the way QOL should be
assessed. This debate has resulted in four principles. First, QOL should be
measured in a comprehensive way, covering a broad range of domains and facets
(Breslin, 1991; Jenkins et al., 1990). Second, it is felt important that subjective
QOL is measured through self-report questionnaires (Breslin, 1991; Laman &
Lankhorst, 1994). A third fundamental principle reflects the conviction that the
re/ative importance of various facets of QOL is a crucial issue for the accuracy of
the overall assessment of QOL (Hays et a/.,1993; Laman & Lankhorst, 1994).
Finally, the instruments for the assessment of QOL need to be culturally-sensitive
and should contain questions that address culturally-relevant issues, using
culturally-relevant language (Bullinger et al., 1993; Kuyken et al., 1994; Sartorius &
Kuyken, 1994).

QOL, as an outcome measure, is the result of a complex interplay between
demographic, clinical, therapeutic, and psychosocial variables. Demographic
variables (e.g., age, gender, level of education, having children, and habitual
status) are associated with outcome scores of QOL related concepts, such as life
satisfaction or well-being (e.g., Barry, 1997; Bengtsson-Tops & Hansson, 1999;
Chan et al., 2003; Kim & McKenry, 2002; Lang et al., 2002; Marks & Fleming,
1999; Richmond et a/., 2000; Sullivan et a/., 1992). In populations of hea/thy
people, Marks and Fleming (1999) as well as Kim and McKenry (2002) found that
being married had a positive influence on well-being. Reviewing earlier studies,
Barry (1997) concluded that there are significant relationships between
demographic characteristics (e.g., finances, leisure, living situation, social
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relationships) and life satisfaction. However, these relationships are rather modest.
Richmond et a/. (2000) found that demographic characteristics, such as income,
presence or number of children in the home and township, gender, age, marital
status, and education were associated with indicators of QOL.

With respect to people with psychiatric disorders, examination of the literature
reveals that persons with severe mental illness are important in studies
investigating the relationship between demographic characteristics and QOL. Lam
and Rosenheck (2000) collected longitudinal data from a large group of homeless
mentally ill patients, diagnosed with major depression, schizophrenia, other
psychoses, bipolar disorder, personality disorder, or anxiety disorder. Compared
with baseline measurements, improvement of QOL was associated with decreased
psychiatric symptoms, but also with increases in social support, income,
employment, and service use. Lang et al. (2002) did a literature search and found
that, for example, marital status, employment, superior economic status, high age,
few medication side effects, and low psychopathology were positively correlated
with QOL. Mercier et a/. (1998) studied the effects of age and gender on the
subjective QOL of people with severe and persistent mental illness. They
demonstrated that age was systematically related to the degree of satisfaction,
with older participants being more satisfied than younger ones.

With regard to the influence of demographic variables on QOL, Mercier (1994)
and Chan et a/. (2003) found that socio-demographic variables barely affected
subjective well-being. Bengtsson-Tops and Hansson (1999), Browne et a/. (1996),
Lehman (1983), and Sullivan et aL (1992), demonstrated that demographics were
not related to total QOL scores or general well-being.

Nowadays, the costs for psychiatric treatments (e.g., drugs, psychotherapy) are
high, while at the same time the financial means are limited. Due to newly
developed forms of psychiatric treatment, it is likely that patients with psychiatric
disorders will use health care facilities more frequently and during a long(er) period
of their life. An outcome measure such as QOL can be of great value in determining
cost-effectiveness of psychiatric treatment policies and in utility studies. This is the
more so as, apart from alleviation of symptoms, improvement of QOL is an
important goal of treatment. For QOL to be useful as an outcome measure, the
relationships between QOL and its potentially determining factors, such as
demographic variables, should be scrutinized in extensive and systematic ways.

Limitations of previous research have been (i) that QOL was not assessed

according to the current recommendations (see above), (ii) assessment of QOL in
psychiatric patients is often hampered by a substantial overlap in content between
symptoms and QOL measures (Katschnig & Angermeyer, 1997), and (iii) that the
majority of the study samples had quite specific characteristics (e.g., Bobes &
Gonz81ez, 1997; Gamma & Angst, 2002 ; Salokangas et a/., 2001 ; Schneier,
1997). As a result, clinical implications of the results remained unclear, due to low
generalizability.
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The aim of the present study was to investigate explicitly the relationships
between a broad spectrum of demographic characteristics and QOL, while
overcoming these limitations. This was done by (i) assessing QOL in a
comprehensive, culturally-sensitive, and subjective way, paying attention to the
relative importance of its various facets, while avoiding, as much as possible,
overlap in content between symptoms and QOL measure, and (ii) investigating a
general population of adult psychiatric outpatients. Furthermore, it was decided to
use also multiple regression analysis with all demographic variables as
independent variables simultaneously in the analysis to examine total percentage
of variance explained by demographic characteristics. The main hypothesis was
that this relationship, in accordance with earlier research (Chan et aL, 2003;
Mercier, 1994), would be rather weak.

Method

Participants

This study was conducted at GGZ Midden-Brabant, the community mental health
center in Tilburg, The Netherlands, after approval by the Medical Ethical Committee
of the Southern Netherlands. Participants were outpatients of Dutch ethnic origin,
referred to the center during a period of one year. Included were people aging 21-
50 years. Potential participants could enter the study in two ways: through a
selection procedure in which every third of all referrals was selected for psychiatric
evaluation, or through internal referral by colleagues (i.e., psychologists asking for
psychiatric consultation). Internal referrals were considered in order to enlarge the
sample size. After complete description of the study to the participants, written
informed consent was obtained. Exclusion criteria were inability to undergo the
various verbal and written parts of the investigation protocol (interviews to obtain
the psychiatric diagnosis and the questionnaire) due to severe mental illness,
illiteracy, dyslexia, mental retardation, problems with sight or hearing, and cerebral
damage.

Measures

Quality of life

Quality of life was measured using the WHOQOL-Bref (WHOQOL Group, 1998b),
Dutch version (De Vries & Van Heck, 1995). This is an abbreviated version of the
WHOQOL-100 quality of life assessment instrument, which is a generic,
multidimensional measure for subjective assessment of QOL (De Vries, 1996; De
Vries & Van Heck, 1995; WHOQOL Group, 1998a). It is based on the WHOQOL
Group definition of QOL, that meets an the four principles mentioned above
(instead of many existing QOL measures, which only address some of these
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principles) and minimizes an overlap in content between symptoms and the
measurement of QOL. The WHOQOL-Bref was in particular developed to enable a
brief and accurate assessment of QOL in routine clinical work, large scale

epidemiological studies, and clinical trials (WHOQOL Group, 1998b). The WHOQOL-
Bref comprises one question for each of the 24 facets in the WHOQOL-100 that
belong to one of the domains (Physical Health, Psychological Health, Social
Relationships, and Environment), and two questions to assess overall quality of life
and perceived health. Thus, it has 26 items, each with a 5-point Likert scale. In a
previous study, domain scores were found to correlate highly with the WHOQOL-
100 domain scores (WHOQOL Group, 1998b). High scores indicate good QOL. The
time of reference is the previous two weeks. We used the four-factor structure of
the WHOQOL-Bref that was found during its development and confirmed in a
previous study among a general population of psychiatric outpatients
(Trompenaars et at., 2005). In earlier research, analyses of internal consistency,
item-total correlations, discriminant validity and construct validity through
confirmatory factor analysis, indicated that the WHOQOL-Bref had good to excellent
reliability and validity in populations of psychiatric patients (Skevington et al.,
2004; Trompenaars et al., 2005).

Demographic variables

Data concerning the participants' age and sex were collected. Furthermore,
participants were asked whether they currently were involved in a partner
relationship (lasting at least four weeks), lived together with at least one other
person (e.g., partner, parents, child), had children, and whether they had a job. Sick
leave (reported sick at work; yes or no), and duration of sick leave (in weeks) were
noted. Finally, the level of education was recorded and subsequently classified
using the following categories: 'low' (i.e., no education completed at all, primary

school, individual teaching, lower level of vocational training), 'middle' (i.e., lower

general secondary education, higher general secondary education, pre-university
education, intermediate level of vocational education), and 'high' (i.e., higher level
of vocational education, university).

Statistical analyses

To determine the relationships between the WHOQOL-Bref and the demographic
variables sex, having children, partner relationship, habitual status, work, and sick
leave, Student t-tests were used (p<0.05). The relationships between the WHOQOL-

Bref and age, and duration of sick leave were examined using Pearson correlations
(p<0.05). The relationship between the WHOQOL-Bref and level of education was
determined using analyses of variance (One-Way ANOVA's with post hoc Scheffa
multiple comparison tests). To determine the amount of variance of the four
domain scores of the WHOQOL-Bref (dependent variables) explained by the
demographic variables (independent variables), multiple regression analyses
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(method stepwise) were performed. All demographics were entered as independent
variables in each multiple regression analysis. When independent variables did not
concern the whole group of participants (sick leave, duration of sick leave), dummy
variables were used: in the case of the variable sick leave, for participants who did
not report sick at work, the variable 'not reported sick' was entered. The data were
processed using the Statistical Package for the Social Sciences (SPSS, version
12.0 for Windows).

Results

Participants

During the one-year period of data-gathering, 3892 people (male: 40.4%; female:
59.6%) were referred to the outpatient clinic of the center. About half of them
(n=1559) were potential participants (male: 42.2%; female: 57.8%). The total
group that entered the study contained 533 participants (male: 46.2%; female:
53.8%); 438 participants (82.2%) entered the study through selection (male:
42.7%; female: 57.3%), and 95 through internal referral (male: 62.1%; female:
37.9%). From the 438 selected participants, 20 were unable to undergo the
research protocol, due to severe psychotic disorder (n=7), major depressive
episode (n=9), dyslexia (n=2), mental retardation (n=2), and eight persons refused
to participate (four diagnosed with antisocial personality disorder; four with
substance related disorder). From the 95 internally referred participants, six were
unable to undergo the research protocol, due to severe psychotic disorder (n=1),
substance related disorder (n=2), mental retardation (n=1), and severe visual
handicap (n=2). Four refused to participate (all diagnosed with antisocial
personality disorder). Thus, from the total group of 533 participants, 495 fully
completed the test booklet (92.9%; 410 randomly selected and 85 by internal
referral; 44.2% male, mean age 34.6 years, SD=8.6, range 21-50 years; 55.8%
female, mean age 32.6 years, SD=8.5, range 21-50 years).

At the moment of the study, 66.5% of the participants was involved in a
partner relationship (lasting more than 4 weeks), 75.4% was living together with at
least one other person (72.3% with partner (and children), 14.6% with parent(s),
7.8% with child(ren), 5.3% with others). An overlap of 79.4% existed between
partner relationship and habitual status. Of the participants, 42.2% had at least
one child, while 57.8% had none. An educational level with the qualification 'low'
was noted for 43.4% of the participants, while 45.3% were qualified as 'middle',
and the remaining 11.3% as 'high' educational level. The majority of the
participants (66.7%) had a job. However, 43.3% of them (n=143) had reported sick
at work. Of those 143 people, the mean duration of sick leave at the moment of
investigation was 16 weeks (SD=13.4; range 1-50 weeks).
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Relationship between separate demographic characteristics and QOL

With regard to sex, the main finding was that female participants had a significantly
higher score on the domain Social Relationships (t=-2.76, p<0.01). Age had
negative correlations with the QOL domains Physical Health (r=-0.11, p<0.05) and
Social Relationships (r=-0.13, p<0.01), and with the facet Overall Quality of Life
and General Health (r=-0.14, p<0.01). Participants having at least one child had a
significantly higher score on the QOL domain Psychological Health (t=2.02,
p<0.05).

The results concerning the relationship between QOL and partner relationship
are presented in Table 5.1. Participants involved in a partner relationship (n=329)
had significantly higher scores on all domains of the WHOQOL-Bref and on the facet
Overall Quality of Life and General Health. Participants living together with at least
one other person (n=373) had significantly higher scores on the domains Physical
Health, Social Relationships and Environment, and on the facet Overall Quality of
Life and General Health. No significant difference was found on the domain
Psychological Health. Participants with a job (n=330) had significantly higher
scores on the domains Physical Health and Environment. As is also shown in Table
5.1, participants who had reported sick at work (n=143) had significantly lower
scores on the domains Physical Health, Psychological Health, and Environment and
on the facet Overall Quality of Life and General Health. For the group of participants
who reported sick at work, duration of sick leave was negatively correlated with the
QOL domain Environment (r=-0.26).

Table 5.1 Student t-tests: Relationships between WHOQOL-Bref and Partner Relationship, Habitual
Status, Work, and Sick Leave.

WHOQOL-Bref Partner Habitual Status Work Sick Leave

Relationship
t p t p t p t p

Overall Quality of Life and General Health  2.94  <0.01   2.62    <0.01 1.93 0.05 -4.52 <0.001
Physical Health 2.48 <0.05 2.25 <0.05 2.89 <0.01 -11.14 <0.001
Psychological Health 2.45 <0.05 1.88 0.06 1.15 0.25 -5.59 <0.001
Social Relationships 6.77 <0.001 4.98 <0.001 0.72 0.49 -0.66 0.51
Environment 4.07 <0.001 3.94 <0.001 4.02 <0.001 -4.40 <0.001

1  t-values are positive when participants who have a partner relationship have a higher mean score
than those who are single, when participants who are living together with at least one other person
have a higher mean score than those living alone, when participants with a job have a higher mean
score than those without a job and when participants who reported sick at work have a higher mean
score than those who didn't.

2  p-values <0.05 are in bold.
3 p-values represent significance (2-tailed).
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The results concerning the relationship between QOL and level of education
are presented in Table 5.2. The significant differences that were found, mainly
existed between low educational level, on the one hand, and middle and high
educational levels, on the other hand. In general, compared with individuals with a
low education level, the results showed that a higher (middle or high) level of
education was associated with higher QOL scores. The significant differences
concerned the domains Physical Health and Environment.

Table 5.2    One -Way ANOVA concerning WHOQOL-Brefl and Educational Level.

Dependent Variable F Sig. Educational Level (mean) Educational Level (mean)

Physical Health 8.01 <0.001 low (11.19) middle (12.08)
low (11.19) high (12.68)

Environment 14.48 <0.001 low (9.67) middle (10.38)
low (9.67) high (11.11)

1 Only domains of the WHOQOL-Bref with significant mean differences between educational levels at
the 0.01 level (2-tailed), are reported. Domains are presented in Italics.

Multiple regression analyses

The results of the multiple regression analyses are shown in Table 5.3.
Although demographics explained some variance of QOL, the amount of

variance did not exceed 22.2%. Demographic characteristics explained less
variance of scores for the domains Psychological Health (7.3%) and Social
Relationships (11.0%) than for the domains Physical Health (22.2%) and
Environment (18.1%). The variable 'not reported sick' explained the highest
amount of variance in all QOL domains, with an exception for Social Relationships,
where partner relationship appeared the most important variable (8.5%). The
strongest relationship was found between the variable 'not reported sick' and the
domain Physical Health (17.1%). The variable sex did not play a role in any of the
QOL scores. In general, the demographic characteristic partner relationship
explained more of the variance of QOL (mainly regarding the domain Social
Relationships) than did habitual status.
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Table 5.3 Multiple Regression Analyses (Stepwise method), n=495.

Dependent Variable                       F p Independent Variable R2 total Beta

Overall Quality of Life 15.06 <0.001 Not reported sickl 0.06 0.25
and General Health Partner Relationship 0.08 0.11

Age 0.10 -0.20

Children 0.11 -0.12
Physical Health 35.00 <0.001 Not reported sickl 0.17 0.49

Educational Level 0.19 0.14
VVork 0.21 -0.17

Partner Relationship 0.22 0.12

Psychological Health 12.96 <0.001 Not reported sicki 0.05 0.29
Partner Relationship 0.06 0.11
VVork 0.07 -0.12

Socia/ Relationships 30.41 <0.001 Partner Relationship 0.09 0.31
Age 0.11 -0.16

Environment 27.11 <0.001 Not reported sicki 0.07 0.23
Educational Level 0.12 0.23
Habitual Status 0.17 -0.16

Partner Relationship 0.18 0.13

1 Participants with a job (n=330). who did not report sick at work (n=187).
2 Domains of the WHOQOL-Bref are presented in Italics.

Discussion

The aim of the present study was to investigate explicitly the relationship between
demographic characteristics and QOL scores in a general sample of psychiatric
outpatients.

With regard to sex and QOL, female participants were more satisfied with their
social relationships. Associations between age and QOL revealed that the older
people in our sample were less satisfied with overall QOL, physical health, and
social relationships. Age has commonly been found to correlate with the tendency
of older people to report a higher level of general life satisfaction than younger
people (Mercier et aL, 1998). This seems to be in contradiction with our findings,
but the differences we found, though significant, were minor. Moreover, the age
range of our participants was relatively small (21-50 years), while in most studies
(e.g., DeGenova, 1993; Mookherjee, 1998) the reported findings concerned
populations with a wider age range, especially above 50 years.

Participants having at least one child had only one QOL benefit over those who
had none: they scored significantly higher on the domain Psychological Health.
Findings of earlier studies concerning the relationship between well-being and
having children are inconsistent (Marks & Fleming, 1999). Having a partner
relationship was positively correlated with all aspects of QOL. Being involved in a
partner relationship was more beneficial for QOL than just cohabitating. The
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relationship between psychological well-being and marriage has been well
documented in the literature. In general, it is found to be strong and positive (Kim
& McKenry, 2002).

With regard to the QOL domains Physical Health and Environment, participants
with a job scored significantly higher than unemployed participants. Lahelma
(1992), Pugliesi (1995), and Winefield et al., (1991) reported similar findings in
populations of healthy persons. Sick leave was negatively correlated with all
aspects of the WHOQOL-Bref, with the exception of the domain Social
Relationships. Sick leave had, in particular, a strong negative correlation with
Physical Health, whereas the variable 'not reported sick' explained the highest
amount of QOL variance.

Concerning the relationship between QOL and educational level, the results
showed that a higher (middle or high) level of education was related with higher
QOL scores concerning physical health and environment. This result is in
accordance with the finding of McCoy and Filson (1996), who showed that
education was positively related to a higher sense of well-being.

An interesting finding was that the variable sex did not explain any variance in
the QOL scores. A tentative explanation for this finding could be as follows. It is
known that in healthy samples of the general population, females are, on an
average, more neurotic than males (Hoekstra et a/., 2002). As the personality
dimension neuroticism contributes substantially to subjective well-being (Costa &
McCrae, 1980; McCrae & Costa, 1991; Rusting & Larsen, 1998), it is expected that
in these samples differences in QOL scores are present between females and
males. In populations of psychiatric patients, it is assumed that both females and
males will have, as on average, high scores on the personality dimension
neuroticism, as a consequence of which the differences in QOL scores between the
sexes disappear.

If QOL is to be used as an outcome measure in health services evaluation, in
clinical (psychopharmacological) trials, and in assessing the (cost-)effectiveness
and the relative merits of different treatments of psychiatric patients, it is
necessary to identify factors (e.g., demographic, clinical, therapeutic and
psychosocial variables) that determine QOL and to quantify their relationship with
QOL. The results of the present study, although not fully comparable with previous
research, generally are in accordance with prior findings (Chan et a/., 2003;
Mercier, 1994). The added value to the current body of knowledge on the
relationships between demographics and QOL results from the following. First, QOL
was assessed using the WHOQOL-Bref, thus enabling the measurement of QOL
according to recent recommendations, i.e., in a comprehensive, culturally-sensitive,
and subjective way, paying attention to the relative importance of the various
aspects of QOL (Breslin, 1991; Bullinger et al., 1993; Hays et al., 1993; Jenkins et
al., 1990, Kuyken et a/., 1994; Laman & Lankhorst, 1994; Sartorius & Kuyken,
1994). Second, additional advantages of the WHOQOL-Bref are its good
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psychometric properties and the relatively small overlap in content between
symptoms and QOL facets (Skevington et a/., 2004; Trompenaars et al., 2005;
WHOQOL Group, 1998b). Third, the characteristics of the study sample (i.e., a
general population of adult psychiatric outpatients) were different from earlier
study populations. This provides information on the generalizability of the
relationship between demographic characteristics and QOL. Finally, all
demographics were entered as independent variables in each multiple regression
analysis, thus providing insights into the amount in which a// investigated
demographic characteristics explain QOL variance.

In conclusion, the present study has demonstrated that, with exception of the
variable 'not reported sick' in participants with a job, only a relatively small part of
the variance of the QOL scores was explained by demographic characteristics.
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Abstract

This study scrutinizes the ability of the WHO quality of life assessment instrument (WHOQOL-
100) to discriminate (i) between psychiatric outpatients and the general population, and (ii)
between subgroups of psychiatric outpatients. A sample of Dutch adult psychiatric
outpatients (n=410) completed the WHOQOL-100. In addition, DSM-IV Axis-1 and Axis-11

diagnoses were obtained. Compared with the general population, psychiatric outpatients
scored significantly lower on all aspects of self-reported quality of life (QOL). Within the group
of outpatients, participants with DSM-IV diagnoses had lower scores than those without.
Participants with diagnoses on both Axis-1 and Axis-11 of DSM-IV (comorbidity) had the lowest
self-reported QOL. It is concluded that in psychiatric outpatients, outcome scores of self-
reported QOL were negatively related to presence and degree of psychopathology. The
WHOQOL-100 has good discriminant ability for psychiatric outpatients.
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Introduction

Quality of life (QOL) has become an important concept in research and treatment
practice. Classical treatment endpoints, such as morbidity and mortality, do not
fully represent the potential outcomes of treatment interventions (Gladis et a/.,
1999; Power et a/., 1999). Evaluation of new treatments not only requires insight
into outcome measures, such as the reduction of symptoms and the occurrence of
possible side-effects, but also into the impact they have on patients' QOL.
Furthermore, outcome measures such as QOL can be valuable in making choices in
treatment policies.

With regard to the field of psychiatry, the fundamental change in Western
mental health care systems from institutionalized care to community care has led
to an increase in the interest in the effects of mental disorders on aspects of
everyday life, QOL being one of the main outcome measures (Katschnig &
Krautgartner, 2002).

In 1991, the World Health Organization started a project to develop an
instrument for the assessment of QOL, the World Health Organization Quality of Life
assessment instrument (WHOQOL-100), which assesses QOL in a comprehensive,
culturally-sensitive, and subjective way, paying attention to the relative importance
of various facets of QOL (WHOQOL Group, 1998). In this project, QOL was defined
as 'the individual's perception of his/her position in life within the context of the
culture and value systems in which he/she lives and in relation to his/her goals,
expectations, standards, and concerns. It is a broad ranging concept incorporating,
in a complex way, the person's physical health, psychological state, level of
independence, social relationships, personal beliefs and relationship to salient
features of the environment' (De Vries, 1996; De Vries & Van Heck, 1995;
WHOQOL Group, 1994).

As distinct from the WHOQOL-100, which assesses subjectively experienced
QOL, several 'objective' QOL measures are available, which, strictly speaking, only
assess health-related indicators of QOL (e.g., health status, health care use)
(Covinsky et a/., 1999; De Vries, 1996; Smith et a/., 1999). On the basis of the
definition of QOL by the WHO (WHOQOL Group, 1994), such 'objective' measures
should not be used (Suurmeijer et al., 2001). After all, the patient is the person
who must define his or her own QOL, because only he or she knows how he or she
feels, how a disorder affects his or her vigor, self-confidence, ability to socialize,
obtain work, and function at home and on the job. And although the patient's
reports surely may be biased, the doctor's may be too (Devinsky & Cramer, 1993).
Worldwide, the WHOQ0L100 has undergone testing on its psychometric aspects,
which are qualified as good (Masthoff et a/., 2005; WHOQOL Group, 1998).
Generally, the WHOQOL-100 is considered a promising instrument for the
assessment of subjective QOL (Power et aL, 1999).
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Until now, research with the WHOQOL-100 has mainly focused on patients
with somatic disorders (e.g., De Vries et a/., 2000,2004; Skevington et a/., 2001).
Studies with the WHOQOL-100 among patients with psychiatric disorders are
scarce. The few existing studies mainly focus on depression. For instance,
Angermeyer et al (2002) investigated the self-reported QOL of patients with a
depressive disorder after their discharge from hospital. Self-reported QOL was
lower on all domains of the WHOQOL-100 compared with patients with depression
in remission and the published norms for the general population. Bonicatto et al.
(2001) used the WHOQOL-100 in ambulatory depressed patients, who met the
DSM-IV criteria for current major depression. Self-reported QOL was found to be
significantly lower on all domains of the WHOQOL-100 compared with healthy
persons and individuals with chronic somatic pathologies. Skevington and Wright
(2001) examined changes in self-reported QOL in patients with moderate
depression who received antidepressant medication. It was concluded that self-
reported QOL increased significantly during the eight weeks following the start of
the antidepressant medication. Orsel et a/. (2004) investigated the reliability and
clinical sensitivity of the WHOQOL-100 in patients with schizophrenia and
concluded that the scale is reliable and could be used fruitfully as an outcome
measure in clinical studies.

Research concerning the discriminant ability of the WHOQOL-100 in
psychiatric outpatients has not been performed systematically. Therefore, the
objective of the present study was to scrutinize the discriminant ability of the
WHOQOL-100 within a heterogeneous group of psychiatric outpatients and
between groups of outpatients and non-patients. In the present study, discriminant
ability was defined in terms of the ability to make differentiations between
subgroups with regard to both the presence and degree of psychopathology.

In accordance with earlier research with the WHOQOL-100, it was assumed
that the psychiatric outpatient group, in comparison with the general population,
would have a lower self-reported QOL. It was also expected that within the total
group of people referred to the community mental health center, the people with a
psychiatric diagnosis, according to DSM-IV, would have a lower self-reported QOL,
when compared with the people who did not obtain such a diagnosis. Finally, the
lowest self-reported QOL was expected in participants with comorbidity (i.e., having
DSM-IV diagnoses on Axis-1 and Axis-Il). In conclusion, it was expected to find a
decrease in self-reported QOL scores ranging from the highest values for the
general population, to the lowest for the psychiatric outpatients with comorbidity.

Method

Data were derived from a sample of a population of psychiatric outpatients. These
data were compared with published norms for the general Dutch population (GDP)
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(De Vries, 1996; De Vries & Van Heck, 2003). Furthermore, comparisons were
made within the group of psychiatric outpatients in order to examine the ability of
the WHOQOL-100 to discriminate between the presence or absence of psychiatric
diseases, personality disorders, and comorbidity. For this reason the group of
psychiatric outpatients was divided into four groups (see below). Some
demographic characteristics were recorded so that they could be controlled for as
potential confounders.

Psychiatric outpatients: setting and study population
In the period from March 1, 2001 till March 1, 2002, data were collected from
psychiatric outpatients at GGZ Midden-Brabant, the community mental health
center in Tilburg, the Netherlands. Approval was received from the regional Medical
Ethical Committee. In order to minimalize a possible language and/or cultural bias,
all participants were outpatients of Dutch ethnic origin, aged 21-50 years. This age
criterion was set to match the inclusion criteria of another study involving the same
study population. Potential participants entered the study through a selection
procedure, in which one third of all referrals was selected directly for psychiatric
evaluation. After description of the study, written informed consent was obtained.
Exclusion criteria were inability to undergo the interviews and to fill in the
questionnaire due to severe mental illness, illiteracy, dyslexia, mental retardation,
sight or hearing problems, and cerebral damage.

General Dutch population: procedure of data collection

The reference population was taken from a pooled data set (n=593) based on
three Dutch general population studies, collected between 1996 and 2002 (De
Vries & Van Heck, 2003). For the present study, all participants of Dutch ethnic
origin aged 21 through 50 were selected. This resulted in a group of 403 persons.

Division into subgroups: procedure

The group of psychiatric outpatients was divided in the following way. Participants,
who did not obtain a DSM-IV diagnosis on either Axis-1 or Axis-11, after psychiatric
evaluation (method of evaluation: see under subheading 'Instruments'), were
placed in the group 'non-case' (A); participants, who were diagnosed with one or
more DSM-IV Axis-1 and/or Axis-11 diagnoses, formed the group 'case' (B). In
addition, the group 'case' was divided into two subgroups: the 'single axis
morbidity' group (C) and the 'comorbidity' group (D). Group C consisted of
participants with one or more DSM-IV diagnoses on either Axis-1 (group C-1) or Axis-
11 (group C-2; personality disorders). The D group contained participants diagnosed
with one or more DSM-IV diagnoses on both Axis-1 and Axis-11.

103



Measures

Participants were asked to complete the WHOQOL-100. In addition, they underwent
two semi-structured interviews in order to obtain DSM-IV Axis-1 and Axis-11

diagnoses. The interviews were held in two separate sessions for obtaining Axis-1

and Axis-11 diagnosis, respectively.

Self-reported quality of life

Self-reported quality of life was measured using the WHOQOL-100 (WHOQOL

Group, 1994; Dutch version, De Vries & Van Heck, 1995), a generic
multidimensional measure for use in a wide spectrum of psychological and physical
disorders. The 100 items, which are attached to various 5-point Likert scales, are
organised in 25 facets, including the Overall Quality of Life and General Health
facet. We used the four-domain structure of the WHOQOL-100 (Power et al., 1999;
WHOQOL Group, 1998): Physical Health, Psychological Health, Social

Relationships, and Environment. With regard to content validity, the facets Physical
Environment and Transport were excluded on the basis of frequency distribution
problems (Masthoff et al., 2005). For an overview of the WHOQOL-100 facets and
their nesting in the four domains: see Table 6.1. High scores indicate good self-
reported QOL, except for the facets Pain and Discomfort, Negative Feelings, and
Dependence on Medication or Treatments, which are negatively framed. The time
of reference is the previous two weeks. The WHOQOL-100 has good to excellent
psychometric properties in patients with somatic diseases as well as in patients
with psychiatric disorders (Masthoff et a/., 2005; Skevington & Wright, 2001).

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1) were used (Giel & Nienhuis, 1996; Wing et a/., 1990,
1998). This is a comprehensive semi-structured diagnostic interview aimed at the
assessment and classification of psychiatric disorders in adults. The interviews

were administered by two psychiatrists (EDM, FJT) trained and certified at the
Dutch WHO center. Most of the psychometric studies have only examined earlier
SCAN versions or parts of the current version (Andrews et aL, 1995; Nelson et al.,
1999). In contrast, Rijnders et al. (2000) have tested the integral SCAN 2.1. They
found that overall reliability was moderate to substantial and test-retest reliability
fair to moderate. In the standardised situation using videotaped interviews by
experts, sensitivity as well as specificity proved to be substantial to almost perfect.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-11

Personality Disorders (SCID-11,2.0; First et al., 1997; Spitzer et a/., 1990; Dutch
version, Weertman et aL, 2000), was used. This is a semi-structured interview with
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140 items, organised by diagnosis, covering the ten personality disorders included
in DSM-IV Axis- 11 and the two personality disorders listed in the DSM-IV Appendix
(i.e., diagnoses requiring further study). It provides categorical diagnoses as well as
dimensional scores for each disorder. Maffei et al. (1997) found that interrater

reliability was good for categorical diagnoses as well as dimensional diagnoses;
internal consistency for the dimensional scales proved to be satisfactory. The SCID-
11 interviews were administered by two psychiatrists (EDM, FJT), trained for this
specific purpose.

The following demographical characteristics were recorded: age, gender, job
status, and educational level. The level of education was classified using the
following categories: 'low' (i.e., no education completed at all, primary school,
individual teaching, lower vocational training), 'middle' (i.e., lower general
secondary education, higher general secondary education, pre-university
education, intermediate vocational education), and 'high' (i.e., higher vocational
education, university).

Statistical analyses

Mean scores and standard deviations for the various groups were calculated on
the domains and facets of the WHOQOL-100. Differences between the GDP group
and the psychiatric outpatient group and between the subgroups 'case' and 'non-
case' were examined using two-tailed independent sample t-tests. A p-value<0.002
was considered to reflect statistical significance. Effect sizes (42) were calculated

and qualified with regard to their clinical significance: 0.01 is a small effect; 0.06 is
a moderate effect; >0.14 is a large effect (Cohen, 1988). The WHOQOL-100 is only
useful as an outcome measure if it has a sufficient discriminant validity. This can
be investigated by using QOL-scores (domains or facets) as predictors in
discriminant analyses. In the present study, two discriminant analyses on domain
scores were performed in order to investigate if, and to what extent, outcome
scores of self-reported QOL could predict whether (i) participants were belonging to
the psychiatric outpatient or the GDP group, and (ii) whether they were suffering
from psychopathology, according to DSM-IV classification (case) or not (non-case).
For each of these two discriminant analyses one canonical discriminant function
was used, Wilks' Lambda, and pooled within-group correlations between

discriminating domain variables and the standardized canonical discriminant
function were calculated. In addition, case classification results were provided (the
applied baseline classification probability was equal probability for each group).
Analyses of variance (One-Way ANOVA's with post hoc Bonferroni comparison tests;
p<0.002 after Bonferroni correction) were conducted to investigate differences in
QOL scores between the groups of psychiatric outpatients (A, Cl, C2, and D) and
controls (group GDP) (cf. Table 6.2). The demographical variables age, gender and
- if appropriate - job status and level of education were entered as co-variates in
the analyses in order to control for confounding effects. The data were processed
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using the Statistical Package for the Social Sciences (SPSS, version 12.0 for
Windows).

Results

Psychiatric outpatients: sample characteristics

During a one year period, 3892 people (male: 40.4%; female: 59.6%) were referred
to the outpatient clinic of the center. About half of them (n=1559) were potential
participants (male: 42.2%; female: 57.8%). The total group that entered the study
contained 438 participants (male: 42.7%; mean age: 34.7 years, SD=8.3; female:
57.3%; mean age: 32.8 years, SD=8.2). From this group, 28 participants were
unable to undergo the research protocol, due to severe psychotic disorder (n=7),
major depressive episode (n=9), dyslexia (n=2), mental retardation (n=2), and
refusal to participate (n=8; four diagnosed with antisocial personality disorder; four
with substance related disorder). Thus, 410 participants completed the test
booklet (total response rate: 93.6%; male: 41.2%; mean age: 34.8 years, SD=8.4;
female: 58.8%; mean age: 32.5 years, SD=8.2). From this group, 54 participants
(13.2%) were placed in group A (male: 37.0%; mean age: 36.2 years, SD=6.3;
female: 63.0%; mean age: 34.7 years, SD=7.9), the other 356 participants (86.8%)
in group B (male: 41.9%; mean age: 34.6 years, SD=8.7; female: 58.1%; mean
age: 32.2 years, SD=8.2). Group B was further divided into the subgroups C
(n=224; male: 42.4%; mean age: 35.6 years, SD=8.9; female: 57.6%; mean age:
32.4 years, SD=8.3), and D (n=132; (male: 40.9%; mean age: 32.8 years, SD=8.3;
female: 59.1%; mean age: 31.7 years, SD=8.0). Finally, group C was divided into
the subgroups C-1 (n=150; male: 40.0%; mean age: 34.7 years, SD=9.1; female:
60.0%; mean age: 31.9 years, SD=7.9) and C-2 (n=74; male: 47.3%; mean age:
37.1 years, SD=9.2; female: 52.7%; mean age: 33.4 years, SD=9.2).

General Dutch Population: sample characteristics

The group 'General Dutch Population' (GDP) contained 403 participants of Dutch
ethnic origin, aged 21-50 years (male: 22.3%; mean age: 37.5 years, SD=7.6;
female 77.7%; mean age: 37.1 years, SD=8.2). Differences in sex-ratio between
the group GDP and the group psychiatric outpatients could bias comparisons of
self-reported QOL. Therefore, both groups were matched for this ratio, prior to
analyses. From the 313 females of the GDP group, 128 were randomly selected.
The final GDP group contained 218 participants (male 41.3%; mean age: 37.5
years, SD=7.6; female 58.7%; mean age: 37.4 years, SD=8.2). The group of
psychiatric outpatients (mean age: 33.4 years, SD=8.4) was somewhat younger
than the GDP group (mean age: 37.5 years, SD=7.9) (p<0.001).
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Psychiatric outpatients versus the General Dutch Population

After the influence of age and gender were partialed out, significant differences
were found between the GDP group and the psychiatric outpatient group on all
domains and facets of the WHOQOL-100. The GDP group had the highest self-
reported QOL on all domains and facets (e.g., Overall QOL and General Health,
t=17.5, p<0.001; Physical Health, t=17.3, p<0.001; Psychological Health, t=18.6,
p<0.001; Social Relationships, t=11.0, p<0.001; Environment, t=14.0, p<0.001).
Effect sizes were small for the facet Sexual Activity, moderate for the facets Body
Image and Appearance, Mobility, Physical Safety, Home Environment, Financial
Resources, and Health and Social Care, Availability and Quality. They were large for
all domains and the remaining facets. For the discriminant analysis, Wilks' Lambda
(0.61) showed a statistically significant (p<0.001) association between groups and
predictors. The following factor loadings of the domain variables on the
discriminant function were found: Psychological Health: 0.93; Physical Health:
0.86; Environment: 0.86; Social Relationships: 0.55. The results of the
discriminant analysis revealed a correct classification of 81.5% of the psychiatric
outpatient group and 83.4% of the GDP group. Overall, 82.1% of the participants
from the psychiatric outpatient and GDP groups was correctly assigned to belong to
their respective groups.

Non-case versus Case

Significant differences were found between group A (non-case) and B (case) on a//
domains and facets of the WHOQOL-100, except for the facet Spirituality, Religion,
Beliefs. In each instance, group A had the highest domain and facet scores (e.g.,
Overall QOL and General Health, t=-5.7, p<0.001; Physical Health, t=-6.1, p<0.001;
Psychological Health, t=-5.4, p<0.001; Social Relationships, t=-4.7, p<0.001;
Environment, t=-5.0, p<0.001). Age, gender, job status and educational level,
which we controlled for, had no impact. Effect sizes were moderate for the domains
Physical Health, Psychological Health, and Environment, and for the facets Overall
QOL and General Health, Pain and Discomfort, Activities of Daily Living, Working
Capacity, and Negative Fellings. The domain Social Relationships and all the
remaining facets had small effect sizes. For the discriminant analysis, Wilks'
Lambda (0.90) showed a statistically significant (p<0.001) association between
groups and predictors. The following factor loadings of the domain variables on the
discriminant function were found: Physical Health: 0.91; Psychological Health:
0.80; Environment: 0.74; Social Relationships: 0.57.The discriminant analysis
revealed that 68.5% of the cases from group A, and 71.3% of those from group B
were correctly classified, giving an overall accurate prediction of 71.0%.
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Comparisons between GDP and several subgroups of psychiatric outpatients

Effect sizes were large for all domains and facets of the WHOQOL-100, with the
exception of the facets Body Image and Appearance, Sexual Activity, Physical
Safety, Home Environment, Financial Resources, and Health and Social Care,
Availability and Quality, which had moderate effect sizes. On almost all domains
and facets of the WHOQOL-100, significant differences were found between the
GDP group and the subgroups of psychiatric outpatients. Within the population of
psychiatric outpatients, significant differences in self-reported QOL were found
between the subgroups. In general, participants with Axis-1-morbidity, Axis-11-
morbidity, or comorbidity reported a significantly lower QOL compared with the
group 'non-case'. No significant differences were found in self-reported QOL
between participants with either Axis-1 or Axis-11 diagnoses. Overall, participants
suffering from comorbidity had the lowest self-reported QOL (see Tables 6.1 and
6.2). Again, age, gender, job status, and educational level (job status and
educational level could not be controlled for in the comparisons in which the GDP
group was involved) did not play a sizeable role.
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Table 6.1 Scores on the WHOQOL-100: GDP group, Non-cases (group A), Axis-1-morbidityl (group Cl),
Axis-11-morbidity.2 (group C2). and Comorbidity3 (group D)

Domains and facets of the GDP Group A Group Cl Group C2 Group D

WHOQOL-100 (n=218) (n=54) (n=150) (n=74) (n=132)

Mean(SD) Mean (SD) Mean (SD) Mean (SD) Mean(SD)

Overall QOL and GH 15.5 (3.2) 12.9 (2.8) 11.1 (3.4) 10.5 (3.0) 9.6 (2.7)
Physical Health 16.4 (2.7) 14.5 (2.8) 12.4 (3.0) 12.5 (2.5) 11.4 (2.3)

Pain and Discomfort 9.6 (3.0) 11.0 C3.1) 13.2 (3.1) 13.6 (3.0) 13.7 (2.7)
Energy and Fatigue 14.1 (3.4) 11.5 (3.7) 10.0(3.7) 10.0 (3.7) 9.1 (3.1)

Sleep and Rest 14.5 (2.4) 14.4 (4.4) 12.0 C4.6) 12.6 (4.1) 11.0 (4.6)
Mobility 17.6 (3.1) 16.1 (3.6) 14.5 (3.9) 15.7 (3.3) 13.9 (3.8)
ADL 16.5 (3.3) 13.9 (3.5) 11.9 (3.5) 11.5 (3.4) 10.5 (3.1)

Medication4 6.2 (3.5) 7.9 (4.1) 10.5 (4.4) 9.9 (3.9) 11.2 (4.1)

Working Capacity 16.5 (3.5) 14.2 (4.1) 11.8 (10.7) 11.5 (4.1) 10.2 (3.7)
Psychological Health 14.6 (2.0) 12.6 (2.1) 11.5 (2.3) 10.9 (2.1) 10.2 (2.1)

Positive Feelings 14.5 (2.4) 12.4 (2.5) 11.2 (2.9) 10.2 (2.8) 9.8(2.8)
Cognitive Functions4 14.9 (2.6) 13.0 (2.7) 11.7 (3.0) 11.2 (2.9) 10.7 (3.0)
Self Esteem 14.2 (2.4) 12.3 (2.7) 11.0 (2.8) 10.5 (2.9) 9.7 (2.8)
Body Image4 15.9 (3.2) 14.5 (3.8) 14.0 (3.8) 13.1 (4.2) 12.1 (4.5)
Negative Feelings 9.6 (3.4) 12.1 (3.3) 14.3 (3.1) 14.9 (2.9) 15.4 (2.2)
Spirituality4 12.9 (3.4) 10.5 (3.5) 10.3 (3.3) 10.0 (3.2) 9.5 (3.3)

Social Relationships 15.2 (2.7) 14.0 (2.2) 13.1 (2.7) 12.5 (2.8) 11.6 (2.9)
Personal Relationships 15.6 (2.7) 14.1 (2.4) 13.1 (3.1) 12.0 (3.2) 11.5 (2.9)
Social Support 15.7 (3.1) 14.1 (3.3) 13.6 (3.2) 12.4 (3.0) 11.8 (3.5)
Sexual Activity 14.4 (3.7) 13.7 (3.6) 12.6 (4.0) 13.1 (4.6) 11.4 (4.5)

Environment 15.6 (2.0) 14.5 (2.0) 13.5 (1.9) 12.6 (2.1) 12.4 C2.1)
Physical Safety4 15.8 (3.6) 14.9 (2.9) 14.1 (2.7) 13.9 (3.2) 13.4 (2.8)
Home Environment 15.7 (2.8) 14.9 (3.0) 14.1 (3.4) 13.0 (3.2) 12.9 (3.8)
Financial Resources 15.8 (3.4) 14.8 (4.1) 14.1 (3.6) 12.7 (4.1) 12.6 (4.5)
Health and Social Care4 14.8 (2.5) 14.4 C2.6) 13.6 (2.3) 12.5 (2.6) 12.8 (2.5)

Information and Skills'l 16.1 (2.6) 14.7 (2.7) 13.7 (2.8) 12.8 (3.0) 12.7 (2.7)
Recreation4 15.9 (3.7) 13.1 (3.0) 11.4 (3.2) 11.1 (3.2) 10.3 (2.7)

GDP=General Dutch Population; QOL=Quality of Life; GH=General Health; ADL=Activities of Daily Living.
1 Axis-|-morbidity: participant with diagnosis on Axis-1 and no diagnosis on Axis-11 according to DSM-IV.
2 AXiS-||-morbidity: participant with diagnosis on Axis-11 and no diagnosis on Axis-1 according to DSM-IV.
3 Comorbidity: participant with diagnoses on both Axis-1 and Axis-11 accordingto DSM-IV.

4 Medication=Dependence on Medication or Treatments; Cognitive Functions=Thinking, Learning,
Memory and Concentration; Body Image=Body Image and Appearance; Spirituality=Spirituality /
Religion / Beliefs; Physical Safety=Physical Safety and Security; Health and Social Care=Health and
Social Care, Availability and Quality; Information and Skills=Opportunities for Acquiring New
Information and Skills; Recreation=Participation in and Opportunities for Recreation.

5  Domains are presented in Italics.
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Table 6.2 One-Way ANOVA (with Post Hoc Bonferroni) concerning domains and facets of the WHOQOL-
100 (dependent variables) and GDP group and subgroups of psychiatric outpatients.

Dependent variable F Sig. GDP GDP GDP GDP  A A A   Cl  Cl  C2
v. A  v. Clv.(2  v. D  v. Clv.(2  v. D  v.(2  v. D v. D

Overall QOL and GH 94.56<0.001 + + + + + +            +                           +

Physical Health 93.03 <0.001 + + + + + ++
Pain and Discomfort 59.82 <0.001                +         +         + + + +
Energy and Fatigue 56.19<0.001 + + + +      +
Sleep and Rest 45.89<0.001              +        +        +                            +
Mobility 28.01 <0.001 ++ + +
ADL 85.97 <0.001 + + + + + + +
Medication5 43.21<0.001          +     +     +     +            +
Working Capacity 65.95<0.001  +     +     +     + + + +

Psychological Health 108.49<0.001 + +++ ++ +
Positive Feelings 81.87 <0.001 + +++ ++ +
Cognitive Functionss 58.85<0.001 + +     +     +                 +

Self Esteem 69.85 <0.001 + +++ ++ +
Body Image5 21.74<0.001 +    +     +                 +           +

Negative Feelings 103.49<0.001 + + + + + + +
Spiritualitys 28.39 <0.001 + +            +            +

Social Relationships 41.48<0.001 +    +    +                +          +
Personal Relationships 50.83<0.001 +++ ++ +
Social Support 35.43<0.001 +    +    +                +          +

Sexual Activity 12.70<0.001              +                  +
Environment 64.54 <0.001 + +++ ++ +

Physical Safetys 14.33<0.001          +     +     +
Home Environment 21.14<0.001              +        +        +                            +
Financial Resources 18.37 <0.001 +            +            +

Health and Social Cares 20.54<0.001 +++ ++
Information and Skills5 42.10<0.001 +++ ++
Recreation5 79.60<0.001  +     +     +     +                  +

GDP=General Dutch Population; QOL=Quality of Life; GH=General Health; ADL=Activities of Daily Living.
1 A=group Non-case.
2 Cl=Axis-1-morbidity: participant with diagnosis on Axis-1 and no diagnosis on AKis-11 according to DSM-

IV.

3 (2=Axis-It-morbidity: participant with diagnosis on Axis-11 and no diagnosis on Axis-1 according to DSM
IV.

4 D=Comorbidity: participant with diagnoses on both Axis-l and Axis-Il according to DSM-IV.
5 Medication=Dependence on Medication or Treatments; Cognitive Functions=Thinking, Learning,

Memory and Concentration; Body Image=Body Image and Appearance; Spirituality=Spirituality /
Religion / Beliefs; Physical Safety=Physical Safety and Security; Health and Social Care=Health and
Social Care, Availability and Quality; Information and Skills=Opportunities for Acquiring New
Information and Skills; Recreation=Participation in and Opportunities for Recreation.

6  Domains are presented in Italics.
7   Presence of significant differences between groups at the .002 level are indicated (+).
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Discussion

The objective of this study was to scrutinize the discriminant ability of the WHOQOL-
100 for psychiatric outpatients. Potential confounders such as age, gender and - if
appropriate - job status or level of education had no confounding effects on the
obtained study results. In comparison with the GDP group, the psychiatric
outpatient group had a lower self-reported QOL. Due to the fact that the sample
representing the general population contained presumably an unknown proportion
of cases and 13.2% of the subjects included in the outpatient sample ('non-cases')
were undiagnosed, the present outcome reflects a conservative estimation of the
difference studied. The finding that the presence of psychopathology is negatively
related to self-reported QOL, is in accordance with prior studies among depressives

(Simon, 2003), persons with an anxiety disorder (Schneier, 1997), and
schizophrenics (Bobes & Gonzdlez, 1997). This result is also in accordance with
findings of studies in which the WHOQOL-100 was used as a measure to assess
subjective QOL (Angermeyer et at., 2002; Bonicatto et al., 2001). However, the
difference between these studies and the present study is that the study samples
of Angermeyer et al. and Bonicatto et a/. consisted of patients with a depression,
whereas the sample of the present study contained not only a number of patients
with mood related disorders, but reflected the broad spectrum of both / (is-1 and /
or Axis-11 diagnoses, according to DSM-IV. In this sense, the present study adds to
the body of knowledge of the relationship between the presence of
psychopathology and self-reported QOL, as it demonstrates that not only some
specific psychiatric disorders (e.g., depression, anxiety disorders, schizophrenia)
lead to a decrease in QOL, but that it is likely that this conclusion can be applied to
psychiatric disorders in genera/, including the personality disorders.

Results further demonstrate that a gradual increase in the severity of
psychopathology was accompanied by a gradual decrease in self-reported QOL. The
highest QOL scores were (as could be expected) obtained by the general population
(GDP-group). This group was followed by that of the psychiatric outpatients who,
after psychiatric evaluation, did not obtain a diagnosis, according to DSM-IV. The
next group were the outpatients who obtained a psychiatric diagnosis, according to
DSM-IV classification criteria (Axis-1 morbidity and/or Axis-11 morbidity). Finally, the
lowest QOL scores were obtained by participants with Axis-1 and Axis-11 comorbidity.
This is fully in accordance with the clinical experience that patients with such
comorbidity often intensely suffer due to their severe psychiatric symptoms. The
presence of a personality disorder has a negative influence on all domains of self-
reported QOL.

Because this study was correlational, it cannot be determined whether the
connection between personality disorders and QOL is a direct causal one, or
whether personality disorders lead to a certain lifestyle which, in turn, causes low
self-reported QOL. Experimental studies involving mood induction, however, have
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shown that personality has a direct effect on emotions and that individuals respond
differently to emotional events in their lives, depending on their personality (Larsen
& Buss, 2005). This suggests that the relationship between personality disorders
and QOL is a direct and causal one.

An important finding was that not only the psychiatric outpatient group as a
whole, but the defined subgroups as well, had low scores on a// the domains and
facets of the WHOQOL-100. This indicates that the presence of psychiatric
complaints (from mild to severe) has an important and broad-ranging influence on
the self-reported QOL of the people who suffer from them. The implication from this
finding is that treatment of psychiatric disorders not only should concentrate on an
alleviation of psychiatric symptoms, but also should be directed at the
consequences of the psychiatric problems in a more general way, for instance, in
efforts to improve social relationships, social support, and environmental
circumstances.

The WHOQOL-100 scores which were obtained in this study can be used as
references for research of self-reported QOL of psychiatric outpatients.
Discriminant analyses showed that in the vast majority of cases, self-reported QOL
scores could predict whether patients belonged to the psychiatric outpatient or the
GDP group and whether patients were suffering from psychopathology (case) or not
(non-case).

Thus far, the WHOQOL-100 has been shown to have an excellent reliability and
content and construct validity in somatic and psychiatric patients (De Vries, 1996;
Masthoff et al., 2005), and has proven to be sensitive to changes in severity of
somatic diseases (De Vries & Van Heck, 1997; O'Carroll et al., 2000). The results
demonstrate that, in addition, the WHOQOL-100 is able to differentiate with regard
to both the presence and degree of psychopathology in psychiatric outpatients,
and, thus, has a good discriminant validity. This does not mean that the WHOQOL-
100 is intended to be used as a predictor of mental health status. The good
psychometric properties of the WHOQOL-100, such as its good discriminant
validity, point out that the instrument can be useful as an outcome measure in
clinical practice.

The present study adds to the body of knowledge about the relationship
between self-reported QOL and psychopathology. Additional value lies in the
examination of a population of psychiatric outpatients suffering from a broad
spectrum of disorders, the use of a control group, the extensive diagnostical
procedure in which not only Axis-1 diagnoses but also Axis-11 diagnoses of the
participants were assessed, and the way self-reported QOL was operationalized.

A limitation of the present study is its cross-sectional design. This hampers a
judgement about the direction of the relationships that were found between the
presence and severeness of psychopathology and QOL. Furthermore, the used
selection criteria (outpatient population under study was sampled from only one
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regional mental health center; restriction of ethnic and age diversity) restrict the
generizability of the found results.

In sum, the findings of this study show that self-reported QOL scores are
negatively related to both the presence, as well as the degree of psychopathology,
and that the discriminant ability of the WHOQOL-100 is good. In 1999, Skevington
(p. 449) stated that 'demand is increasing for a good quality-of-life measure that
will enable health and health care interventions to be properly evaluated, and such
an instrument can assist with policymaking and planning in health service'. As the
WHOQOL-100 not only has good psychometric properties, but also has good
discriminant ability, it can adequately be used for the purposes mentioned above
with regard to the field of psychiatric health care.
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Abstract

Quality of life (QOL) has become a topic of growing interest in medical and psychiatric
practice in general, and in research in particular. Although the body of knowledge about the
complex relationship between QOL and psychiatric disorders is growing, understanding this
relationship still remains difficult. Therefore, the aim of the present study was to get more
and new insights into this relationship. It was hypothesized that QOL would be negatively
related to the presence as well as the severity of psychopathology. A random sample of
Dutch adult psychiatric outpatients (n=410) completed the WHOQOL-Bref. In addition, DSM-
IV Axis-1 and Axis-11 diagnoses were obtained. Comparisons were made between scores of the
psychiatric outpatients, diagnostic subgroups within this population, and the scores of a
general population. Compared with the general population, psychiatric outpatients scored
Significantly worse on all aspects of QOL. Within the group of outpatients, participants with
DSM-IV diagnoses, had worse scores than those without. Participants with comorbidity had
the worst QOL. It is concluded that QOL scores are negatively related to both the presence
and the severity of psychopathology, and that the presence of a personality disorder plays a
role in subjectively experienced QOL.
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Introduction

Since the past few decades, quality of life (QOL) has become an important concept
in medical research and treatment practice in general. Different reasons are given
for this development. First, newly invented medical techniques, though useful,
often are, at the same time, (very) expensive. In times where financial resources
are scarce and health care professionals are made financially accountable for their
decisions, outcome measures such as QOL can be of use in making choices in
treatment policies. Second, evaluation of new drugs and treatments not only
requires insight into outcome measures such as reduction of symptoms and
occurrence of possible side-effects, but also into the impact they have on the QOL
of patients involved. Third, although developments in terms of diagnostics and
treatments have produced a decline in mortality and morbidity rates accompanied
by a prolongation of life, they have, nonetheless, often failed to achieve a restitutio
ad integrum. This means that patients have to live, and come to terms, with long
lasting disabilities and handicaps. A consequence of this is that the use of the
concept of QOL is growing, since classical medical endpoints, such as morbidity
and mortality, not fully represent the potential outcomes of medical interventions
(Gladis eta/., 1999; Power et a/., 1999; Van Nieuwenhuizen, 1998).

The reasons mentioned above for the increasing interest in QOL can also be
applied to the field of psychiatry. In addition to this, the fundamental change in
Western mental health care systems from institutionalized care to community care
should be mentioned, as this development led to an increase in the interest in the
effects of mental disorders on aspects of everyday life, QOL being one of the main
outcome measures (Katschnig & Krautgartner, 2002).

From the 1980s onwards, many instruments have been developed for the
assessment of functioning in daily life. Although these instruments often are
labelled as general 'quality of life' measures, strictly speaking, they assess health
status. In healt status research, the aim is to assess functioning itself (e.g., with
questions like 'Can you work during eight hours?'). In contrast, QOL research
focuses on the personal evaluation of functioning (e.g., 'Are you satisfied with your
working capacity?'). Thus, while health status assesses peoples functioning, QOL
concerns peoples evaluation of functioning.

The body of knowledge on the relationship between QOL and psychiatric
disorders is growing. Several studies have demonstrated that the presence of
psychopathology is negatively related to subjective experienced QOL. For instance,
according to Schneier (1997), 'the anxiety disorders seem to impair QOL through
the distress of anxiety itself, the avoidance behavior related to anxiety, and the
stigma attached to having emotional problems'. With regard to the QOL of
schizophrenic patients, Bobes and Gonz lez (1997) concluded that 'several
studies have confirmed the intuitive idea that patients with severe chronic mental
illness have an impoverished quality of life, compared with that of the general
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population and other physically ill patients'. Simon (2003) noted that 'abundant
evidence demonstrates a strong cross-sectional association between depression
and decrements in self-reported functional status or quality of life'.

In spite of the available results of studies such as mentioned above,
understanding the complex relationship between psychopathology and QOL still
remains difficult due to three reasons. First, according to the literature, QOL should
be assessed in a comprehensive, culturally-sensitive, and subjective way, paying
attention to the relative importance of its various facets (Breslin, 1991; Bullinger et
at., 1993; Hays et al., 1993; Jenkins et al., 1990; Kuyken et al., 1994; Laman &
Lankhorst, 1994; Sartorius & Kuyken, 1994). In many studies, however, QOL has
not been assessed according to all these principles. Second, the assessment of
both QOL and psychiatric disorders is often hampered by an overlap in content
between symptoms and QOL measures (Katschnig & Angermeyer, 1997). Third,
with regard to the field of psychiatry, numerous studies on QOL mainly
concentrated on exclusively selected study populations (e.g., Ades et a/., 2002;
Black, 1999; Bobes & Gonzdlez, 1997; Schneier, 1997; Simon, 2003), hampering
the applicability of the results in daily practice.

It can be expected that patients with (severe) psychiatric disorders use health
care facilities in an intense way during a long period of their life. In the present
time, the costs for (newly developed) psychiatric treatments (e.g., drugs,
psychotherapies, specialized clinical care) are high, while at the same time the
financial means are limited. In determining cost-effectiveness of psychiatric
treatment policies and in utility studies, an outcome measure such as QOL can be
of great value, the more so as, apart from alleviation of symptoms, improvement of
QOL is an important goal of treatment. For QOL to be useful as an outcome
measure, the relationship between mental disorders and QOL should be
determined in a profound way, while avoiding the limitations of earlier research
mentioned above. Therefore, the aim of the present study was to get more and new
insights into the relationship between QOL and psychopathology in such a manner.
In accordance with the results of prior studies, it was hypothesized that QOL would
be negatively related to the presence and the severity of psychopathology.

Method

Data for this study were derived from a random sample of a general population of
Dutch adult psychiatric outpatients. These data were compared with scores of a
random sample of the general Dutch population compiled from earlier studies (De
Vries, 1996). In addition, comparisons of QOL scores were made within the group
of psychiatric outpatients, in order to determine the relationship of psychiatric
diseases, personality disorders, and comorbidity with QOL. For this reason the
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group of psychiatric outpatients was subdivided into four groups, which are
described below.

Participants: setting and study population

The collection of data from the group of psychiatric outpatients was conducted at
GGZ Midden-Brabant, the community mental health center in Tilburg, the
Netherlands. Approval was received from the Medical Ethical Committee of the
Southern Netherlands. Participants were outpatients of Dutch ethnic origin, aged
21-50 years. They were referred to the center in the period from March 1, 2001 till
March 1, 2002. Potential participants entered the study through a random
selection procedure in which a third of all referrals was selected directly for
psychiatric evaluation. After complete description of the study to the participants,
written informed consent was obtained. Exclusion criteria were inability to undergo
the various verbal and written parts of the investigation protocol (interviews and
questionnaires) due to severe mental illness, illiteracy, dyslexia, mental retardation,
problems with sight or hearing, and cerebral damage.

Random sample of the general Dutch population: procedure of data collection

The reference population was taken from a pooled data set (n=593) based on
Dutch general population studies, collected between 1999 and 2002 at Tilburg
University. For the present study, participants aged 21 through 50 were selected.
This resulted in a group consisting of 403 persons.

Division of the psychiatric outpatients into subgroups: procedure

The group of psychiatric outpatients was subdivided in the following way.
Participants who did not obtain a diagnosis according to DSM-IV on either Axis-1 or
Axis-11 after psychiatric evaluation (method of evaluation: see under subheading
'Instruments'), were placed in the group 'non-case' (group A); participants, who
were diagnosed with one or more diagnoses, according to DSM-IV on Axis-1 and/or
Axis-11 after psychiatric evaluation, constituted the group 'case' (group B).
Furthermore, the group 'case' was subdivided into two groups: 'single axis
morbidity' (group C) and 'comorbidity' (group D). Group C consisted of participants
with one or more diagnoses, according to DSM-IV classification on either Axis-1
(group C-1) or Axis-11 (group C-2). The group 'comorbidity' contained participants
diagnosed with one or more diagnoses, according to DSM-IV classification on both
Axis-1 and Axis-11.

Measures

Participants completed the Dutch version of the WHOQOL-Bref (De Vries & Van
heck, 1995), a questionnaire for assessing QOL. In addition, they underwent two
semi-structured interviews in order to obtain both the Axis-1 and Axis-ll diagnoses,
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according to DSM-IV. The interviews were held in two separate sessions: one
session for obtaining the Axis-1 diagnosis and one for the Axis-11 diagnosis. They
were administered by two psychiatrists (EDM, FJT) trained and certified at the WHO
center in Groningen, the Netherlands.

Quality of life

In 1991, the World Health Organization (WHO) started a project entitled 'The
assessment of QOL in health care'. The aim was to develop an internationally
applicable, cross-culturally comparable, generic, and multidimensional instrument
for the assessment of QOL. The instrument was developed simultaneously in 15
centers around the world, including the Netherlands (Tilburg University being the
Dutch participating center) (De Vries, 1996; De Vries & Van Heck, 1995). The
questionnaire was labelled the World Health Organization Quality of Life
assessment instrument (WHOQOL). In this project, QOL was defined as 'the
individual's perception of his/her position in life within the context of the culture
and value systems in which he/she lives and in relation to his/her goals,
expectations, standards, and concerns. It is a broad ranging concept incorporating,
in a complex way, the person's physical health, psychological state, level of
independence, social relationships, personal beliefs and relationship to salient
features of the environment' (De Vries, 1996; De Vries & Van Heck, 1995;
WHOQOL Group, 1994). The WHOQOL project has resulted in the development of
the WHOQOL-100 (De Vries, 1996; De Vries & Van Heck, 1997; WHOQOL Group,

1994, 1998a) and, more recently, the WHOQOL-Bref (WHOQOL Group, 1998b). The
WHOQOL-100 allows a comprehensive assessment of QOL, but is sometimes in a
practical sense too cumbersome, for example, in large epidemiological studies.
Therefore, the WHOQOL-Bref was developed to enable a brief, but accurate,
assessment of QOL in routine clinical work, large scale epidemiological studies,
and clinical trials (WHOQOL Group, 1998b). It is a generic, multidimensional
measure for subjective assessment of QOL, designed for use in a wide spectrum of
psychological and physical disorders (Sartorius & Kuyken, 1994). The WHOQOL-
Bref comprises one question from each of the 24 facet scales in the WHOQOL-100
that belong to one of the four domains (Physical Health, Psychological Health,
Social Relationships, and Environment) and two questions from the Overall Quality
of Life and General Health facet of the WHOQOL-100. The questions have a 5-point
Likert scale. The time of reference is the preceding two weeks. In a previous study,
domain scores of the WHOQOL-Bref were found to correlate highly with the
WHOQOL 100 domain scores. We used the four-factor structure of the WHOQOL-
Bref, that was also found during development of the WHOQOL-Bref and in an earlier
study in a general population of psychiatric outpatients (Trompenaars et a/., 2005).
The WHOQOLBref has good reliability, content validity, and construct validity
(Skevington et a/., 2004; Trompenaars et al., 2005).
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DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et a/., 1998).
The SCAN is a comprehensive semi-structured diagnostic interview, developed
under auspices of the WHO, aimed at the assessment and classification of
psychiatric disorders in adults (Wing et al., 1990, 1998). Most of the studies about
the psychometric properties of the SCAN have only examined earlier versions or
parts of the current version (Andrews et al, 1995; Nelson et al., 1999). Rijnders et
al. (2000) tested the psychometric properties of the integral SCAN 2.1. Overall
reliability was qualified as moderate to substantial and, with regard to the test-
retest situation, as fair to moderate. In the standardised situation using videotaped
interviews by experts, sensitivity as well as specificity proved to be substantial to
almost perfect.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-Il
Personality Disorders (SCID-11,2.0) (First et al., 1997; Spitzer et al., 1990), Dutch
version (Weertman et al., 2000), was used. The SCID-11,2.0 is a semi-structured
interview with 140 items, organised by diagnosis, covering the ten personality
disorders included in DSM-IV Axis-11 and the two personality disorders listed in the
DSM-IV Appendix (i.e., diagnoses requiring further study). The instrument provides
categorical diagnoses and dimensional scores for each disorder. With regard to the
psychometric properties, Maffei et al. (1997) investigated the interrater reliability
and internal consistency. Interrater reliability was good for categorical diagnoses as
well as dimensional diagnoses. Internal consistency for the dimensional scales
proved to be satisfactory. The SCID-11 interviews also were administered by two
psychiatrists (EDM, FJT), trained for this specific purpose.

Statistical analyses

For the group of psychiatric outpatients and its subgroups, and for the group of
healthy controls, mean scores (with standard deviations) were calculated of the
domains and the Overall Quality of Life and General Health facet of the WHOQOL
Bref. Differences between groups, in these scores, were examined using one-tailed
independent sample t-tests. A p-value of 0.01 or lower was considered statistically
significant. In addition, discriminant analyses were performed in order to
investigate if, and to what extent, QOL outcome scores could predict whether
participants were belonging to the psychiatric outpatient or general Dutch
population group and whether they were a case or a non-case. The data were
processed using the Statistical Package for the Social Sciences (SPSS, version
10.0 for Windows).
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Results

Participants

During the one year period, 3892 people (male: 40.4%; female: 59.6%) were
referred to the outpatient clinic of the center. About half of them (n=1559) were
potential participants (male: 42.2%; female: 57.8%). The total group that entered
the present study after random selection contained 438 participants (male: 42.7%;
mean age: 34.7 years, SD=8.3; female: 57.3%; mean age: 32.8 years, SD=8.2).
From this group, 28 participants were unable to undergo the research protocol, due
to severe psychotic disorder (n=7), major depressive episode (n=9), dyslexia (n=2),
mental retardation (n=2), and refusal to participate (n=8; four diagnosed with
antisocial personality disorder; four with substance related disorder). Thus, 410
participants completed the test booklet (total response rate: 93.6%; male: 41.2%;
mean age: 34.8 years, SD=8.4; female: 58.8%; mean age: 32.5 years, SD=8.2).

From this group, 54 participants (13.2%) were placed in group A, the other
356 participants (86.8%) in group B. Group B was further subdivided into the
groups C (n=224), and D (n=132). Finally, group C was subdivided into the groups
Cl (n=150) and C2 (n=74).

General Dutch Population: sample characteristics

The group 'general Dutch population' contained 403 participants of Dutch ethnic
origin, aged 21-50 years (male: 22.3%; mean age: 37.5 years, SD=7.6; female
77.7%; mean age: 37.1 years, SD=8.2). The substantial differences in the sex-ratio
between the group general Dutch population and the group psychiatric outpatients,
could bias comparisons of QOL outcome scores of both groups. To avoid this
possible bias, the general Dutch population group was matched for this ratio, prior
to analyses. For this purpose, 128 (out of the 313) females were randomly
selected for further analyses. The final group general Dutch population contained
218 participants (male 41.3%; mean age: 37.5 years, SD=7.6; female 58.7%;
mean age: 37.4 years, SD=8.2).

Psychiatric outpatients versus general Dutch population

The general Dutch population group had significantly (p<0.001) higher scores on
all the WHOQOL-Bref domains and on the facet Overall QOL and General Health
(see Table 7.1). The results of the discriminant analyses revealed a correct
classification of 78.5% of the psychiatric outpatient group and 83.9% of the
general Dutch population group. In total, 80.2% of the participants from the
psychiatric outpatient and general Dutch population groups was correctly predicted
to belong to those respective groups.
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Table 7.1 Scores on the WHOQOL-Bref: General Dutch Population group versus Psychiatric outpatient
group.

WHOQOL-Bref GDP Outpatients Comparison 95% Cl of the

(n=218)1 (n=410)         t          df p difference
Mean(SD) Mean(SD)

Overall QOL and GH 15.40 (2.2) 11.20(3.4) 14.99 623 <0.001 3.66 to 4.76

Physical Health 15.21 (2.6) 11.77 (3.0) 14.91 487.802 <0.001 2.99 to 3.89
Psychological Health 14.36 (2.0) 10.51(2.5) 20.82 495.302 <0.001 3.48 to 4.21
Social Relationships 15.41 (2.9) 12.83 (3.5) 9.89 509.032 <0.001 2.07 to 3.09
Environment 15.84 (2.0) 13.54 (2.5) 12.13 480.152 <0.001 1.92 to 2.66

GDP=General Dutch Population; QOL=Quality of Life: GH=General Health.
1  Due to missing data, the number of participants from the group General Dutch Population differs per

domain (range: 202 to 215).
2 Equal variances not assumed.
3 Domains are presented in Italics.

Comparisons within the psychiatric outpatient group

On all aspects of the WHOQOL-Bref significant differences (p<0.001) were found
between group A (non-case) and B (case). Group A had the highest scores on all
domains and on the Overall QOL and General Health facet (see Table 7.2). The
discriminant analyses revealed that 66.7% of the cases from group A, 71.6% of
those from group B, and 71.0% of the total of cases from group A plus B, were
correctly classified. The results of the comparison between persons with a single
axis morbidity (group C) and persons with comorbidity (group D) are shown in Table
7.3. On all domains and the single facet of the WHOQOL-Bref group D had the
worst QOL scores (p<0.01). Compared with the subgroup of outpatients with only
Ax is-11 morbidity (group C2), participants diagnosed with only Axis-1 morbidity (group
Cl) scored significantly higher on the domain Environment (p<0.01) (see Table
7.4).

Table 7.2 Scores on the WHOQOL-Bref: Non-case (group A) versus Case (group B).

WHOQOL-Bref Group A Group B Comparison 95% Cl of the
(n=54) (n=356) t      df p difference

Mean(SD) Mean (SD)

Overall QOL and GH 13.19 (3.1) 10.89 (3.3) -4.76 408 <0.001   -3.24 to -1.34

Physical Health 13.97 (3.1) 11.44 (2.9) -5.98 408 <0.001   -3.36 to -1.70

Psychological Health 12.04 (2.3) 10.28 (2.4) -5.02 408 <0.001   -2.44 to -1.07

Socia/ Re/ationships 14.25 (2.9) 12.62 (3.5) -3.77 79.691  <0.001   -2.49 to -0.77
Environment 15.15 (2.3) 13.30 (2.4) -5.25 408 <0.001   -2.55 to -1.16

QOL=Quality of Life; GH=General Health.
1 Equa| variances not assumed.
2 Domains are presented in Italics.
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Table 7.3 Scores on the WHOQOL-Bref: Single axis morbidityl (group C) versus Comorbidityi (group D).

WHOQOL-Bref Group C Group D Comparison 95% Cl of the

(n=224) (n=132) t      df p difference

Mean(SD) Mean (SD)

Overall QOLand GH 11.40 (3.4) 10.03 (3.1) 3.82 354 <0.001 0.67 to 2.08

Physical Health 11.85 (3.0) 10.74 (2.5) 3.77 319.823 <0.001 0.53 to 1.69
Psychological Health 10.63 (2.5) 9.69 (2.2) 3.63 354 <0.001 0.43 to 1.45

Socia/ Re/ationships 13.19 (3.3) 11.65 (3.7) 3.94 246.663 <0.001 0.77 to 2.32
Environment 13.60 (2.4) 12.79(2.5) 3.07 354 <0.01 0.29 to 1.33

QOL=Quality of Life; GH=General Health.

1 Single axis morbidity: participant is diagnosed with one or more diagnoses on either Axis-1 or Axis-11

according to DSM-IV classification.
2 Comorbidity: participant is diagnosed with one or more diagnoses on both Axis-1 and Axis-11 according

to DSM-IV classification.
3 Equal variances not assumed.
4

Domains are presented in Italics.

Table 7.4 Scores on the WHOQOL-Bret Axis-1-morbidityl (group Cl) versus Axis-11-morbidity2 (group C2).

WHOQOL-Bref Group Cl Group C2 Comparison 95% Cl of the

Cn= 150) (n=74) t           df p difference
Mean (SD) Mean (SD)

Overall QOL and GH 11.47 (3.5) 11.27 (3.2) 0.41 222 0.68 -0.75 to 1.14

Physical Health 11.84 (3.1) 11.85 (2.8) -0.02 222 0.98 -0.86 to 0.84

Psychological Health 10.84 (2.4) 10.22 C2.5) 1.78 222 0.08 -0.06 to 1.30

Social Relationships 13.52 (3.1) 12.52 (3.5) 2.16 222 0.03 0.09 to 1.91

Environment 13.94 (2.2) 12.92 (2.5) 3.08 222 <0.01 0.37 to 1.67

QOL=Quality of Life: GH=General Health.
1 AXIS-|-morbidity: participant is diagnosed with one or more diagnoses on Axis-1 and no diagnosis on

Axis-Il according to DSM-IV classification.
2 Axis-11-morbidity: participant is diagnosed with one or more diagnoses on Axis-ll and no diagnosis on

Axis-1 according to DSM-IV classification.
3 Domains are presented in Italics.

Discussion

The objective of the present study was to get more and new insights into the
relationship between QOL and psychopathology. Limitations of earlier research on
this subject, as mentioned in the introduction, were avoided as much as possible.

First, QOL was assessed by using the WHOQOL-Bref, a comprehensive, culturally-
sensitive, and subjective measure, which pays attention to the relative importance
of the various aspects of QOL, and has good psychometric properties. Second, the
WHOQOL-Bref has a relatively small overlap in content between symptoms and QOL
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facets (Sartorius & Kuyken, 1994; Trompenaars et al., 2005). Third, with regard to
the study population, it was decided to take a random (thus not exclusively
selected) sample of a general population of adult psychiatric outpatients. WHOQOL-
Bref scores of the study population were obtained. These scores were compared
with the scores of a sample of the general population. Also, comparisons were
made between subgroups of psychiatric outpatients, using Axis-1 and Axis-11
morbidity, according to DSM-IV as discriminant variables. It was hypothesized that
QOL would be negatively related to the presence as well as the severity of
psychopathology. In general, the results of the present study supported this
expectation.

In comparison with the general Dutch population group, the psychiatric
outpatient group had worse scores on all domains of the WHOQOL-Bref. Amongst
the psychiatric outpatients, participants with a psychiatric diagnosis, according to
DSM-IV, (group case) had worse scores on all QOL aspects compared to those
without such a classification (group non-case). Within the group case, differences
in QOL scores appeared. Participants who had only Axis-1 morbidity scored better on
the domain Environment, compared with participants who were classified with only
diagnoses on Axis-11. The worst scores on all domains of the WHOQOL-Bref were
obtained by participants with comorbidity. Thus, in accordance with our
expectations (i.e., that QOL would be negatively related to the presence as well as
the severity of psychopathology), a gradual decrease in QOL scores was found,
ranging from the highest QOL scores for the general population, and the lowest for
the psychiatric outpatients with comorbidity.

The results of the present study are not fully comparable with those of prior
studies due to differences in study population and/or assessment of QOL.
Nevertheless, our finding that the presence of psychopathology is negatively
related with subjective experienced QOL, is in accordance with earlier research
(Bobes & Gonzalez, 1997; Schneier, 1997; Simon, 2003). The results of previous
studies concerning QOL of patients suffering from mental disorders, in which QOL
was assessed using the WHOQOL-100 or the WHOQOL-Bref are also in accordance
with the results of the present study. The few existing studies with the WHOQOL-
100 among patients with psychiatric disorders almost all focus on depression. For
instance, Angermeyer et a/. (2002) investigated the QOL of patients with a
depressive disorder using the WHOQOL-100 one, four, and seven months after
their discharge from hospital. They found that, compared with patients with
persisting depression, the QOL of patients with depression in remission was better.
However, the QOL of the latter group still remained slightly worse compared with a
random sample of the general population, even seven months after discharge.
Bonicatto et aL (2001) used the WHOQOL-100 for the assessment of QOL in a
sample of ambulatory depressed patients, who met DSM-IV criteria for current
major depression. QOL was found to be significantly poorer compared with healthy
persons and individuals with chronic somatic pathologies (i.e., lumbalgia due to
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benign processes, hypertension treated on an outpatient basis, and breast cancer
in remission). Skevington and Wright (2001) examined changes in QOL in patients
with moderate depression who received antidepressant medication. It was
concluded that QOL increased significantly in the eight weeks after the start of the
antidepressant medication. Until now, research with the WHOQOL-Bref focused
mainly on healthy subjects and patients with somatic disorders (Fang et aL, 2002;
Golimbet & Trubnikov, 2001; Mooney et al., 2002; O'Carroll et a/., 2000). Studies
with the WHOQOL-Bref among patients with psychiatric disorders are scarce and
are mainly focused on psychosis, which is associated with poor QOL (Chan et aL,
2003; Herrman, 2002; Kilian et a/., 2002).

The present study adds to the body of knowledge about the relationship
between QOL and psychopathology. Its surplus value lies in the examination of a
general population of psychiatric outpatients, the use of a control group and the
extensive diagnostical procedure in which not only Axis-1 diagnoses but also Axis-11

diagnoses of the participants were assessed. The study results demonstrate that
QOL is not only related to the presence of psychopathology but also to its severity.
In particular, the presence of personality disorders was negatively related to
subjective experienced QOL. The assessment of both mental disorders and QOL
could be hampered by an overlap in content between symptoms and QOL
measures (Katschnig & Angermeyer, 1997). However, such an overlap is an
unlikely explanation for the relations found in the present study, because of the
use of the WHOQOL-Bref for the assessment of QOL (Sartorius & Kuyken, 1994,
Trompenaars et a/., 2005). The present correlational study can not determine
whether the connection between personality disorders and QOL is a direct causal
one, or whether personality disorders lead to certain lifestyles that, in turn, cause
poor QOL. However, experimental studies involving mood induction have shown
that personality has a direct effect on emotions and, even under controlled
circumstances, individuals respond differently to the emotional events in their lives,
depending on their personalities (Larsen & Buss, 2005). This suggests that the
relationship between personality disorders and QOL is a direct causal one.

QOL can be used as an outcome measure in assessing the (cost-)effectiveness
and relative merits of different treatments of psychiatric patients, in health services
evaluation, and in clinical (psychopharmacological) trials. Moreover, the
relationship and the interaction between the doctor and the psychiatric patient may
improve, as the psychiatrist's understanding of how the psychiatric disease affects
the patient's QOL increases. The implication for using QOL in clinical practice, is
that treatment not only should concentrate on an alleviation of psychiatric
symptoms, but also should direct towards pathology of personality. If QOL is used
as an outcome measure in research and clinical practice in psychiatric medicine,
the complex relationship between psychopathology and QOL has to be clarified in a
profound way. The present study contributes to this subject by trying to overcome
the limitations of earlier research.
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Abstract

The aim of this study was to investigate explicitly the relationship between Mood Related

Disorders (MRD) and Quality of Life (QOL), while trying to overcome the limitations of earlier
research. QOL scores of psychiatric outpatients suffering from MRD were compared with
QOL scores of outpatients without MRD and a sample of the general Dutch population
(GDP). QOL was assessed with the WHOQOL-100 and depressive symptoms with the SCL-90.

Outpatients suffering from MRD had lower scores on a/1 aspects of the WHOQOL-100
compared with the GDP. Compared with outpatients without MRD, the outpatients with MRD
scored lower on most aspects of the WHOQOL-100. Within the group of MRD, patients
suffering from Major Depressive Disorder (MDD) had lower QOL scores compared with
patients with Dysthymic Disorder or Adjustment Disorder with Depressed Mood. Severity of
MRD and MDD was negatively related to QOL. Co-morbid personality disorders worsened
QOL. Within the group MRD, common variance between depressive symptoms and QOL did
not exceed 25%. MRD are negatively related with QOL. Severity of MRD and comorbidity of
personality disorders decrease QOL further. MRD affect all domains and facets of QOL. The
relationship found between MRD and QOL was not caused by an overlap between the
concepts depressive symptoms and QOL, shown by the relative small common variance
between (depressive) symptoms and QOL.
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Introduction

Mood Related Disorders (MRD) have high rates of lifetime prevalence and
recurrence (Keller, 2001; Kessler et at., 1994), form a substantial social and
economic burden for society (Greenberg et al., 1993; Simon, 2003), and are
projected to become the second leading cause of disability worldwide by 2020
(Murray & Lopez, 1997).

Since the past few decades, effects of psychiatric disorders - such as MRD - on
aspects of everyday life have become a field of growing interest in psychiatric
research and treatment practice, with quality of life (QOL) being one of the main
topics (Katschnig & Krautgartner, 2002). In the literature, the following three
explanations are given. (i) Although developments in terms of diagnostics and
treatments of psychiatric disorders have produced a decline in mortality and
morbidity rates accompanied by a prolongation of life, they nonetheless often fail to
achieve a restitutio ad integrum. This means that patients have to live and come to
terms with (often long lasting) disabilities due to their psychiatric (mood related)
disorder. A consequence of this is that the use of the concept of QOL is growing,
since classical medical endpoints, such as morbidity and mortality, not fully
represent the potential outcomes of medical interventions (Gladis et a/., 1999;
Power et al., 1999; Van Nieuwenhuizen, 1998). (ii) Newly invented medical
techniques, though useful, often are expensive. In times where financial resources
are scarce and health care professionals are made financially accountable for their
decisions, outcome measures such as QOL can be of use in making choices in
treatment policies (Van Nieuwenhuizen, 1998). (iii) Evaluation of new drugs and
treatments of patients with MRD not only requires insight into outcome measures
such as reduction of symptoms and occurrence of possible side-effects, but also
into the impact they have on QOL of patients with MRD involved (Spilker, 1990).

The body of knowledge on the relationship between MRD and QOL is growing,
with earlier studies revealing that MRD are associated with significant decrements
in QOL (e.g., Angermeyer et al., 2002; Kuehner, 2002; Rapaport et a/., 2005;
Simon, 2003). In spite of the available results of earlier research, understanding
the complex relationship between MRD and QOL still remains difficult due to the
following limitations. Firstly, with regard to MRD, studies on QOL frequently
concentrated on exclusively selected study populations (e.g., Ades et a/., 2002;
Angermeyer et a/., 2002; Black, 1999; Rapaport et al., 2005; Ritsner et al., 2005;
Sierra et al., 2005; Simon, 2003; Singh et al., 2005), hampering generalizability
and applicability of the results in daily practice. Secondly, according to the
literature, QOL should be assessed in a comprehensive, culturally-sensitive, and
subjective way, paying attention to the relative importance of its various facets
(Breslin, 1991; Bullinger et al., 1993; Hays et ak, 1993; Jenkins et a/., 1990;
Kuyken et a/., 1994; Laman & Lankhorst, 1994; Sartorius & Kuyken, 1994). In
many studies, however, QOL has not been assessed according to all these
principles. Finally, the assessment of both QOL and MRD is often hampered by a
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substantial overlap in content between symptoms and QOL measures (Katschnig &
Angermeyer, 1997).

The aim of the present study was to investigate explicitly the relationship
between MRD and QOL, while trying to overcome the limitations of the
aforementioned earlier research. This was done by examining a randomly selected

sample of a general population of adult psychiatric outpatients, who primarily
suffered from a broad spectrum of MRD (i.e., not only from a Major Depressive
Disorder (MDD), but also from a Dystymic Disorder (DD), or an Adjustment Disorder

with Depressed Mood (ADDM)). Furthermore, QOL was assessed using the
WHOQOL-100, which assesses QOL in a comprehensive, culturally-sensitive, and
subjective way, paying attention to the relative importance of its various facets
(WHOQOL Group, 1994), and which has a relatively small overlap in content
between (depressive) symptoms and QOL facets (WHOQOL Group, 1994).

According to results of earlier research (Angermeyer et al., 2002; Kuehner,
2002; Rapaport et al., 2005; Simon, 2003), it was hypothesized that the patients
with a MRD, in comparison with the general population, would have a worse QOL.
In accordance with the study results found by Rapaport et al. (2005), it was also
hypothesized that , within the total group of patients referred to the community
mental health center, the patients with a MRD, diagnosed according to DSM-IV,
would have a worse QOL, when compared with the people who did not obtain such
a diagnosis. Furthermore, worst QOL was expected in participants with comorbidity
(i.e., having a MRD diagnosed on / is-1 and having a diagnosis accordingto DSM-IV

on Axis-11), resulting in a gradual worsening of QOL scores ranging from the best
values for the general population, to the worst for the psychiatric outpatients with a
MRD and comorbidity. Finally, following results of earlier research with the
WHOQOL-100 (e.g., De Vries, 1996; Masthoff et a/., 2005; Skevington & Wright,
2001), it was hypothesized that patients with MRD would have a worse QOL on a//
domains and facets of the WHOQOL-100.

Method

Data for the present study were obtained from a group of psychiatric outpatients
suffering from MRD. The QOL outcome scores of this group were compared with
QOL scores of (1) a group of psychiatric outpatients without MRD and (2) a sample
of the general Dutch population (GDP). Within the group of participants with MRD,
relations were examined between QOL and a number of variables (specific
diagnosed mood disorder, Axis-Il diagnosis according to DSM-IV, and severity of
psychopathology).

Participants

The collection of data from the group of psychiatric outpatients was conducted at
GGZ Midden-Brabant, the community mental health center in Tilburg, the
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Netherlands. Approval was received from the Medical Ethical Committee of the
Southern Netherlands. Participants were outpatients of Dutch ethnic origin, aged
21-50 years, and referred to the center in the period from March 1, 2001 till
March 1, 2002. After a random selection procedure, one third of all potential
participants entered the study. A complete description of the study was handed out
to the participants and written informed consent was obtained. Exclusion criteria
were inability to undergo the various verbal and written parts of the investigation

protocol (interviews and questionnaires) due to severe mental illness, illiteracy,
dyslexia, mental retardation, problems with sight or hearing, and cerebral damage.

Sample of the general Dutch population: procedure of data collection

The reference population was taken from a pooled data set (n=593) based on
three Dutch general population studies, collected at Tilburg University (De Vries,

1996). Participants were invited by telephone to enter these studies. For the
present study, participants aged 21-50 years were selected from this data set. This
resulted in a group comprising 403 persons.

Measures

The psychiatric outpatients underwent two semi-structured interviews (held in two
separate sessions) for obtaining Axis-1 and Axis-11 diagnoses, according to DSM-IV.

These interviews were administered by two psychiatrists (EDM, FJT) trained and
certified for this purpose. These psychiatrists both individually examined about half
of the study sample (without overlap in patients). In addition, the outpatients were
asked to complete two self-administered questionnaires for measuring QOL and

psychopathological symptoms. The reference group from the GDP only completed
the questionnaire for measuring QOL.

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et al., 1990).
The SCAN is a comprehensive semi-structured diagnostic interview, developed

under auspices of the WHO, aimed at the assessment and classification of
psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing et aL, 1990; Wing et
al., 1998). The SCAN has sufficient psychometric properties (Rijnders et a/., 2000).
For some diagnostic categories of DSM-IV, the data provided through the SCAN 2.1
are not sufficient (e.g., Pervasive Developmental Disorders). When participants
reported problems, seeming to belong to such a category, diagnostic criteria

according to DSM-IV classification were followed.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis 11

Personality Disorders (SCID-11) (Spitzer et al., 1990), 2.0 (First et al., 1997), Dutch
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version (Weertman et aL, 2000), was used. The SCID-11,2.0 is a semi-structured
interview covering the personality disorders included in DSM-IV Axis-11. The SCID-11
has been shown to have good interrater reliability and internal consistency (Maffei
et al., 1997).

Quality of life

Quality of life was measured using the WHOQOL-100 (WHOQOL Group, 1994;
1998), Dutch version (De Vries & Van Heck, 1995). The WHOQOL-100 is a generic,
multidimensional measure for subjective assessment of QOL. The 100 items
(which are attached to a 5-point Likert scale) are organised in 24 facets, subsumed
within six domains (WHOQOL Group, 1998) and one facet measuring overall QOL
and general health. In this study, we used the same four-factor structure of the
WHOQOL-100, which was described in earlier studies (Masthoff et a/., 2005; Power
et al., 1998; WHOQOL Group, 1998). High scores indicate good QOL, except for the
facets Pain and Discomfort, Negative Feelings, and Dependence on Medication or
Treatments, which are negatively framed. The time of reference is the previous two
weeks. The WHOQOL-100 has been shown to have good to excellent psychometric
properties in both populations of patients with somatic diseases (Skevington et al.,
2001) as well as in populations of patients with psychiatric disorders (Masthoff et
a/., 2005; Skevington & Wright, 2001).

Measurements of severity of symptoms

Actual perceived symptoms were measured with the Symptoms Check List-90 (SCL-
90) (Derogatis et a/., 1973), Dutch version (Arrindell & Ettema, 1986). The 90-facet
SCL is a multidimensional self-report inventory. The questions of the SCL-90 cover
a major part of complaints that can be reported by psychiatric outpatients, with a 5-
point rating scale ranging from 1, not at all, to 5, very much. The questions are
grouped into nine dimensions (e.g., Anxiety, Depression). The scores of all the nine
subscales can be summed. This total score, called Psychoneuroticism, can be used
as an indicator for the overall level of mental and somatic disfunctioning. Reliability
and validity of the Dutch version of the SCL-90 are qualified as good (Evers et at.,
2000).

Demographic variables

Data concerning the age and sex of the psychiatric outpatients were collected.
Furthermore, participants were asked whether they currently were involved in a
partner relationship, lived together with at least one other person (e.g., partner,
parents, child), had children, and whether they had a job. Sick leave (reported sick
at work; yes or no), and duration of sick leave (in weeks) were noted. Finally, the
level of education was asked and subsequently classified using the following
categories: 'low' (i.e., no education completed at all, primary school, individually
taught, lower level of vocational training), 'middle' (i.e., lower general secondary
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education, higher general secondary education, pre-university education,
intermediate level of vocational education), and 'high' (i.e., higher level of
vocational education, university).

Statistical analyses

Aanalysis of cocariance (ANCOVAs; p<0.01) were employed to compare differences
in QOL scores between the group MRD on the one hand, and the groups NMRD and
GDP (i.e. the control group) on the other hand. Demographics that, regarding
frequencies, differed significantly between the groups, and severity of anxiety
symptoms (assessed with SCL-90 subscale Anxiety; no such data available from
the control sample) were controlled for by entering these variables as covariates.
Subsequently, post hoc Scheffa comparison tests were performed (p<0.01). To
investigate the relation between the WHOQOL-100 and the specific diagnosed

MRD, analyses of variance were used (One-Way ANOVA's with post hoc Scheffa

multiple comparison tests; p<0.05). Differences in QOL scores between

participants with a first episode of a MDD and participants with a recurrent episode
of a MDD, and between participants with and without co-morbidity within DSM-IV

Axis-1 were judged by two-tailed Student t-tests (p<0.05). QOL scores of MRD
participants with and without co-morbid Axis-11 disorders were compared using
ANCOVA's (p<0.05) in which severity of depressive and anxiety symptoms,
assessed with the respective subscales of the SCL-90 were entered as covariates.

Subsequently, multiple comparison tests (post hoc Scheffd) were performed
(p<0.05). To determine whether the presence of a personality disorder
independently affected QOL in patients with a MRD, regression analyses were
conducted (p<0.05). In these analyses, in addition to the presence of a personality
disorder, demographics, and severity of depressive and anxiety symptoms were
entered as independent variables. To investigate the relationship between QOL and
severity of MRD the following calculations were performed. In both the total group
of psychiatric outpatients and the group MRD, Pearson correlations were
calculated between the WHOQOL-100 and the SCL-90 dimension depression and
the psychoneuroticism score. A p-value below 0.01 was considered significant, due
to the large sample sizes. In addition, analyses of variance (One-Way ANOVA's with
post hoc Scheffd multiple comparison tests; p<0.05) were used to determine the
relationship between QOL-scores and severity of MDD according to DSM-IV

classification codes (light, moderate, severe, with partial remission). Due to small
sample sizes, the subgroups of MDD patients with the severity levels 'light' and
'with partial remission' were collapsed into one subgroup connotated with the
severity level 'mild'. Only MDD was regarded in these analyses because in the total
group of MRD, MDD is the only diagnostic category in which severity can be
expressed in the classification code. The data were processed using the Statistical
Package for the Social Sciences (SPSS, version 13.0 for Windows).
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Results

Participants

Psychiatric outpatients: sample characteristics

From the persons referred to the outpatient clinic of the centre (n=3892; 40.4%
male), 1559 were potential participants (42.2% male). A total group of 438
participants entered the study. The test booklet was fully completed by 410
participants (total response rate: 93.6%; male: 41.2%; mean age: 34.8 years,
SD=8.4; female: 58.8%; mean age: 32.5 years, SD=8.2). For all participants Axis I
and Axis Il diagnoses according to DSM-IV were determined (see Table 8.1).

Table 8.1 Axis-1 and Axis-Il diagnosis according to DSM-IV classification for the total outpatient sample
(n=410).

Axis-I diagnosis n: Axis-ll diagnosis                                          n I
Pervasive Developmental disorder 4 Paranoid personality disorder                             4
ADDB disorder- 5 Schizoid personality disorder                                 6
Substance related aisorder 27 Schizotypal personality disorder                          2
Psychotic disorder 4 Antisocial personality disorder 23
Mood disorder 113 Borderline personality disorder 49

Anxiety disorder 73 Histrionic personality disorder                            6
Somatoform disorder 9 Narcissistic personality disorder 18

Sexual disorder/ Gender Identity disorder 9    Avoidant personality disorder 47

Eating disorder 15 Dependent personality disorder 24

Impulse-Control disorder 5 Obsessive-compulsive personality disorder 21

Adjustment disorder 36 Personality disorder not otherwise specified 59
Other disorder 9 Postponed diagnosis 12
Other Conditions3 53   No diagnosis4 196

No (lia#19 94                                          89
1 The figures represent amounts of recorded diagnoses. Due to the phenomenon of comorbidity (i.e.,

the classification of more than one diagnosis on Axis-1 or Axis-Il) the totals of recorded diagnoses per
Axis exceed the total number of participants.

2 ADDB disorder: Attention-Deficit and Disruptive Behavior disorder.
3 Other Conditions: these conditions are classified in DSM-IV as Conditions That May Be a Focus of

Clinical Attention (so-called V-codes).
4 The majority of participants with no diagnosis on Axis-1 had a diagnosis on Axis-ll and vice versa. A

total of 42 participants did not meet criteria for a diagnosis according to DSM-IV on either Axis-1 and
Axis-11.

For 110 outpatients, a mood disorder was recorded. They were divided in the
following diagnostic categories: Major Depressive Disorder (n=79), Dysthymic
Disorder (n=26), Depressive Disorder Not Otherwise Specified (n=7), Bipolar 11
Disorder (n=1). Three patients were suffering from a MDD and a DD at the same
time. From the 79 subjects diagnosed with a Major Depressive Disorder, 49 were
suffering from a single episode, whereas 30 had a recurrent episode. Concerning
severity, these 79 major depressive episodes were further classified as mild
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(n=15), moderate (n=41), severe (n=13), with partial remission (n=8) and with full
remission (n=2; i.e., not actually suffering from a major depression, and thus not
being regarded as having a mood related disorder). Amongst the 36 classified
Adjustment Disorders, 33 were mood related: 24 with Depressed Mood, 6 with
Anxiety and Depressed Mood and 3 with Mixed Disturbance of Emotions and
Conduct. In summary, of the 410 participants, 141 (34.4%; mean age 34.9 years,
SD=8.2) were diagnosed with one or more mood related disorders. The majority of
these participants were female (61%). The males were, on average, older (males
36.7 years, SD=8.7; females 33.6 years, SD=7.7; mean difference=3.1; t=2.21;
df=139; p=0.029). At the time of the study, 70.2% of the participants was involved
in a partner relationship (lasting more than 4 weeks), 78.0% were living together
with at least one other person, and 51.8% had at least one child. The qualification
of educational level was 'low' for 47.5% of the participants, 'middle' for 44.0% and
'high' for the remaining 8.5%. The majority of these participants (63.8%) had a job.
However, 70.0% (n=63) of them had reported sick at work. When V-codes, if coded
on Axis-1 of DSM-IV classification, were not taken into account, 34 (24.1%) of the
141 participants diagnosed with MRD were suffering from comorbidity on Axis-1,

whereas 65 (46.1%) of these 141 participants were diagnosed with at least one
personality disorder on Axis-11.

Of the total group of 410 participants, 269 (65.6%; mean age 32.7 years,

SD=8.3) did not have a MRD. From these 269 participants, 57.6% was female,
63.6% was involved in a partner relationship, 70.3% was cohabitating, and 62.1%
had a least one child. The qualification of educational level was 'low' for 42.4% of
these participants, 'middle' for 45.7% and 'high' for the remaining 11.9%. The
majority of these participants (65.2%) had a job, of which 70.7% (n=65) had
reported sick at work.

When comparing the demographic characteristics of the participants with a
MRD with those of the participants without a MRD, only significant differences were
found regarding age (t=2.58, p<0.05), and having children (t=2.71, p<0.01).

Reference group: sample characteristics

The group GDP contained 403 participants of Dutch ethnic origin, aged 21-50
years (male: 22.3%; mean age: 37.5 years, SD=7.6; female 77.7%; mean age:
37.1 years, SD=8.2). The substantial differences in the sex-ratio between the group
GDP and the group psychiatric outpatients with MRD, could bias comparisons of
QOL outcome scores of both groups. To avoid this possible bias, both groups were
matched for this ratio prior to analyses. For this purpose, from the 313 females
belonging to the group GDP, 141 were randomly selected for further analyses. The
final group GDP contained 231 participants (male 39.0%; mean age: 37.5 years,
SD=7.6; female 61.0%; mean age: 37.0 years, SD=8.3).
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Findings

Psychiatric outpatients with MRD scored significantly (p<0.001) lower on all
domains of the WHOQOL-100 when compared with the scores of the GDP
(reference group). On all domains and almost all facets of the WHOQOL-100,
scores of psychiatric outpatients suffering from a MRD were significantly lower than
those of patients not suffering from such a disorder (NMRD). Age, which we
controlled for, had only impact on the independent variables Body Image and
Appearance, Dependence on Medication or Treatments, Social Relationships, and
Social Support. Having children, which could not be controlled for in the
comparisons in which the GDP group was involved, did not play a role. In the
comparisons of QOL scores of the subgroups MRD and NMRD, severity of anxiety
symptoms (assessed with the score on SCL-90 subscale Anxiety) had only impact
on the independent variables Physical Health, Pain and Discomfort, Dependence
on Medication or Treatments, and Physical Safety and Security. The results are
presented in Table 8.2.

Within the group of outpatients with a MRD, some significant differences in
WHOQOL-100 scores were found between the three largest diagnostic subgroups
(MDD, DD, ADDM). On the domains Physical Health and Psychological Health and
on some of the facets belonging to these domains, participants with a MDD scored
significantly lower than outpatients with a DD or a ADDM (see Table 8.3).

Comparison of WHOQOL-100 scores of participants with a single episode of a
MDD (n=45) with those of participants with a recurrent MDD (n=29) revealed no
significant differences on any of the domains and facets of the WHOQOL-100.
Furthermore, no differences were found between scores of outpatients with and
without comorbidity on Axis-1 accordingto DSM-IV classification.

WHOQOL-100 scores of outpatients with MRD who were also diagnosed with
one or more personality disorders (n=65) were compared with those of outpatients
with MRD but no diagnoses on Axis-11 according to DSM-IV classification (n=72).
Participants with postponed diagnosis on Axis-11 (n=4) were left out for this
particular analysis. Significant differences were found on the domains
Psychological Health (F=10.96, p<0.01; t=3.69, p<0.001), Social Relationships
(F=4.90, p<0.05; t=2.59, p<0.05), and Environment (F=7.12, p<0.01; t=3.02,
p<0.01) and on the facets, Positive Feelings (F=8.96, p<0.01; t=3.38, p<0.01),
Self Esteem (F=8.77, p<0.01; t=3.26, p<0.01), Body Image and Appearance
(F=6.84, p<0.05; t=2.73, p<0.01), Social Support (F=5.65, p<0.05; t=2.84,
p<0.01), Opportunities for Acquiring New Information and Skills (F=6.31, p<0.05;
t=2.74, p<0.01) and Participation in and Opportunities for Recreation (F=4.93,
p<0.05; t=2.38, p<0.05) in favour of participants without a personality disorder.
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Table 8.2 ANCOVA's (with post hoc Scheff6) concerning domains and facets of the WHOQOL-100
(dependent variables) and Mood Related Disorderl (MRD; n=141) vs. General Dutch

Population (GDP; n=2313) and Non-Mood Related Disorder2 (NMRD; n-269) with age and

severity of anxiety symptoms (only in the comparison MRD vs. NMRD) as covariates.

Domains and facets of the ANCOVA's Post hoc Scheffa comparison tests

WHOQOL-100 MRD vs. GDP MRD vs. NMRD

F      p     MD     p     MD     P
Overall QOL and GH 216.34 <0.001 -6.44 <0.001 -2.20 <0.001

Physical Health 70.96 <0.001 -2.82 <0.001 -2.266 <0.001
Pain and Discomfort 118.01 <0.001 4.52 <0.001 1.276 <0.001

Energy and Fatigue 152.96 <0.001 -6.02 <0.001 -2.32 <0.001

Sleep and Rest 105.24 <0.001 -6.14 <0.001 -2.40 <0.001

Mobility 68.17 <0.001 -4.12 <0.001 -1.46 <0.001

ADL 201.28 <0.001 -6.60 <0.001 -2.17 <0.001

Medication4 120.755 <0.001 6.16 <0.001 2.766 <0.001

Working Capacity 186.99 <0.001 -7.57 <0.001 -3.43 <0.001

Psychoiogical Health 154.34 <0.001 -3.56 <0.001 -1.59 <0.001
Positive Feelings 194.41 <0.001 -5.21 <0.001 -1.86 <0.001
Cognitive Functions4 151.09 <0.001 -4.95 <0.001 -2.02 <0.001
Self Esteem 163.31 <0.001 -4.92 <0.001 -1.96 <0.001
Body Image4 41.775 <0.001 -3.26 <0.001 -0.65 n.s.

Negative Feelings 248.21 <0.001 6.54 <0.001 2.10 <0.001

Spirituality,1 75.46 <0.001 -3.87 <0.001 -0.94 <0.05
Social Relationships 74.085 <0.001 -3.35 <0.001 -1.11 <0.01

Personal Relationships 111.78 <0.001 -4.34 <0.001 -1.52 <0.001
Social Support 57.785 <0.001 -3.29 <0.001 -0.76 n.s.

Sexual Activity 17.55 <0.001 -2.51 <0.001 -1.05 <0.05
Environment 131.51 <0.001 -3.18 <0.001 -0.83 <0.001

Physical Safety4 42.38 <0.001 -2.50 <0.001 -1.086 <0.001
Home Environment 38.57 <0.001 -2.62 <0.001 -0.50 n.s.

Financial Resources 36.07 <0.001 -2.93 <0.001 -0.41 n.s.

Health and Social Care4 32.84 <0.001 -1.98 <0.001 -0.60 n.s.

Information and Skills4 89.14 <0.001 -3.41 <0.001 -0.76 <0.05

Recreation# 184.88 <0.001 -5.66 <0.001 -1.65 <0.001

QOL=Quality of Life; GH=General Health: ADL=Activities of Daily Living; MD=Mean Difference; n.s.=not

significant.
1 Mood Related Disorder: participant is diagnosed with at least one Mood Disorder or Adjustment

Disorder with either Depressed Mood, or with Mixed Anxiety and Depressed Mood or with Mixed

Disturbance of Emotions and Conduct on Axis-1 according to DSM-IV classification.
2 Non-Mood Related Disorder: participant is not diagnosed with a Mood Disorder and / or Adjustment

Disorder with either Depressed Mood, or with Mixed Anxiety and Depressed Mood or with Mixed

Disturbance of Emotions and Conduct on Axis-1 according to DSM-IV.

3 Maximum.
4 Medication=Dependence on Medication or Treatments; Cognitive Functions=Thinking, Learning,

Memory and Concentration; Body Image=Body Image and Appearance; Spirituality=Spirituality /
Religion / Beliefs: Physical Safety=Physical Safety and Security; Health and Social Care=Health and
Social Care, Availability and Quality; Information and Skills=Opportunities for Acquiring New
Information and Skills: Recreation=Participation in and Opportunities for Recreation.

5  Age was significant (p<0.01) as a covariate.
6 Severity of anxiety symptoms (i.e., score on SCL-90 subscale Anxiety) was significant (p<0.01) as a

covariate.
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Table 8.3 One-Way ANOVA concerning WHOQOL-100  and type  of Mood Related Disorder (MRD;
n=141).

Domains and facets of the ANOVA's Post hoc Scheffa comparison tests
WHOQOL-100                            F             p        Type of MRD (i) Type MRDO) MD (il)       P
Physical Health 7.44 <0.01 MDD DD -1.81 <0.01

Pain and Discomfort 3.52 <0.05 DD ADDM -2.09 <0.05
Sleep and Rest 3.81 <0.05 MDD DD -2.39 <0.05

Mobility 3.60 <0.05 MDD DD -2.47 <0.05
Activities of Daily Living 4.74 <0.05 MDD DD -1.77 <0.05
Medication 3.91 <0.05 MDD ADDM 2.47 <0.05

Working Capacity 5.88 <0.01 MDD DD -2.41 <0.01

Psychological Health 3.79 <0.05 MDD ADDM -1.08 <0.05
Positive Feelings 3.58 <0.05 MDD ADDM -1.50 <0.05

Negative Feelings 5.39 <0.01 MDD DD 1.34 <0.05
Recreation 5.70 <0.01 MDD ADDM -1.71 <0.05

MD=Mean Difference; MDD=Major Depressive Disorder (n=74); DD=Dysthymic Disorder (n=23);
ADDM=Adjustment Disorder with Depressed Mood (n=24).
1 On|y domains and facets of the WHOQOL-100 with significant mean differences between types of

MRD at the 0.05 level C2-tailed) are reported.
2  Domains are presented in Italics.

Severity of depressive symptoms, which was controlled for, had impact on the
domains Psychological Health and Social Relationships, and on the facets, Positive
Feelings, Self Esteem, Social Support, and Participation in and Opportunities for
Recreation. Severity of anxiety symptoms did not play a role. Regression analyses
revealed that the presence of a personality disorder independently affected the
WHOQOL-100 domains Psychological Health (Adjusted R2=0.24, F=5.42, p<0.001;
Beta=-0.24, p<0.01), and Social Relationships (Adjusted R2=0·20, F=4.54,
p<0.001; Beta=-0.19, p<0.05), and the facets Positive Feelings (Adjusted R2=0·22,
F=4.88, p<0.001; Beta=-0.19, p<0.05), Self Esteem (Adjusted R2=0.21, F=4.7,
p<0.001; Beta=-0.21, p<0.05), Body Image (Adjusted R2=0.08, F=2.14, p<0.05;
Beta=-0.23, p<0.01), and Social Support (Adjusted R2=0.14, F=3.24, p<0.01;
Beta=-0.20, p<0.05).

Concerning the variable severity of MRD, the following picture emerged. The
SCL-90 dimension Depression had several significant correlations with the
WHOQOL-100 domains Psychological Health and Physical Health and their facets.
The strongest correlations were found with the domain Psychological Health
(r=-0.45) and its facets Positive Feelings (r=-0.44), Self Esteem (r=-0.45) and
Negative Feelings (r=0.50). Thus, the maximum percentage of common variance
between scores on the SCL-90 dimension Depression and the WHOQOL-100 did
not exceed 25%. The SCL-90 total score (Psychoneuroticism) had the strongest
correlations with the QOL domain Physical Health (r=-0.54) and the facets Energy
and Fatigue (r=-0.46) and Negative Feelings (r=0.46), resulting in a maximum
common variance of 29.2%. The common variance for the entire group of
psychiatric outpatients was higher, but still did not exceed 46.2% (facet Negative
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Feelings) for SCL-90 Depression. For Psychoneuroticism the maximum common
variance was even lower (42.3% for the domain Physical Health). The results are
presented in Table 8.4.

Table 8.4 Correlations between the WHOQOL-100 and the SCL-90 scales Depression  CDEP)  and
Psychoneuroticism (PN) within the group psychiatric outpatients (n=410) and within the
subgroup psychiatric outpatients with a mood related disorder (MRD; n=141).

Domains and facets of the WHOQOL-100 Psychiatric outpatients MRD
DEP PN DEP PN

Overall Quality of Life and General Health -0.56 -0.52 -0.34 -0.34

Physical Health -0.59 -0.65 -0.39 -0.54
Pain and Discomfort2 0.40 0.44 0.29
Energy and Fatigue -0.51 -0.52 -0.40 -0.46
Sleep and Rest -0.39 -0.48 -0.30 -0.42
Mobility -0.22 -0.31 -0.29
Activities of Daily Living -0.51 -0.55 -0.30 -0.39
Dependence on Medication or Treatments, 0.44 0.48 0.28 0.39
Working Capacity -0.50 -0.51 -0.24 -0.31

Psychological Health -0.64 -0.60 -0.45 -0.40
Positive Feelings -0.58 -0.49 -0.44 -0.34
Thinking, Learning, Memory and Concentration -0.47 -0.51 -0.33 -0.38
Self Esteem -0.57 -0.54 -0.45 -0.39
Body Image -0.27 -0.28
Negative Feelings2 0.68 0.63 0.50 0.46
Spirituality, Religion, Beliefs -0.24 -0.19

Social Relationships -0.41 -0.40 -0.24
Personal Relationships -0.48 -0.44 -0.29
Social Support -0.32 -0.33
Sexual Activity -0.21 -0.21

Environment -0.48 -0.50 -0.27 -0.30
Physical Safety and Security -0.36 -0.42 -0.33
Home Environment -0.26 -0.26
Financial Resources -0.25 -0.27
Health and Social Care, Availability and Quality -0.25 -0.28
Opportunities for Acquiring New Information and Skills -0.31 -0.32
Participation in and Opportunities for Recreation -0.53 -0.49 -0.34 -0.27

1  All correlations are significant at the 0.01 level (2-tailed); non-significant correlations are not reported.
2 Facets Pain and Discomfort, Negative Feelings, and Dependence on Medication or Treatments are

negatively framed. They were re-coded when calculating domain scores.
3  Domains are presented in Italics.
4 Strong correlations, discussed in the results section, are in Bold.

The relationship between QOL scores and severity of MDD according to DSM-IV
classification codes (light, moderate, severe, with partial remission) is presented in
Table 8.5. The severity levels 'light' and 'with partial remission' are merged into the
classification 'mild'. On several domains and facets of the WHOQOL-100, major
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depressions with the qualification 'severe' were associated with lower scores than
those with the qualifications 'mild' or 'with partial remission'.

Table 8.5 One-Way ANOVA concerning WHOQOL-100 and severityl of Major Depressive Disorder (MDD;

n=77) according to DSM-IV classification codes.

Domains and facets of the ANOVA's Post hoc Scheffa comparison tests

WHOQOL-100                               F p Severity MDD (i) Severity MDD(j)    MD (i-j)       p

Overall QOL and General Health 5.21 <0.01 Mild, Moderate 1.46 <0.05
Mild2 Severe 2.23 <0.05

Physical Health 5.57 <0.01 Mild2 Severe 1.86 <0.05

Sleep and Rest 6.33 <0.01 Mildn Severe 4.20 <0.01

Activities of Daily Living 3.46 <0.05 Mild2 Severe 1.99 <0.05

Positive Feelings 4.98 <0.01 Mildz Severe 2.49 <0.01

Negative Feelings 3.50 <0.05 Mild2 Severe -1.64 <0.05
Environment 835 <0.01 Mild2 Severe 2.34 <0.01

Moderate Severe 1.46 <0.05

Physical Safety and Security 7.81 <0.01 Mild2 Moderate 2.49 <0.01
Mild2 Severe 2.32 <0.05

Home Environment 5.54 <0.01 Mild2 Severe 3.59 <0.01

Moderate Severe 2.80 <0.05
Financial Resources 4.40 <0.05 Mild, Severe 4.04 <0.05

Recreation, 3.29 <0.05 Mild2 Severe 2.18 <0.05

1 Light(n=15), Moderate (n=41), Severe (n=13), and With partial remission (n=8).
2 Mild: Combination of participants with light MDD and participants with MDD with partial remission

(n=23).
3  Recreation=Participation in and Opportunities for Recreation.
4 0 |Y domains and facets of the WHOQOL-100 with significant mean differences (MD) between rates of

severity of  MDD at the 0.05 level (2-tailed), are reported.
5  Domains are presented in Italics.

Discussion

Adult psychiatric outpatients suffering from MRD had lower scores on a// aspects of

QOL in comparison with the general population. Compared with psychiatric
outpatients without MRD, the outpatients with MRD scored lower on most aspects
of the WHOQOL-100. These findings support our a priori expectations and those of
earlier studies in which MRD are regarded as disorders having far-reaching effects
on QOL (Angermeyer et a/., 2002; Isacson et a/., 2005; Keller, 2001; Rapaport et
a/., 2005; Simon, 2003).

The results of the present study are also in accordance with earlier studies
with the WHOQOL-100 among patients with a depression. For instance,
Angermeyer et a/. (2002) investigated the QOL of patients with a depressive
disorder using the WHOQOL-100 one, four, and seven months after their discharge
from hospital. They found that, compared with patients with persisting depression,
the QOL of patients with depression in remission was better. However, the QOL of
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the latter group still remained slightly worse compared with a random sample of
the general population, even seven months after discharge. More recently, Berlim
et al. (2005) found similar results in a sample of Brazilian outpatients with major

depression. In this study, QOL was assessed with the WHOQOL-Bref. Bonicatto et
al. (2001) used the WHOQOL-100 for the assessment of QOL in a sample of
ambulatory depressed patients, who met DSM-IV criteria for current major
depression. QOL was found to be significantly poorer compared with healthy
persons and individuals with chronic somatic pathologies (i.e., lumbalgia due to
benign processes, hypertension treated on an outpatient basis, and breast cancer
in remission). Skevington and Wright (2001) examined changes in QOL in patients
with moderate depression who received antidepressant medication. It was
concluded that QOL increased significantly in the eight weeks after the start of the
antidepressant medication.

Within the group of MRD, patients suffering from a MDD had lower QOL scores
concerning physical and psychological health, compared with patients suffering
from DD or ADDM. An explanation for this can be that MDD is a more severe
manifestation of MRD than DD and ADDM (according to classification guidelines of
DSM-IV; American Psychiatric Association, 1994). If so, severity of MRD should be
related to subjective QOL. The finding that SCL-90 scores on Psychoneuroticism
and Depression (assessing severity of MRD in a subjective way) had several strong
correlations with aspects of Physical and Psychological Health, is in accordance
with this. These findings are also in line with those of Rapaport et al. (2005), who
demonstrated a monotonic gradient between the severity of depression and QOL
impairment. When the DSM-IV classification code (according to SCAN 2.1) was
used as an objective indicator for severity of MDD (within the MRD the only
diagnostic category in which severity can be expressed in the classification code),
several significant differences were found in QOL scores between the respective
subgroups. Following the results of an earlier study, in which depression was
associated with profound and global impairments in QOL (Rapaport et al., 2005), it
was expected that severity of depression affected all aspects of QOL. The fact that
in our study only particular aspects of QOL were affected by severity of depression,
could be due to small sample sizes within the subgroups of patients with different

  severity levels of MDD. In summary, subjective severity of both MRD and MDD, and
objective severity of MDD were related to low subjective QOL.

Regarding the phenomenon of comorbidity, our findings show that suffering
from other psychopathology besides MRD even worsens QOL if this
psychopathology concerns personality disorders. Comorbidity as classified on Axis I
of DSM-IV, however, had no further impact on QOL. This finding seems to contradict
that of Singh et a/. (2005), who found that QOL scores of patients having dual
diagnosis of bipolar affective disorder and substance dependence were lower than
those of patients having either diagnosis alone and healthy controls. However,
regarding diagnostic characteristics, the study population of Singh et al. (2005)
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was not comparable to the sample which was examined in the present study. In our

study sample, only one patient was diagnosed with a bipolar disorder and the
amount of substance related disorders was relatively low. Furthermore, Singh et al.

(2005) examined relative stable patients (euthymic) with bipolar affective disorder

making a further impairment in QOL as a result of co-inciding substance related

disorder plausible. In the present study, patients suffering from MRD were far from
stable, making the impairment of QOL so great that co-inciding comorbidity did not
additionally affect QOL in any way. Recurrence as a variable in patients suffering
from MDD was not related to QOL. A tentative explanation for this finding could be
that the impact of the complex of symptoms of a MDD on patients is so great that a

history of MDD cannot decrease QOL further. Another explanation could be that the

patients with recurrent MDD fully recovered from prior depressive episodes (which
in fact can be likely regarding the study setting: i.e. recently referred, ambulant

patients) annihilating the impact of such episodes on QOL. Then, the present
diagnosed depressive episode and its impact on QOL would be comparable with a
first episode MDD and its consequences for subjective experienced QOL.

Although depression and QOL are distinct concepts (Rudolf & Priebe, 1999),
an overlap is expected between the two (Hansson, 1999; Katschnig & Angermeyer,
1997). However, the WHOQOL-100 is considered to have a relative/y small overlap
in content between (depressive) symptoms and QOL facets (WHOQOL Group,

1994). This was also shown in the present study, where within the group of MRD
the common variance between depressive symptoms and QOL did not exceed 25%.

Although in the entire sample of psychiatric outpatients the common variance
between depressive symptoms and QOL was higher, it still did not exceed 46.2%.

This finding is in accordance with that of Rapaport et al. (2005), who found that

although illness-specific symptom measures were consistently associated with
levels of QOL, the amount of variance exhibited was not large. Besides that, MRD
were not only significantly associated with QOL aspects which they directly affect
(e.g., the domain Psychological Health and several of its facets), but also with QOL
aspects which they do not directly affect (e.g., as the domain Environment and
several of its facets). Therefore, aspects of the mental state and the experience of
mental illness should be seen as valid influences on QOL rather than impediments
to its accurate measurement (Orley et al., 1998) and QOL as a semi-independent
measure for patient's perceptions of their illness (Rapaport etal., 2005).

A limitation of the present study is its cross-sectional design. This hampers a
judgement about the direction of the relationships that were found between MRD
and QOL. Therefore, further research should have a prospective longitudinal study
design. Another question that remains open is whether the connection between

personality disorders and QOL is a direct causal one, or whether personality
disorders lead to a certain life style that, in turn, causes poor QOL. However,
experimental studies involving mood induction have shown that personality has a
direct effect on emotions and that individuals respond differently to the emotional
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events in their lives, depending on their personalities (Larsen & Buss, 2005). This
finding suggests that the relationship between personality disorders and QOL might
be a direct causal one. A final limitation of the present study is that not all the  data
we gathered from the psychiatric outpatients were equally available from the
control sample (e.g. several demographics, presence and severity of depressive
and anxiety symptoms). Therefore, certain comparisons (e.g. comparing QOL of
patients with the control group while controlling for depressive symptoms) could
not be made.

Because MRD have high rates of lifetime prevalence and recurrence and have
considerable impact on daily functioning, it can be expected that patients with
(severe) MRD use health care facilities in an intense way. In the present time, the
costs for (newly developed) psychiatric treatments for MRD (e.g. drugs,
psychotherapies, specialized clinical care) are high, whereas financial means are
limited. In determining the cost-effectiveness and relative merits of different
treatments of psychiatric patients suffering from MRD the WHOQOL can be an
outcome measure of great value. In clinical practice, the WHOQOL can be used to
assess the subjective experienced QOL of depressed patients throughout the

treatment period, because apart from an alleviation of symptoms, improvement of
QOL is an important goal of treatment. In this matter, not only the effects of MRD
disorders on QOL should be considered; but attention is also needed for the effects
of co-inciding personality disorders on QOL. Furthermore, using the WHOQOL in
clinical practice as an outcome measure could imply that the relationship and the
interaction between the doctor and the psychiatric patient improves due to a better
understanding of how the MRD affects the patient's QOL. If QOL is used as an
outcome measure in research and clinical practice in psychiatric medicine, the
complex relationship between psychopathology and QOL has to be clarified in a
profound way. The present study contributes to the body of knowledge on this
subject because at the same time QOL was assessed with a psychometrically
sound measure, solid diagnostic instruments  were used, the influence of several
factors (demographics, severity of depressive symptoms, the presence of
personality disorders) were considered, and the study population consisted of a
random sample of outpatients suffering from a broad spectrum of MRD.

It is concluded that MRD evidently have a negative relation with subjective
QOL, which was not caused by an overlap between the concepts depressive
symptoms and QOL. In this relationship, the severity of MRD and comorbidity of
personality disorders play an important role. One of the main goals during the
treatment of MRD should be to improve the QOL of the patients involved. Adequate
diagnosing of the presence, as well as the severity of MRD, and paying attention to
the possible presence of (comorbid) personality disorders are of use in achieving
this goal.
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Abstract

This study examines the relationship between personality and Quality of Life (QOL) in
psychiatric outpatients (n=495). Personality was conceptualized using two dimensional
models, respectively the Five Factor Model (FFM) and Cloninger's seven-factor model. The
WHOQOL-100 was used for assessing QOL. Neuroticism and Harm Avoidance had negative
correlations with QOL, whereas Extraversion, Conscientiousness and Self-Directedness
correlated positively with QOL. A considerable part of the QOL variance was explained by
personality; Cloninger's character factors were superior to the FFM domains. Although not
fully comparable, in general our findings are in accordance with earlier studies. Therefore,
paying attention to personality and temperament is recommended in future diagnostic
procedures, treatment policies, and program evaluations.
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Introduction

In psychiatric research, quality of life (QOL) has become an important outcome
measure for medical interventions (Gladis et a/., 1999; Power et a/., 1999). QOL is
the result of a complex interplay between internal and external factors. Amongst
the internal factors, personality seems to play a substantial role with respect to
QOL or related concepts, such as life satisfaction and well-being (Larsen & Buss,
2005). Narud et al. (2005) examined QOL in a sample of psychiatric outpatients
with personality disorders of whom 75% had at least one co-morbid Axis-1 disorder
(according to DSM-IV classification). They found that patients with personality
disorders globally have a poor QOL compared to age- and gender-adjusted norm
data.

For describing personality, there exist two main types of frameworks:
categorical and dimensional models (Cloninger & Svrakic, 2000). The first type of
models, featuring the assignment to categories, facilitates treatment decisions in
practice and simplifies professional communication. Dimensional models define
graded and continuous behavior dimensions and specify individual differences as
quantitative variations along these dimensions. This framework features multiple
personality traits that are more or less prominent and adaptive rather than simply
present or absent. Consequently, dimensional models conserve more information
about individual patients than categorical models (Cloninger & Svrakic, 2000).

A large number of dimensional models for describing personality has been
proposed, such as the five-factor model (FFM) (McCrae & Costa, 1999) and
Cloninger's seven-factor model (Cloninger & Svrakic, 1994). The FFM of personality
is a purportedly comprehensive taxonomy that summarizes commonalities and
differences in both the natural language trait adjectives that are used to describe
personality, and the wide variety of personality tests developed by psychologists.
The FFM dimensions, Neuroticism, Extraversion, Openness, Agreeableness, and
Conscientiousness, are assumed to underlie both normal and abnormal personality
characteristics (0'Connor & Dyce, 1998). Cloninger and Svrakic (1994; see also
Cloninger et al., 1994; Cloninger et a/., 1998) have proposed an empirically derived
seven-factor model, consisting of four temperament (Novelty Seeking, Harm
Avoidance, Reward Dependence, and Persistence) and three character (Self-
Directedness, Cooperativeness, and Self-Transcendence) dimensions.

Concerning the relationship between the FFM personality dimensions and
QOL-related concepts, several studies have been conducted. Some dimensional
personality traits have proven to be related to happiness and well-being. In studies
by Costa and McCrea (1980) and McCrea and Costa (1991), it was found that
extraversion and neuroticism predicted the amounts of positive and negative
emotions in people's lives and hence contributed substantially to subjective well-
being. Other correlational studies have replicated these findings (e.g., Rusting &
Larsen, 1998).
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In the few existing studies (Eklund et al., 2004; Fassino et al., 2004; Hansson
et al., 2001; Ritsner et al., 2003) in which the relationship between personality
features based on Cloninger's seven-factor model and QOL or QOL-related
concepts has been investigated, Novelty Seeking, Reward Dependence, Self-
Directedness, and Cooperativeness were positively associated with QOL. Negative
correlations were obtained between Harm Avoidance and QOL.

Sofar, research on the relationship between dimensional personality models
and QOL mainly has focused on the FFM and to a lesser extent on Cloninger's
model. Data on the relationship between the FFM and QOL-related concepts
predominantly emerged from research using samples of healthy persons
(students). In contrast, studies involving the TCI focused predominantly on
participants with specific psychiatric disorders, such as schizophrenia (e.g., Eklund
et al., 2004). This makes the interpretation of these data for clinical use in general
populations of psychiatric patients rather difficult. Moreover, QOL has been
assessed mainly in terms of happiness and well-being, and not in a comprehensive

(Breslin, 1991; Jenkins et a/., 1990), culturally-sensitive (Bullinger et al., 1993;
Kuyken et al., 1994; Sartorius & Kuyken, 1994), and subjective way (Laman &
Lankhorst, 1994), paying attention to the relative importance of the various facets
of QOL (Hays et al., 1993).

The aim of the present study was to investigate the relationships between
both the FFM and Cloninger's personality model, and QOL in psychiatric
outpatients. It was expected that concerning the FFM, Extraversion was
significantly correlated with the QOL dimension Psychological Health, whereas
Neuroticism was expected to correlate negatively with this QOL dimension. Since
research concerning the relationships between the other dimensions of the FFM
and QOL is scarce, these relationships were investigated in an exploratory manner.
Concerning Cloninger's model and QOL, a positive correlation was expected
between Self-Directedness and QOL, whereas Harm Avoidance was predicted to
correlate negatively with QOL. The remaining correlations between Cloninger's
model and QOL were, a priori, unclear because the available data on this subject
were scarce or the described correlations were rather weak. It was expected that
personality dimensions would explain a sizeable amount of QOL variance (Ritsner
etal., 2003). Which personality dimensions were most prominent in explaining QOL
variance was examined in an explorative way.

Method

Participants

The study was conducted at GGZ Midden-Brabant, the community mental health
center in Tilburg, the Netherlands, after approval by the local ethics committee.
Participants were outpatients of Dutch ethnic origin aging 21-50 years, referred to
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the center between March 1, 2001 and March 1, 2002. Participants could enter
the study in two ways: (i) through a random selection procedure in which one third
of all referrals was selected directly for psychiatric evaluation or (ii) through internal
referral by colleagues. Internal referrals were considered in order to enlarge the
sample size. Written informed consent was obtained. Exclusion criteria were
inability to undergo the investigation protocol due to severe mental illness,
illiteracy, dyslexia, mental retardation, problems with sight or hearing, and cerebral
damage. From the persons referred to the outpatient clinic of the center (n=3892;
40.4% male), 1559 were potential participants (42.2% male). From these 1559
patients, 533 (male: 46.2%) were selected to enter the study (438 by a random
selection procedure and 95 by internal referral). From these 533 patients, 26 were
unable to undergo the research protocol, due to severe substance related disorder
(n=2), psychotic disorder (n=8), major depressive episode (n=9), dyslexia (n=2),
mental retardation (n=3), and visual handicap (n=2). In addition, 12 patients
refused to participate (non-participants) of whom eight were diagnosed with
antisocial personality disorder and four with substance related disorder. Thus, from
the total group of 533 patients, 495 fully completed the test booklet (92.9%;
44.2% male, mean age 34.6 years, SD=8.6, range 21-50 years; 55.8% female,
mean age 32.6 years, SD=8.5, range 21-50 years).

Measures

In order to provide insight into the composition of the participants regarding their
psychopathology, they underwent two semi-structured interviews for obtaining Axis-
I and Axis-Il diagnoses, according to DSM-IV.

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et al., 1990).
The SCAN is a comprehensive semi-structured diagnostic interview, developed
under auspices of the WHO, aimed at the assessment and classification of
psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing et aL, 1990; Wing et
a/., 1998). The SCAN has sufficient psychometric properties (Rijnders et a/., 2000).

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-11

Personality Disorders (SCID-11) (Spicer et a/., 1990), 2.0 (First et a/., 1997), Dutch
version (Weertman et a/., 2000), was used. The SCID-11,2.0 is a semi-structured
interview covering the personality disorders included in DSM-IV Axis-11. The SCID-11

has been shown to have good interrater reliability and internal consistency (Maffei
etal., 1997).
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Quality of life

QOL was measured using the subscale for Overall QOL and General Health and the
domain scores of the WHOQOL-100 (WHOQOL Group, 1994; Dutch version, De
Vries & Van Heck, 1995). This 100-item instrument is a generic multidimensional
measure for subjective assessment of QOL designed for use in a wide spectrum of
psychological and physical disorders. We used the same four-factor structure of the
WHOQOL-100, which was described in earlier studies (Masthoff et aL, 2005; Power
et al., 1999; WHOQOL Group, 1998): Physical Health, Psychological Health, Social
Relationships, and Environment. The response scales were 5-point Likert type
scales. High scores indicate good QOL. The WHOQOL-100 has good to excellent
psychometric properties in patients with somatic diseases (Skevington et a/., 2001)
as well as in patients with psychiatric disorders (Masthoff et al., 2005; Skevington
& Wright, 2001).

Personality dimensions

Personality dimensions were assessed with the NEO-PI-R (Costa & McCrae, 1992;
Dutch version, Hoekstra et a/., 2002) and the Temperament and Character
Inventory (TCI; Cloninger et al., 1993; Cloninger et aL, 1994; Dutch version by
Duijsens & Spinhoven, 2000).

The goal of the NEO-Pl-R  is to assess the five major domains of the five-factor
model of personality and the 30 facets of these five broad domains. The NEO-PI-R
is a 240-item self-administered questionnaire that yields continuous scores for
each domain and for the six facets in each domain. Each facet is assessed by eight
items with a 5-point scale (l=strongly disagree to 5=strong/y agree). The
psychometric properties of the Dutch version of the NEO-Pl-R are generally
qualified as good (Hoekstra et a/., 2002).

The TCI assesses four temperament and three character dimensions. Each of
these higher-order temperament and character dimensions is composed of
component facets (or subscales) to evaluate response patterns associated with
specific stimuli. The TCI is a 240-item self-administered questionnaire with
true/false answers. The Dutch TCI has a factor structure and internal consistencies
similar to the original version. The reliability and validity are regarded as
satisfactory and  it is suggested that the TCI can be applied in psychiatric as well as
normal populations (Duijsens et a/., 2000).

Statistical analyses

The relationships between age and personality, and between QOL and personality
were examined with Pearson correlations. Due to the large sample size, a p-value
below 0.01 was considered significant. To determine the amount of variance of the
four domain scores of the WHOQOL100 (dependent variables) explained by
personality (NEO and TCI), multiple regression analyses (stepwise) were performed.
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In these analyses, in addition to the personality factors, age and sex were entered
as independent variables in order to control for these demographics. In order to
investigate the common variance between the domains of the NEO-PI-R, on the one
hand, and the domains of the TCI, on the other hand, Pearson correlations
(p<0.01) were used. The data were processed using the Statistical Package for the
Social Sciences (SPSS, version 13.0 for Windows).

Results

Composition of the sample of outpatlents: diagnoses according to DSM-IV
classification

For the 495 participants, Axis-1 and Axis-11 diagnoses according to DSM-IV were
determined. The results are presented in Table 9.1.

Table 9.1 Axis-1 and Axis-11 diagnosis according to DSM-IV Classification (n=495).

Axis-1 diagnosis ni  (is-ll diagnosis                                      nl
Pervasive Developmental disorder 5 Paranoid personality disorder                                5
ADDB disorder2 6 Schizoid personality disorder 11
Substance related disorder 38 Schizotypal personality disorder                          3
Psychotic disorder 7 Antisocial personality disorder                             27
Mood disorder 127 Borderline personality disorder                            71
Anxiety disorder 82 Histrionic personality disorder                                8
Somatoform disorder 10 Narcissistic personality disorder 22
Sexual disorder/ Gender Identity disorder 10 Avoidant personality disorder 49
Eating disorder 17 Dependent personality disorder 26
Impulse-Control disorder 6 Obsessive-compulsive personality disorder         24
Adjustment disorder 44 Personality disorder not otherwise specified        70
Other disorder 12 Postponed diagnosis 15
Other Conditions3 78   No diagnosisa 227
No diagnosis4 113

1 The figures represent amounts of recorded diagnoses. Due to the phenomenon of comorbidity (i.e.,
the classification of more than one diagnosis on Axis-1 or Axis-Il) the totals of recorded diagnoses per
axis exceed the total number of participants.

2  ADDB disorder: Attention-Deficit and Disruptive Behavior disorder.
3 Other Conditions: these conditions are classified in DSM-IV as Conditions That May Be a Focus of

Clinical Attention (so-called V-codes).
4 The majority of participants with no diagnosis on Axis-1 had a diagnosis on Axis-11 and vice versa. A

total of 42 participants did not meet criteria for a diagnosis according to DSM-IV on either Axis-1 and
Axis-11.
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Correlations between age and the NEO-Pl-R and TCI dimensions

Age was significantly correlated to the NEO domains Extraversion (r=-0.17) and
Openness (r=-0.17), and to the TCI domains Novelty Seeking (r=-0.27) and
Cooperativeness (r=0.13).

Correlations between the NEO-Pl-R and the WHOQOL-100

The relationships between the NEO-Pl-R and the WHOQOL-100 are shown in Table

9.2. Substantial correlations were found between Neuroticism and all four
WHOQOL-100 domains (average correlation=-0.45). This was also the case for
Extraversion (average correlation=0.35) and Conscientiousness (average
correlation=0.34). Openness had no and Agreeableness only one significant, but
rather weak, correlation with QOL. Both Neuroticism and Extraversion had the
strongest correlation with Psychological Health (r=-0.62 and r=0.46, respectively).

Table 9.2 Correlations between the domains of the WHOQOL-100 and the NEO-PI-R.

Domains of the Overall QOL and Domains of the WHOQOL-100
NEO-PI-R and Physical Health Psychological Social Environment

General Health Health Relationships

Neuroticism -0.431 -0.431 -0.621 -0.341 -0.401

Extraversion 0.331 0.311 0.461 0.381 0.261

Openness -0.083 -0.103 0.083 0.033 -0.043

Agreeableness 0.083 0.043 0.053 0.103 0.122

Conscientiousness 0.311 0.321 0.401 0.241 0.391

QOL=Quality of Life.
1 p<0.001·
2 p<0·01.
3  not significant.

Correlations between the TCI and the WHOQOL-100

At the domain level significant correlations were found between all WHOQOL-100
domains and the TCI domains Harm Avoidance (average correlation =-0.39) and
Self-Directedness (average correlation =0.48). Although this was also the case for
the TCI domain Cooperativeness, the correlations were weak (average correlation

=0.19). The other TCI domains had only a few weak correlations with the WHOQOL-

100 domains. The strongest negative correlation was found between Harm
Avoidance and Psychological Health (r=-0.53). The strongest positive correlation
was found between Self-Directedness and Psychological Health (r=0.64) (see Table

9.3).



Table 9.3 Correlations between the domains of the WHOQOL-100 and the TCI.

Domains of the TCI Overall QOL and Domains of the WH OL-100
General Health Physical Health Psychological Social Environment

Health Relationships
Novelty Seeking -0.023 -0.053 <0.013 0.073 -0.132
Harm Avoidance -0.361 -0.441 -0.531 -0.301 -0.301
Reward Dependence 0.073 0.023 0.123 0.171 0.043

Persistence -0.033 0.033 0.043 -0.013 -0.053
Self-Directedness 0.491 0.421 0.641 0.391 0.481
Cooperativeness 0.171 0.142 0.231 0.211 0.191

Self-Transcendence 0.083 -0.18' 0.043 -0.093 -0.221

QOL=Quality of Life.
1 p<0.001·
2 p<0·01.
3  not significant.

Multiple regression analyses

The results of the multiple regression analyses are shown in Table 9.4.

Table 9.4 Multiple Regression Analyses (Stepwise method), with QOL domains as dependent variables
and domains of the TCI and the NEO-Pl-R and age and sex as independent variables.

Dependent Variable Final Model Independent Variable R.2 total Beta
F p

Physical Health 32.04 <0.001  Harm Avoidance (TCI) 0.19 -0.30

Self-Directedness (TCI) 0.23 0.19
Self-Transcendence (TCI) 0.26 -0.10

Age 0.27 -0.17

Openness (NEO-PI-R) 0.29 -0.16

Novelty Seeking (TCI) 0.30 -0.15

Extraversion (NEO-PI-R) 0.31 0.14

Psychological Health 160.38  <0.001  Self-Directedness (TCI) 0.40 0.35
Neuroticism (NEO-PI-R) 0.47 -0.30
Extraversion (NEO-PI-R) 0.50 0.19

Social Relationships 34.76 <0.001  Self-Directedness (TCI) 0.15 0.29

Extraversion (NEO-PI-R) 0.21 0.28
Age 0.24 -0.21

Openness CNEO-Pl-R) 0.25 -0.14

Agreeableness (NEO-PI-R) 0.26 0.09
Environment 45.40 <0.001  Self-Directedness (TCI) 0.23 0.30

Self-Transcendence (TCI) 0.27 -0.17
Conscientiousness (NEO-PI-R) 0.29 0.26
Persistence (TCI) 0.31 -0.16

Extraversion (NEO-Pt-R) 0.32 0.10

QOL=Quality of life.
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The NEO-Pl-R and TCI scales explained substantial portions of QOL variance,
ranging from 26% (Social Relationships) to 50% (Psychological Health). The TCI
domains (especially Self-Directedness and Harm Avoidance), compared to the NEO-
Pl-R domains, explained higher amounts of QOL variance. TCI-Self-Directedness

explained the highest amount of variance in all QOL domains, with an exception for
Physical Health, where TCI-Harm Avoidance appeared the most important
personality domain (19.0%). NEO-Neuroticism explained only in the case of one
QOL dimension a substantial portion of the variance, whereas TCI-Reward

Dependence and TCI-Cooperativeness did not explain additional QOL variance. Age
explained additional QOL variance in the QOL domains Physical Health (1.5%) and
Social Relationships (2.7%). Sex did not explain additional QOL variance.

Correlations between the TCI and the NEO-PI-R

Several significant correlations were found between the domains of the NEO-PI-R

and the domains of the TCI. Strong positive correlations were found between TCI-
Harm Avoidance and NEO-Neuroticism (r=0.68), between TCI Cooperativeness and
NEO-Agreeableness (r=0.65), and between TCI-Self-Directedness and NEO-
Conscientiousness (r=0.52). Strong negative correlations were found between TCI-
Harm Avoidance and NEO-Extraversion (r=-0.60), and between TCI-Self-

Directedness and NEO-Neuroticism (r=-0.70)). The results are presented in Table
9.5.

Table 9.5 Correlations between the domains of the NEO and the domains of the TCI.

Domains of the Domains of the NEO-PI-R

TCI Neuroticism Extraversion Openness Agreeableness Consc. ness

Novelty Seeking n.s. 0.40 0.31 -0.30 -0.41

Harm Avoidance 0.68 -0.60 -0.16 n.s. -0.34

Reward Depend. n.s. 0.33 0.31 0.39 n.s.

Persistence n.s. n.s. 0.15 n.s. 0.42

Self-Directedness -0.70 0.41 n.s. 0.20 0.52

Cooperativeness -0.29 0.24 0.24 0.65 0.24

Self-Transcendence n.s. n.s. 0.42 n.s. n.s.

Consc.ness=Conscientiousness; Reward Depend.=Reward Dependence.
1   A|| presented correlations are significant at the 0.001 level.
2 n.s.=not significant.
3  The Common variance between the domains of the NEO-Pl-R and the domains of the TCI ranged from

0% to 49.0%.

Discussion

The aim of the present study was to investigate the relationshio between two
dimensional modelsfor personality, i.e., the FFM and Cloninger's seven-factor

model, and QOL in a general population of psychiatric outpatients. Although some
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significant correlations were found between age and the domains of the NEO-PI-R
and the TCI, these correlations were rather weak.

In accordance with expectations, the FFM Neuroticism and Extraversion had
the strongest, negative and positive, respectively, relationships with QOL. These
findings seem to be in accordance with earlier research, although these studies, in
contrast to the present study, mainly examined QOL-re/ated concepts such as
happiness or well-being instead of QOL as conceptualized according to current
recommendations. For instance, several studies have demonstrated that
extraversion and neuroticism, reflecting susceptibility to positive and negative
emotions (McCrae & Costa, 1991; Rusting & Larsen, 1997), are, respectively,
positively and negatively correlated with self-perceived health (Goodwin &
Engstrom, 2002). Both factors are strong personality correlates of well-being
(Rusting & Larsen, 1998). Siegler and Brummet (2000) investigated associations
among NEO personality assessments and well-being. In line with the results of the
present study, they found significant correlations between the NEO domains
Neuroticism and Extraversion and well-being.

The exploratory examination of the relationships between the remaining NEO
domains and QOL revealed that Conscientiousness had positive relationships with
QOL, whereas Openness and Agreeableness were not significantly related to QOL.
These results are also in accordance with earlier findings (Siegler & Brummet,
2000).

Concerning the TCI domains, Harm Avoidance (negatively) and Self-
Directedness (positively) had the highest correlations with QOL, thus confirming our
expectations. Although similar research involving the TCI is rather scarce, these
findings are reasonably comparable with a recent study among people with
schizophrenia on the influence of temperament and character (assessed by the
TCI) on functioning and aspects of psychological health (Eklund et at., 2004) and a
study into the relationship between QOL and personality disorders among heroin
abusers (Fassino et al., 2004). Ritsner et al. (2003) found that higher levels of
novelty seeking were associated with better general QOL, physical health, and more
positive subjective feelings. These findings were not confirmed by the present
study. Furthermore, Ritsner et al. (2003) reported that higher levels of reward
dependence were related to more satisfaction from social relationships. Although
weak, this correlation was also found in the present study.

The regression analyses showed that the TCI domains, compared to the NEO
domains, explained a higher amount of the variance of all dimensions of QOL.
Especially the TCI character factor Self-Directedness was most frequently
explaining substantial portions of QOL variance. Age did only explain a small
amount of additional QOL variance whereas sex did not play a role at all.
Comparable studies investigating the amounts of QOL variance explained by the
domains of the NEO and TCI are not available. However, it is known that part of the
variance of QOL is explained by some dimensional aspects of personality. Ritsner
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et al. (2003) reported that temperamental factors explained 6 to 16% of the
variability in QOL domain scores among patients with schizophrenia. In the present

study, personality dimensions explained (cumulative) 26 to 50% of the variance of

the QOL domains. Although several significant correlations were found between the

domains of the NEO-Pl-R and the domains of the TCI (which is in accordance with

earlier results; Duijsens et at., 2000), the common variance did not exceed 49.0%.

The superiority of the TCI to the NEO scales in explaining QOL variance is a
remarkable and interesting finding, for which we don't have a clear explanation.

A complicating factor in comparing the results of the present study with earlier

findings is that in previous research students or patients with specific psychiatric
disorders participated. A limitation of the present study was the cross-sectional

study design (although personality is generally considered to be stable over time).
In conclusion, we have shown that correlations between personality

characteristics and QOL were strong and that these personality factors explained a
considerable amount of the variance of QOL. Paying attention to personality
dimensions in diagnostic procedures, treatment policies, and program evaluations

is advised.
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Abstract

Stress is the subjective feeling produced by events that are uncontrollable or threatening.
Stress factors are coded on a separate axis of the DSM-IV classification system when they
influence the diagnosis, treatment, and prognosis of psychiatric disorders. The relationship
between stress and the psychosocial outcome measure Quality of Life (QOL), which has
become a topic of growing interest in medical and psychiatric practice, is hardly examined in
psychiatric outpatients. Therefore, in the present study, this relationship was investigated in
a population of psychiatric outpatients (n=410) with a broad spectrum of psychiatric
disorders. Stress was assessed with the Everyday Problem Checklist (EPCL). QOL was
measured with the WHO Quality of Life Assessment Instrument (WHOQOL-100). The study
population experienced considerable rates and intensities of stress, which were significantly
higher compared with healthy controls. Even after a correction for the presence of
psychopathology, stress explained an amount of the variance of all aspects of QOL. It is
concluded that in addition to the presence of psychopathology, stress plays a significant role
in determining QOL. This justifies the classification of stress on a separate axis of DSM-IV. It
is advised to consider stress more systematically in psychiatric assessment and treatment.
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Introduction

Quality of life (QOL) has become a topic of growing interest in medical and
psychiatric practice (Katschnig & Krautgartner, 2002). Recent studies show that
psychiatric outpatients experience a poorer QOL compared with members of the

general population (Masthoff et al., 2006). The body of knowledge about the
complex relationship between the QOL of psychiatric outpatients and its
determining factors is growing. Demographic characteristics explain only a
relatively small part of the variance of subjective experienced QOL (Trompenaars et
al., 2005). The presence of specific psychiatric disorders (e.g., affective disorders,

anxiety disorders, schizophrenia) and personality disorders is negatively related to

QOL (Bobes & Gonzalez, 1997; Masthoff et al., 2006; Schneier, 1997; Simon,

2003). In addition to the above-mentioned factors, a potential determinant of QOL
is experienced stress.

Stress is coded on a separate axis in the fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders: Axis-IV (DSM-IV, American Psychiatric
Association, 1994). It is the subjective feeling produced by events that are
uncontrollable or threatening. Stress is not in the situation; stress refers to how
people respond to a particular situation (Larsen & Buss, 2005). Events that cause
stress are all called stressors. They create a state of feeling overwhelmed and
often produce opposing tendencies. Although the results of major life events are
fascinating, researchers on stress have gone on to new questions (Larsen & Buss,
2005). One new line of research starts with the observation that major life events

are, thankfully, fairly infrequent in our lives. It seems that the major sources of
stress in most people's lives are what are termed daily hassles (Delongis et al.,
1988; Lazarus, 1991). Minor daily hassles can be chronic and repetitive. Such
daily hassles can be constantly irritating, though they do not initiate the same
general adaptation syndrome evoked by some major life events. Persons with a lot
of minor stress in their lives suffer more than expected from psychological and
physical symptoms (Larsen & Buss, 2005).

To the best of our knowledge, the relationship between stress and QOL in
psychiatric outpatients has not been explicitly investigated before. Therefore, the
aim of the present study was to investigate this relationship in psychiatric
outpatients. A priori it was hypothesized that stress would be negatively correlated
to QOL. Whether and in which amount stress explained QOL variance in addition to
the presence of psychopathology was not clear. Therefore, this was investigated in
an exploratory manner.
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Method

Participants

The study was conducted at GGZ Midden-Brabant, the community mental health
center in Tilburg, the Netherlands, after approval by the local ethics committee.
Participants were outpatients of Dutch ethnic origin (in order to prevent language
and/or cultural bias), aging 21-50 years (this age criterion was set to match the
criteria of one of the questionnaires used), referred to the center during a one year
period from March 1, 2001 till March 1, 2002. Potential participants entered the
study through an at random procedure in which 30 percent of all referrals was sent
directly for psychiatric evaluation and administration of the questionnaires. Written
informed consent was obtained. Exclusion criteria were inability to undergo the
investigation protocol due to severe mental illness, illiteracy, dyslexia, mental
retardation, problems with sight or hearing, and cerebral damage.

Measures

Stress

Stress was assessed with the Dutch Everyday Problem Checklist (EPCL)
(Vingerhoets & Van Tilburg, 1994), a validated version of the Daily Hassles Scale
(Kanner et a/., 1981; Vingerhoets et al., 1989) The EPCL consists of 114 items
concerning daily hassles experienced in the last 2 months. It also measures the
intensity of each hassle on a scale from 0 to 3, yielding the number of hassles
experienced and the total intensity of these hassles (maximum score 342). In order
to provide a measure for appraisal of stress, the mean intensity score of the EPCL
is calculated (total intensity of the experienced hassles divided by the total number
of experienced hassles). The EPCL has two subscales that represent (i) hassles that
are dependent on the functioning of the person (28 items) and (ii) hassles that are
independent from the functioning of the person (21 items). For both subscales,
three values can be calculated: the number of hassles experienced, the total
intensity of these hassles, and the mean intensity score. Norm groups for the EPCL
were derived from a random sample of the Dutch population. These norm groups
were categorized according to sex and occupational level. Three levels of
occupation were assessed: level 1 (unskilled and skilled labourers), level 2 (lower
employees and the self-employed), and level 3 (middle employees and higher
professions). The EPCL has satisfactory psychometric properties (Vingerhoets &
Van Tilburg, 1994).

Quality of life

The WHOQOL100 (WHOQOL Group, 1994; Dutch version, De Vries & Van Heck,
1995) was used. This 100-item questionnaire is a generic multidimensional
measure for subjective assessment of QOL. It is designed for use in a wide
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spectrum of psychological and physical disorders. We used the same four-factor
structure of the WHOQOL-100, which was described in earlier studies (Masthoff et
at., 2005; Power et al., 1999; WHOQOL Group, 1998): physical health,
psychological health, social relationships, and environment. The items are attached
to a 5-point Likert scale. The time of reference is the previous two weeks. The
WHOQOL-100 has good to excellent psychometric properties in patients with
somatic diseases (Skevington et al., 2001) as well as in patients with psychiatric
disorders (Masthoff et al., 2005; Skevington & Wright, 2001). In this study, the
facet overall QOL and general health and the domain scores were used.

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et al., 1990).
The SCAN is a comprehensive semi-structured clinical diagnostic interview,
developed under auspices of the WHO, aimed at the assessment and classification
of psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing et a/., 1990; Wing et
al, 1998) The interviews were administered by two psychiatrists (EDM, FJT) trained
and certified at the WHO center in Groningen, the Netherlands. Most of the studies
about the psychometric properties of the SCAN have only examined earlier versions
or parts of the current version (Andrews et al., 1995; Nelson et a/., 1999). Rijnders
et al. (2000) tested  the psychometric properties of the integral SCAN 2.1. Overall
reliability was qualified as moderate to substantial and, with regard to the test-
retest situation, as fair to moderate. In the standardized situation using videotaped
interviews by experts, sensitivity as well as specificity proved to be substantial to
almost perfect.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-Il

Personality Disorders (SCID-11,2.0; First et al., 1997; Spitzer et al., 1990; Dutch
version, Weertman et al., 2000), was used. This is a semi-structured interview with
140 items, organised by diagnosis, covering the ten personality disorders included
in DSM-IV Axis- 11 and the two personality disorders listed in the DSM-IV Appendix
(i.e., diagnoses requiring further study). The instrument provides categorical
diagnoses as well as dimensional scores for each disorder and has good
psychometric properties (Maffei et a/., 1997).

Statistical analyses

The nine different EPCL scores were calculated for the study population. One-
sample Mests (p<0.001 after Bonferroni correction) were used to compare scores
of male and female psychiatric outpatients separately with norm groups males and
females (random samples of the Dutch population). Independent sample Mests
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(p<0.001 after Bonferroni correction) were used to compare EPCL scores of male
participants with scores of female participants. Analyses of variance (One-Way
ANOVA's with post hoc Scheff6 multiple comparison tests; p<0.001 after
Bonferroni correction) were used to compare EPCL scores of subgroups of
participants which were classified according to the three occupational levels.
Regression analyses were performed to determine the amount of QOL variance
that was explained by the different scores on the EPCL. Psychopathology,
represented by the factors caseness (presence of a diagnosis according to DSM-IV
classification), presence of an Axis-1 diagnosis, presence of an Axis-11 diagnosis, and
presence of comorbidity (Axis-1 and Axis-11 diagnosis simultaneously present), was
entered as independent variables in block 1 (method enter). The nine EPCL scores
were entered in block 2 (method stepwise). The data were processed using the
Statistical Package for the Social Sciences (SPSS, version 12.0 for Windows).

Results

Participants

From the persons referred to the outpatient clinic of the center (n=3892; 40.4%
male), 1559 were potential participants (42.2% male). Nearly 30 percent of the
participants was invited to participate in the present study (n=438; male: 42.7%;
mean age: 34.7 years, SD=8.3; female: 57.3%; mean age: 32.8 years, SD=8.2).
From this group, 28 participants were unable to undergo the research protocol, due
to severe psychotic disorder (n=7), major depressive episode (n=9), dyslexia (n=2),
mental retardation (n=2), and refusal to participate (n=8; four diagnosed with
antisocial personality disorder; four with substance related disorder). Thus, 410
participants completed the test booklet (total response rate: 93.6%; male: 41.2%;
mean age: 34.8 years, SD=8.4; female: 58.8%; mean age: 32.5 years, SD=8.2). Of
these 410 participants, 278 had at least one Axis-1 diagnosis, 206 had at least one
Axis-11 diagnosis, 130 suffered from comorbidity, and 54 had no diagnosis
according to DSM-IV classification. The participants were categorized according to
the three occupational levels: level 1 (male: n=82; female: n=25), level 2 (male:
n=25; female: n=64), and level 3 (male: n=18; female: n=19). Of the male
participants, 44 (26.0%) had no occupation at the moment of investigation, while
this was the case for 84 female participants (34.9%).

Findings

Male participants had higher scores on all aspects of the EPCL compared with the
male norm group (see Table 10.1). The same picture emerged for female
participants (see Table 10.2).
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Table 10.1 Scores on the EPCL: Norm group males Cn=504) versus Male Outpatients (n=169).

Scales of the EPCL Norm group Outpatients Comparison 95% Cl of the

Mean(SD) Mean(SD) t       df p difference

Total number of hassles 18.50 (13.0)   37.34 (18.0) 13.64 168 <0.001 16.11 to 21.56

Total intensity of hassles 25.11 (23.1) 69.17 (42.2) 13.58 168 <0.001 37.65 to 50.43

Total mean intensity of hassles 1.23 (0.5) 1.79 (0.5) 13.78 168 <0.001 0.48 to 0.64

Number of dependent hassles 3.79 (3.5) 10.33 (5.3) 16.07 168 <0.001 5.74 to 7.34

Intensity of dependent hassles 5.34 (6.3) 20.17 (12.9) 14.91 168 <0.001 12.86 to 16.79

Mean intensity of dependent hassles 1.16 (0.8) 1.89 (0.6) 15.68 168 <0.001 0.64 to 0.83

Number of independent hassles 3.79 (2.9) 5.99 (3.8) 6.84 168 <0.001 1.44 to 2.60

Intensity of independent hassles 6.07 (5.4) 10.64 (8.7) 6.86 168 <0.001 3.26 to 5.89

Mean intensity of independent hassles 1.35 (0.7) 1.70 (0.7) 6.40 168 <0.001 0.25 to 0.43

Table 10.2 Scores on the EPCL: Norm group females (n=602) versus Female Outpatients (n=241).

Scales of the EPCL Norm group Outpatients Comparison 95% Cl of the
Mean (SD) Mean(SD) t        df p difference

Total number of hassles 15.88 (12.4) 33.87 (15.6) 17.96 240 <0.001 16.01 to 19.96

Total intensity of hassles 22.27 (22.1) 63.75 (37.3) 17.27 240 <0.001 36.75 to 46.21

Total mean intensity of hassles 1.24 (0.3) 1.80 (0.5) 17.52 240 <0.001 0.50 to 0.62

Number of dependent hassles 4.20 (3.8) 9.78 (4.7) 18.36 240 <0.001 4.98 to 6.18

Intensity of dependent hassles 6.31 (7.0) 19.16 (11.7) 17.09 240 <0.001 11.37 to 14.33

Mean intensity of dependent hassles 1.27 (0.8) 1.88 (0.6) 16.18 240 <0.001 0.53 to 0.68

Number of independent hassles 2.64 (2.4) 5.25 (3.1) 13.30 240 <0.001 2.23 to 3.00

Intensity of independent hassles 4.06 (4.5) 9.08 (6.6) 11.82 240 <0.001 4.18 to 5.86

Mean intensity of independent hassles 1.23 (0.9) 1.62 (0.7) 8.39 240 <0.001 0.30 to 0.48

No differences were found between male and female participants on any of
the EPCL scales. Within the groups of male and female participants, no significant
differences were found on any of the EPCL scales concerning the three
occupational groups.

As is shown in Table 10.3, regression analyses revealed that the total of
psychopathology factors (caseness, presence of an Axis-1 diagnosis, presence of an
Axis-ll diagnosis, and presence of comorbidity) explained some QOL variance,
ranging from 8% (Social Relationships) to 11% (Psychological Health). The
standardised regression coefficients (Beta) of the individual psychopathology
factors were not significant. Experienced stress explained additional amounts of
the variance of QOL, ranging from 7% (Social Relationships) to 15% (Physical
Health). The EPCL scales total intensity of hassles, total mean intensity of hassles,
number of independent hassles, and intensity of dependent hassles explained the
highest amounts of QOL variance (see Table 10.3).
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Table 10.3 Multiple Regression Analyses  with QOL domains as dependent variables  and

psychopathology (block 1; method enter) and scales of the EPCL (block 2, method stepwise)
as independent variables (n=410).

Dependent Variable Final Model Independent Variable Adjusted Beta
FP R2 tota I

Overall Quality of Life and   17.80 <0.001 Psychopathology 0.10 n.s.

General Health Intensity of dependent hassles 0.18 -0.20

Total mean intensity of hassles 0.20 -0.17

Physical Health 19.98 <0.001 Psychopathology 0.10 n.s.

Total mean intensity of hassles 0.21 -0.18

Intensity of independent hassles 0.24 -0.18
Total number of hassles 0.25 -0.16

Psychological Health 20.50 <0.001 Psychopathology 0.11 n.s.

Number of independent hassles 0.22 0.18

Total mean intensity of hassles 0.23 -0.21
Number of dependent hassles 0.25 -0.36

Socia/ Re/ationships 11.55 <0.001 Psychopathology 0.08 n.s.

Total intensity of hassles 0.13 -0.69

Intensity of independent hassles 0.14 0.33

Intensity of dependent hassles 0.15 0.22
Environment 22.91 <0.001 Psychopathology 0.10 n.s.

Total intensity of hassles 0.22 -0.29

Mean intensity of independent hassles 0.24 -0.18

1 n.s.=not significant.
2  Domains are presented in Italics.

Discussion

In the present study, the relationship between stress, which is coded on a separate

axis of DSM-IV, and the psychosocial outcome measure QOL was investigated in a
population of psychiatric outpatients suffering from a broad spectrum of psychiatric
disorders. Stress was assessed with the EPCL and QOL with the WHOQOL-100.

The psychiatric outpatients (males and females) had higher scores on all
aspects of the EPCL compared with the norm groups of healthy controls. This
seems to be in accordance with the earlier finding that stress is a good predictor of
health complaints (Vingerhoets & Van Tilburg, 1994). Concerning the variables sex
and occupational status, no significant differences were found on any of the EPCL
scales. A possible explanation for this finding could be that the sample sizes of
some of the groups of participants that were subdivided according to sex and
occupational status were rather small. It seemed that other aspects, such as the
presence of psychopathology were more important in explaining QOL variance. This
may also explain the finding that occupational status was not related to daily

hassles.
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The total of psychopathology factors explained some QOL variance, whereas
the individual factors were not significant. In addition to psychopathology,
experienced stress explained a significant amount of the variance of QOL,
especially intensity and number of hassles. Thus daily stress, which may be a
consequence of behavior related to psychopathology, has more impact on patients'
QOL than psychopathology as such. A possible explanation for this finding may be
that the presence of psychopathology is merely a risk-factor for winding up in
stress-full situations, whereas the factor stress itself directly affects QOL. The
findings of the present study justify the classification of stress on a separate axis of
DSM-IV. Paying attention to stress in diagnostic procedures (e.g., using specific
measures to assess stress), treatment policies (e.g., interventions directed at the
improvement of stress-management), and program evaluations is advised.
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Abstract

The relationship between social functioning and quality of  life (QOL) in psychiatric patients
has not been explicitly investigated before. The aim of the present study was to investigate
the relationship between social functioning and QOL in a population of psychiatric

outpatients (n=410) with a broad spectrum of psychiatric disorders. Social functioning was
assessed with the Groningen Social Behavior Questionnaire-100 (GSBQ-100) and the Global
Assessment of Functioning (GAF) scale. QOL was measured with the WHO Quality of Life
Assessment Instrument (WHOQOL-100). The study population experienced a wide range of
problems concerning all aspects of social functioning. The amounts of problems were
significantly higher compared with healthy controls and (partly) also of a norm group of
psychiatric outpatients. Almost all scales of the GSBQ-100 were negatively correlated with all
QOL aspects, whereas the GAF score correlated positively with all QOL aspects. In general,
participants with problems on aspects of social functioning had lower QOL scores than those
without such problems, even after a correction for the presence of psychopathology
according to DSM-IV classification. In addition to the presence of psychopathology, social

functioning plays a significant role in determining QOL. Therefore, it should be considered
more systematically in psychiatric assessment, treatment, and program evaluation.
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Introduction

During the past few decades, a large number of instruments has been developed
to measure (changes in) social functioning, not only for the purpose of treatment
evaluation, but also for use in scientific research (De Jong, 1999). Furthermore, the
growing interest in social functioning has led to the introduction of a separate axis
in the third edition of the Diagnostic and Statistical Manual of Mental Disorders:
Axis-V (DSM-111; American Psychiatric Association, 1980).

Besides social functioning, quality of life (QOL) also has become an important
topic and a field of growing interest in psychiatric research and treatment practice
(Katschnig & Krautgartner, 2002). This interest stems from the realization that
classical medical endpoints, such as morbidity and mortality, not fully represent the
potential outcomes of medical interventions (Gladis et a/., 1999; Power et al.,
1999; Van Nieuwenhuizen, 1998). Patients have to live, and come to terms with,
(often long lasting) disabilities due to their psychiatric disorder. This is covered by
QOL measures and is not assessed by diagnostic measures reflecting morbidity
and health status and is only in part covered by indices of sickness impact.

Nowadays, the costs for psychiatric treatments (e.g., drugs, psychotherapy) are
high, while at the same time the financial means are limited. Due to newly
developed forms of psychiatric treatment, it is likely that patients with psychiatric
disorders will use health care facilities more frequently and during a long(er) period
of their life. Outcome measures, such as social functioning and QOL, can be of
great value in studies of cost-effectiveness of psychiatric treatment policies and in
utility investigations. This is the more so as, apart from alleviation of symptoms,
improvement of social functioning and QOL are important goals of treatment.
However, when social functioning and QOL are important outcome measures, then
it is necessary to scrutinize their mutual relationship in an extensive and

systematic way.
Earlier studies have revealed that psychiatric disorders are associated with

(often significant) decrements in social functioning and QOL (e.g., Angermeyer et
a/., 2002; De Jong, 1984, 1991; Kuehner, 2002; Simon, 2003). Furthermore,
social functioning, as measured with health status instruments, has a moderate
relationship with the domain social relationships of QOL (Breek et a/., 2005).
However, to the best of our knowledge, the relationship between social functioning
and QOL in psychiatric patients has not been explicitly investigated before.

The aim of the present study was to investigate the relationship between
social functioning and QOL in a population of psychiatric outpatients. This was
done by (i) examining a sample of a general population of adult psychiatric
outpatients, suffering from a broad spectrum of psychiatric disorders, (ii) assessing
social functioning using the Groningen Social Behavior Questionnaire-100 (GSBQ-
100), a questionnaire explicitly designed to enable an evaluation of social

functioning on several subsectors, and independent from (symptoms of) psychiatric
disorders (De Jong, 1984; De Jong & Van der Lubbe, 2001; Van der Lubbe, 1995),
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and (iii) assessing QOL using the WHOQOL-100 (WHOQOL Group, 1994), which
meets the necessary criteria formulated in the scientific literature, and has a small
overlap in content between psychiatric symptoms and QOL facets (WHOQOL Group,
1994).

A priori, it was hypothesized that a decrease in social functioning had a
negative relationship with QOL scores, especially on the (WHOQOL-100) domain
Social Relationships and to a lesser extent on the domain Psychological Health.

Method

Participants

In the period from March 1, 2001 till March 1, 2002, data were collected from
psychiatric outpatients at GGZ Midden-Brabant, the community mental health
center in Tilburg, the Netherlands. Approval was received from the regional Medical
Ethical Committee. In order to minimalize a possible language and / or cultural
bias, all participants were outpatients of Dutch ethnic origin, aged 21-50 years.
This age criterion was set to match the inclusion criteria of another study involving
the same study population. Potential participants entered the study through an at
random selection procedure, in which one third of all referrals was selected directly
for psychiatric evaluation and administration of the questionnaires. After
description of the study, written informed consent was obtained. Exclusion criteria
were an inability to undergo the interviews and to fill in the questionnaires due to
severe mental illness, illiteracy, dyslexia, mental retardation, sight or hearing
problems, and cerebral damage. From the persons referred to the outpatient clinic
of the center (n=3892; 40.4% male), 1559 were potential participants (42.2%
male). The total group that entered the present study contained 438 participants
(male: 42.7%; mean age: 34.7 years, SD=8.3; female: 57.3%; mean age: 32.8
years, SD=8.2). From this group, 28 participants were unable to undergo the
research protocol, due to severe psychotic disorder (n=7), major depressive
episode (n=9), dyslexia (n=2), mental retardation (n=2), and refusal to participate
(n=8; four diagnosed with antisocial personality disorder; four with substance
related disorder). Thus, 410 participants completed the test booklet (total
response rate: 93.6%; male: 41.2%; mean age: 34.8 years, SD=8.4; female:
58.8%; mean age: 32.5 years, SD=8.2).

Measures

Participants were asked to complete self-administered questionnaires for
measuring social functioning and QOL. In addition, they underwent two semi-
structured interviews (held in two separate sessions) for obtaining Axis-1 and Axis-11

diagnoses, according to DSM-IV. These diagnoses were collected to provide insight
into the composition of the group of participants regarding their psychopathology.
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Social functioning
Social functioning was assessed using the Groningen Social Behavior
Questionnaire-100 (GSBQ-100; De Jong & Van der Lubbe, 1994). The 100-item
GSBQ is a self-report inventory. The questions of the GSBQ-100 pertain to
respondents' problems with their functioning in different social roles, with a 4-point
rating scale ranging from 1, never, to 4, a/ways. The 100 questions (e.g., '/ had a
quarrel with (one of) my parents', '1 was able to discuss personal problems with my
partner', 'My behavior has clearly irritated my partner') are grouped into 15
dimensions, that were all used in this study: (1) Self-care, (2) Citizen role, (3) Own
family, (4) Living alone, (5) Relationship with parents, (6) Relationship with siblings,
(7) Relationship with partner, (8) Functioning without partner, (9) Relationship with
children <15 years, (10) Relationship with children >15 years, (11) Relationship
with friends, (12) Study / education, (13) Work, (14) Home role, and (15) Daily
activities. The total scores on the 15 dimensions of the GSBQ-100 are
dichotomized according to two sets of threshold values. A score above the cut-off
point of threshold value set 1 strongly indicates a problem regarding interpersonal
functioning at the concerned GSBQ-100 dimension (high specificity). A score below
the cut-off point of threshold set 2 is likely to exclude problems in social functioning
on the respective GVSG-100 scale (high sensitivity). Previous studies employing the
GSBQ-100 have demonstrated both a sufficient reliability and validity (De Jong &
Van der Lubbe, 2001).

Global Assessment of Functioning (GAF)

The judgment of the individual's overall level of functioning was given in a
unidimensional way, using the so-called Global Assessment of Functioning (GAF)
rating (American Psychiatric Association, 1994). Scores can range from 1 to 10
(Persistent danger of severely hurting self or other, or persistent inability to
maintain minimal personal hygiene, or serious suicidal act with clear expression of
death), to 91 to 100 (Superior functioning in a wide range of activities, life's
problems never seem to get out of hand, is sought out by others because of his or
her many positive qualities. No symptoms). With regard to validity and reliability,
the instruction of the American Psychiatric Association to rate social functioning on
Axis-V with only one GAF score on a unidimensional rating scale has been criticized,
because this very simple way of rating is considered to be not at all in proportion to
the various subsectors in which social functioning can be divided, and the complex
and extensive ways psychiatric disorders can be classified (De Jong, 1999;
Goldman, 1992). However, the GAF scale was used in this study because it
operationalizes social functioning according to current DSM-IV classification
criteria. In the present study, the average correlation between the GAF score and
the scales of the GSBQ-100 was -0.21 (ranging from -0.03 (Relationship with
Siblings; not significant) to -0.42 (Daily Activities; p<0.001).
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Quality of life

Quality of life was measured using the WHOQOL-100 (WHOQOL Group, 1994,
1998), Dutch version (De Vries & Van Heck, 1995). The WHOQOL-100 is a generic
measure designed for use in a wide spectrum of psychological and physical
disorders. It is a multidimensional measure for subjective assessment of QOL.
During the development, focus groups of patients, health professionals, and well
people proposed items that were selected and attached to a 5-point Likert scale.
The 100 items are organised in 24 facets, subsumed within six domains (WHOQOL
Group, 1998) and one facet measuring overall QOL and general health. High scores
indicate good QOL, except for the facets Pain and Discomfort, Negative Feelings,
and Dependence on Medication or Treatments, which are negatively framed. The
time frame of reference is the previous two weeks. Regarding somatic diseases,
the WHOQOL-100 has good to excellent validity and reliability (Masthoff et a/.,
2005: Skevington, 2001).

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et a/., 1990).
The SCAN is a comprehensive semi-structured clinical diagnostic interview,
developed under auspices of the WHO, aimed at the assessment and classification
of psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing eta/., 1990; Wing et
al, 1998) The interviews were administered by two psychiatrists (EDM, FJT) trained
and certified at the WHO center in Groningen, the Netherlands. Most of the studies
about the psychometric properties of the SCAN have only examined earlier versions
or parts of the current version (Andrews et al., 1995; Nelson et a/., 1999). Rijnders
et al. (2000) tested  the psychometric properties of the integral SCAN 2.1. Overall
reliability was qualified as moderate to substantial and, with regard to the test-
retest situation, as fair to moderate. In the standardized situation using videotaped
interviews by experts, sensitivity as well as specificity proved to be substantial to
almost perfect.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-11

Personality Disorders (SCID-11) (Spitzer et al., 1990), version 2.0 (First et a/., 1997),
Dutch version (Weertman et al., 2000), was used. The SCID-11,2.0 is a semi-
structured interview with 140 items, organized by diagnosis, covering the ten
personality disorders included in DSM-IV Axis-11 and the two personality disorders
listed in the DSM-IV Appendix (i.e., diagnoses requiring further study). The
instrument provides categorical diagnoses and dimensional scores for each
disorder. With regard to the psychometric properties, Maffei et a/. (1997)
investigated the interrater reliability and internal consistency. Interrater reliability
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was good for categorical diagnoses as well as dimensional diagnoses. Internal

consistency for the dimensional scales proved to be satisfactory.

Statistical analyses

For the study population, the absolute scores on the scales of the GSBQ-100 were
dichotomized according to threshold value set 1 (in order to provide the most strict
interpretation of social functioning). Percentages of subjects experiencing
problems with social functioning on the different GSBQ-100 scales were calculated
and compared to corresponding values of norm groups of healthy controls and
psychiatric outpatients using chi-square tests (p<0.05). Pearson correlations were
calculated between the GSBQ-100 scales and the GAF-score, on the one hand, and
the domains and the overall QOL and general health facet, on the other hand. A p-
value below 0.01 was considered significant. To determine relationships between
dichotomized scales of the GSBQ-100, using threshold value set 1, and the
WHOQOL-100, ANOVA's were used (general linear model, univariate). The presence
of an Ax&-1 diagnosis, an Axis-11 diagnosis, and comorbidity (Axis-1 and Axis-11

diagnosis simultaneously present) were entered as covariates. The data were
processed using the Statistical Package for the Social Sciences (SPSS, version
13.0 for Windows).

Results

Of the 410 participants, 278 had at least one Axis-1 diagnosis, 206 had at least one
Axis-11 diagnosis. 130 participants suffered from comorbidity; 54 participants had
no diagnosis according to DSM-IV classification.

Considerable percentages of the study population had problems with social

functioning as measured with the GSBQ-100. These percentages ranged from
23.7% (Self-care) to 72.2% (Daily Activities), according to threshold value set 1. On
all scales of the GSBQ-100, the percentages of people having problems with social

functioning were higher in the study population than in the norm group of healthy
controls. The study population also had higher problem rates on about half of the
GSBQ-100 scales when compared  with the norm group psychiatric patients (see
Table 11.1).

As can be seen in Table 11.2, negative correlations were found between
almost all scales of the GSBQ-100 and scores on the QOL domains, and the overall

QOL and general health facet of the WHOQOL-100. The GAF-score correlated

positively with all QOL aspects.
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Table 11.1 Chi-square tests: differences in percentages healthy controls (HC; n=420), norm group
psychiatric patients (NPP; n=199) and study population (SP: n=410) with problems in
interpersonal functioning as measured with the GSBQ-100 according to both sets of
threshold values.

GSBQ-scales Threshold value set 1
HC NPP SP           X21          %211

Self-care 3.1 13.1 23.7 76.311 9.171

Citizen Role 12.8 45.8 57.1 177.873 6.651

Own Family 6.1 27.6 36.9 87.881 3.24

Living Alone 0.0 28.4 49.5 65.351 7.911

Relationship with Parents 8.0 38.1 41.6 108.191 0.54

Relationship with Siblings 20.1 32.9 47.0 57.621 9.281

Relationship with Partner 7.3 35.6 42.2 25.821 1.45

Functioning without Partner 44.4 49.4 64.3 9.731 4.522

Relationship with Children <15 years 5.0 34.0 38.9 46.781 0.35

Relationship with Children >15 years 15.6 35.7 54.2 27.671 3.982

Relationship with Friends 19.6 32.0 39.9 38.591 3.47

Study / Education 2.2 25.0 29.6 12.531 0.12

VVork 6.4 41.0 47.7 106.041 1.01

Home Role 2.4 21.1 35.6 10.691 2.76

Daily Activities 5.7 51.5 72.2 387.071 11.761

72 isp versus HC; %211=SP versus NPP; chi-square value accentuated with i =p<0.01; chi-square value
accentuated with 2 -p<0.05; all other chi-square values: not significant.

Table 11.2 Pearson correlations between GSBQ-100, GAF scale, and WHOQOL-100.

Scales of the WHOQOL-100

GSBQ-100 n            FO               DI               Dll Dill DIV

Self-care 410 -0.35 -0.36 -0.37 -0.27 -0.36

Citizen Role 410 -0.35 -0.34 -0.40 -0.35 -0.47

Own Family 309 -0.26 -0.25 -0.27 -0.27 -0.44

Living Alone 101 -0.29 -0.48 -0.38 -0.26 -0.49

Relationship with Parents 344 -0.21 -0.15 -0.16 -0.35 -0.24

Relationship with Siblings 351 -0.19 -0.17 -0.17 -0.35 -0.18

Relationship with Partner 270 -0.26 n.s. -0.23 -0.56 -0.25

Functioning without Partner 140 -0.22 -0.201 -0.191 -0.25 -0.211

Relationship with Children <15 years 139 -0.24 -0.191 -0.221 -0.201 -0.26

Relationship with Children >15 years 59 n.s. n.s. n.s. n.s. n.s.

Relationship with Friends 376 -0.28 -0.28 -0.36 -0.41 -0.31

Study / Education 44 -0.50 -0.61 -0.43 -0.361 -0.47

Work 197 -0.36 -0.48 -0.37 -0.23 -0.38

Home Role 337 -0.35 -0.50 -0.42 -0.24 -0.37

Daily Activities 410 -0.57 -0.51 -0.55 -0.40 -0.51

GAF 410 0.47 0.49 0.42 0.36 0.47

FO=Overall Quality of Life and General Health; DI=Physical Health; Dll=Psychological Health; Dill=Social
Relationships; DIV=Environment. Correlations with 1 =P<0.05; all other correlations=p<0.01; n.s.=not

signficant.
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The presence of a diagnosis on either Axis-1 or Axis-11, according to DSM-IV

classification, in general played a significant role as a covariate in the relationship
between social function and QOL. The factor comorbidity did not play a role in QOL
scores. Furthermore, in general, subjects with problems on aspects of social
functioning had lower QOL scores than those without such problems. This was
especially the case for the GSBQ-100 scales Self-care, Citizen role, Relationships
with Friends, Work, Home role, and Daily Activities. The dichotomised scores on the
GSBQ-100 scales Functioning without Partner, Relationship with Children <15
years and >15 years, and Study / Education were associated with rather few
differences in subjective QOL. The results are presented in Table 11.3.

Table 11.3 ANOVA: Relationships between dichotomized scales of the GSBQ-100, using threshold value
set 1, and the WHOQOL-100, with psychopathology as covariate.

Scales of the WHOQOL-100

GSBQ-100                          DI                        Dll DIll DIV                             FO

FpF D F D F P                          F                             P

' Self-care 32.0512 <0.001 22.681.2 <0.001 12.262 <0.01 27.781.2 <0.001 27.401.2 <0.001
Citizen Role 20.9412 <0.001 33.801.2 <0.001 31.471.2 <0.001 46.481.2 <0.001 26.591.2 <0.001
Own Family 6.751.2 n.s. 5.051.2 n.s. 10.651.2 <0.01 38.702 <0.001 4.551.2 n.s.

Living AIone 7.191.2 <0.01 7.012 n.s. 0.54 n.s. 8.011.2 <0.01 1.31 n.s.

Rel. Parents 3.471.2 n.s. 2.971.2 n.s. 34.722 <0.001 11.261.2 <0.01 7.931.2 <0.01

Rel. Siblings 4.331.2 n.s. 3.4112 n.s. 19.462 <0.001 7.491.2.3 <0.01 3.911.2 n.s.

Rel. Partner 0.361.2 n.s. 6.661.2 n.s. 61.15 <0.001 11.581.2 <0.01 10.961.2 <0.01

Without Partner 1.681.2 n.s. 2.69 n.s. 4.522 n.s. 5.022 n.s. 3.10 n.s.

Children <15 yrs. 2.331 n.s. 2.102 n.s. 0.17 n.s. 5.582 n.s. 3.412 n.s.

Children >15 yrs. 1.741 n.s. 0.001 n.s. 1.791.2 n.s. 0.08 n.s. 0.031 n.s.

Rel. Friends 11.311.2 <0.01 26.291.2 <0.001 37.532 <0.001 14.201.2 <0.001 15.201.2 <0.001

Study/ Education 6.36 n.s. 3.01 n.s. 1.65 n.s. 3.72 n.s. 3.31 n.s.

VVork 39.651,2 <0.001 20.012 <0.001 5.492 n.s. 21.7412 <0.001 27.001.2 <0.001

Home Role 98.701.2 <0.001 49.381.2 <0.001 8.012 <0.01 21.772 <0.001 30.681.2 <0.001

Daily Activities 84.521.2 <0.001 85.081.2 <0.001 39.582 <0.001 69.152 <0.001 105.31.2 <0.001

DI=Physical Health; Dll=Psychological Health; DIll=Social Relationships; DIV=Environment; FO=Overall

Quality of Life and General Health; Rel. Parents=Relationship with Parents; Rel. Siblings=Relationship
with Siblings; Rel. Partner=Relationship with Partner; Without Partner=Functioning without Partner;
Children <15 yrs.=Relationship with Children <15 years; Children >15 yrs.=Relationship with Children
>15 years; n.s.=not signoficant.
1 Axis-1 diagnosis significant as covariate.
2 Axis-11 diagnosis significant as covariate.
3 Comorbidity significant as covariate.

Discussion

In the present study, the relationship between social functioning and QOL was
investigated in a population of psychiatric outpatients suffering from a broad
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spectrum of psychiatric disorders. Social functioning was assessed with the GSBQ-
100 and the GAF and QOL with the WHOQOL-100.

On all aspects of social functioning, considerable percentages of the study
population experienced problems. These rates were evidently higher than those of
the norm group healthy controls, which is in accordance with earlier findings (e.g.,
De Jong, 1984, 1991). Surprisingly, in comparison with the norm group psychiatric
outpatients, the study population also had higher problem rates on about half of
the GSBQ-100 scales. Non significant differences were probably due to small
sample sizes on some of the GSBQ-100 scales (e.g. Study / Education). A possible
explanation for this difference is that the study population consisted of psychiatric
outpatients who were recently referred to a psychiatric outpatient clinic. They were
not yet receiving treatment at the moment of investigation. In contrast, the norm
group of psychiatric outpatients (mainly suffering from chronic psychiatric
disorders) was already receiving treatment. Considering the fact that psychiatric
outpatients experience an improvement in social functioning (and QOL) over the
course of time (during which treatment is provided) (Addington et al., 2003), it is
reasonably to believe that the social functioning deficits of the norm group were
somewhat decreased due to the factors time and / or treatment, which was not the
case for the study population.

Almost all scales of the GSBQ-100 were negatively correlated with the
domains and the overall QOL and general health facet of the WHOQOL-100.
Problems with social functioning in general had equal negative effects on all
aspects of QOL and not, as a priori hypothesized, mainly on the domains Social
Relationships and Psychological Health. The GAF score was positively related to all
QOL aspects. These results point out that deficits in different aspects of social
functioning negatively affect QOL in a broad sense.

In general, subjects with problems on aspects of social functioning had lower
QOL scores than those without such problems, even when adjusted for the
presence of psychopathology according to DSM-IV classification. This indicates that
in psychiatric outpatients, apart from the factor psychopathology, one of the
determinants of the psychosocial outcome measure QOL is social functioning. This
justifies the classification of social functioning on a separate axis of DSM-IV.

Conclusion

Psychiatric outpatients experience considerable rates of problems concerning all
aspects of social functioning. These rates are evidently higher than those of healthy
controls. Social functioning plays, apart from the presence of psychopathology, a
significant role in determining QOL and, therefore, should be considered in
psychiatric assessment, treatment and program evaluation.
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Abstract

In this study. predictors of quality of life (QOL) in psychiatric outpatients (n=410) were
investigated using the psychological stress model developed by Taylor and Aspinwall (1996).
External resources, personal resources, stressors, appraisal of stressors, social support,
coping, and QOL were assessed with several questionnaires. Regression analyses partially
supported the Taylor and Aspinwall model. However, QOL was not predicted by coping, while
all other antecedents affected QOL directly, explaining considerable amounts of QOL
variance. Furthermore, external resources (demographics) explained some variance of social
support. Some modifications of the model are recommended concerning psychiatric
outpatients when QOL is the psychosocial outcome measure. Removing coping from the
model and adding paths from all exogenous variables to QOL and from external resources to
social support is advised.
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Introduction

Quality of life (QOL) has become a topic of growing interest in medical and
psychiatric practice (Katschnig & Krautgartner, 2002). Recent studies show that
psychiatric outpatients experience a poorer QOL compared with members of the
general population (Masthoff et a/., 2006). The body of knowledge about the
complex relationship between the QOL of psychiatric outpatients and its
determining factors is growing. However, understanding this relationship still
remains difficult, due to the lack of consensus regarding factors contributing to the
QOL of these outpatients.

In the present study, the model developed by Taylor and Aspinwall (1996) (see
Figure 12.1) was tested in psychiatric outpatients with QOL as the outcome
variable. The study aim was to test if this general framework is suitable for
explainingthe specific roles of the antecedents of QOL.

External Resources Ll

F-3
Stressor Ll - Appraisal L2 Coping L3 - Psychosocial Outcome L4

Personal Resources Ll , Social Support L2

Figure 12.1 The Taylor and Aspinwall Model (1996, p.98). Ll=level 1; L2=level 2: L3=level 3;
L4=level 4.

The Taylor and Aspinwall model (1996) is based on empirical evidence and
incorporates the transactional model of Lazarus and Folkman (1984). It provides a
general framework that is suitable for studying the mediating and moderating
factors that influence psychosocial outcome. As can be seen in Figure 1, this model
includes external resources, personal resources, stressors, appraisal, social
support, and coping. According to Taylor and Aspinwall (1996), external resources
comprise those aspects of the individual's environment, which influence the
demands and affordances of the stream of situations people encounter in everyday
life. In the model, appraisal is defined as an evaluation of stress (i.e., the impact of
stressors on the individual). As Figure 12.1 shows, external resources may
determine the kinds of stressors to which one is exposed, but also appraisal and
coping processes. Similarly, personal resources may affect exposure to and
disengagement from situations, as well as appraisal and coping. In addition,
personal resources may influence the availability, mobilization, and maintenance of
social support. Social support, in turn, may affect coping indirectly through



appraisal processes and directly through the provision of information and
functional assistance. Finally, the model suggests that the effects of personal and
external resources, stressor, appraisal, and social support on psychosocial
outcomes are mediated by the way that persons cope with stress.

The validity of the Taylor and Aspinwall model (1996) has been tested in a
working population in both a cross-sectional and a prospective study (Michielsen,
2002; Michielsen et a/., 2004). Emotional exhaustion and fatigue were respectively
used as psychosocial outcome variables. Support was found for several paths
represented in the model. However, based on the results, it was advised to add a
path from external resources to social support. Furthermore, the path from coping
to emotional exhaustion and fatigue was absent.

It was recommended to test the model in different populations, with different
measures, and with different psychosocial outcomes to be more confident about
modifications of the model. Therefore, the aim of the present study was to test
complete Taylor and Aspinwall model (1996) in a population of psychiatric
outpatients, with QOL as the outcome variable, and a number of different
measures than Michielsen (2002) and Michielsen et a/. (2004) used to assess the
factors.

Method

Participants

The present study, which constitutes a part of a larger QOL study, was conducted at
GGZ Midden-Brabant, the community mental health center in Tilburg, the
Netherlands, after approval by the local ethics committee. Participants were
outpatients of Dutch ethnic origin (in order to prevent language and/or cultural
bias), aging 21-50 years (this age criterion was set to match the criteria of one
employed questionnaire), referred to the center during a one-year period. Written
informed consent was obtained. Exclusion criteria were inability to undergo the
investigation protocol due to severe mental illness, illiteracy, dyslexia, mental
retardation, problems with sight or hearing, and cerebral damage.

During the one year period in which data for the present study were collected,
3892 persons (40.4% male) were referred to the outpatient clinic of the centre.
Within this group, 1559 patients (42.2% male) were of Dutch ethnic origin and
aging 21-50 years. From these 1559 patients, 438 were randomly selected to
enter the study (male: 42.7%; mean age: 34.7 years, SD=8.3; female: 57.3%;
mean age: 32.8 years, SD=8.2). This selection procedure was performed because
of an a priori agreement upon time investment by the investigators. From these
438 patients, 20 were unable to undergo the research protocol, due to severe
psychotic disorder (n=7), major depressive episode (n=9), dyslexia (n=2), and
mental retardation (n=2). In addition, eight patients refused to participate (non-
participants) of whom four were diagnosed with antisocial personality disorder and
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four with substance related disorder. Thus, from the total group of 438 patients,
410 fully completed the test booklet (93.6%; 41.2% male, mean age 34.8 years,
SD=8.4; 58.8% female, mean age 32.5 years, SD=8.2).

Measures

Participants were asked to complete self-administered questionnaires for
measuring external resources, personal resources, stress, appraisal, social

support, coping, and psychosocial outcome. In addition, they underwent two semi-
structured interviews (held in two separate sessions) for obtaining Axis-1 and Axis-11

diagnoses, according to DSM-IV. This thorough diagnostic assessment of the
participants, also necessary for other parts of the larger QOL study, was performed
in order to provide insight into the composition of the participants regarding their
psychopathology.

External resources

Following Michielsen et a/. (2004), the following variables were taken as
exogenous: age, gender (0=male, 1=female), having children (0=no children,
1=having children), partner relationship (0=single, 1=having a partner), habitual
status (0=living alone, 1=living together with at least one other person),
employment (0=no paid work, 1=paid work), sick leave (0=no work or not reported
sick at work, 1=reported sick at work), no sick leave (0=no work or reported sick at
work, 1=not reported sick at work), and educational level (1='low', i.e., no
education completed at all, primary school, individual teaching, lower vocational
training, 2='middle', i.e., lower general secondary education, higher general
secondary education, pre-university education, intermediate vocational education,
3='high', i.e., higher vocational education, university).

Personal Resources

Personal resources were assessed with the NEO-PI-R. The goal of the NEO-PI-R

(Costa & McCrae, 1992), Dutch version (Hoekstra et al., 2002) is to assess the five
major domains (i.e., Neuroticism, Extraversion, Openness, Agreeableness, and
Conscientiousness) of the five-factor model of personality and the 30 facets of
these five broad domains. The NEO-Pl-R is a 240-item self-administered
questionnaire that yields continuous scores for each domain and for the six facets
in each domain. Each item has a 5-point response scale (1=strongly disagree to
5=strong/y agree). The psychometric properties of the Dutch version of the NEO-PI-

R are generally qualified as good (Hoekstra et ak, 2002).

Stressor

This component of the model was assessed with the Dutch Everyday Problem
Checklist (EPCL) (Vingerhoets & Van Tilburg, 1994), a validated version of the Daily
Hassles Scale (Vingerhoets et a/., 1989). The EPCL consists of 114 items
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concerning daily hassles experienced in the last 2 months. The total number of
hassles experienced was used to assess the stressor variable.

Appraisal

The EPCL also measures the intensity of each hassle on a scale from 0 to 3.
Appraisal was assessed with the mean intensity score of the EPCL (total intensity of
the experienced hassles divided by the total number of experienced hassles)
(Vingerhoets & Van Tilburg, 1994).

Social Support

The total score of the 12-item version of the Perceived Social Support Scale (PSSS)
(Blumenthal et at., 1987; De Vries, 1998) was used to assess general perception
of social support. The item's rating scale varies from 1, very strongly disagree, to  7,
very strongly agree. The PSSS has good reliability and validity (Blumenthal et al,
1987).

Coping

Coping styles were measured using the Coping Inventory for Stressful Situations
(CISS) (Endler & Parker, 1999), Dutch version (De Ridder & Van Heck, 2004). The
CISS is a 48-items inventory assessing ways in which people react to various
difficult, stressful, or upsetting situations. Responses are scored on a five-point
scale ranging from 'not at all' to 'very much'. Three basic coping styles are
evaluated (each by 16 items): task-oriented, emotion-oriented and avoidance-
oriented. Avoidance-oriented coping can be subdivided in Social diversion (five
items) and Distraction (8 items). Task-oriented coping refers to strategies used to
solve a problem, cognitively reconceptualize it, or minimize its effects. Emotion-
oriented coping refers to strategies including emotional responses, self
preoccupation, and fantasizing reactions. Avoidance-oriented coping refers to
strategies that include escape from a problem by seeking out other people (social
diversion) or by engaging in a substitute task (distraction). The Dutch version of the
CISS has demonstrated good psychometric properties (De Ridder & Van Heck,
2004).

Psychosocial Outcome

The WHOQOL-100 (WHOQOL Group, 1994), Dutch version (De Vries & Van Heck,
1995) was used. This 100-item instrument is a generic multidimensional measure
for subjective assessment of QOL designed for use in a wide spectrum of
psychological and physical disorders. We used the same four-factor structure of the
WHOQOL-100, which was described in earlier studies (Masthoff et a/., 2005; Power
et al., 1999; WHOQOL Group, 1998): physical health, psychological health, social
relationships, and environment. The items are attached to a 5-point Likert scale.
High scores indicate good QOL, except for the facets pain and discomfort, negative
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feelings, and dependence on medication or treatments, which are negatively
framed. The time of reference is the previous two weeks. The WHOQOL-100 has
good to excellent psychometric properties in patients with somatic diseases
(Skevington et a/., 2001) as well as in patients with psychiatric disorders (Masthoff
et al., 2005, Skevington & Wright, 2001). In this study, the facet overall QOL and
general health and the domain scores were used.

DSM-IV, Axis-1 diagnosis

For the Axis-1 diagnosis, the Schedules for the Clinical Assessment in
Neuropsychiatry (SCAN 2.1), were used (Giel & Nienhuis, 1996; Wing et al., 1990)
The SCAN is a comprehensive semi-structured diagnostic interview, developed
under auspices of the WHO, aimed at the assessment and classification of
psychiatric disorders in adults (Giel & Nienhuis, 1996; Wing et a/., 1990; Wing et
a/., 1998). The SCAN has sufficient psychometric properties (Rijnders et a/., 2000).
For some diagnostic categories of DSM-IV, the data provided through the SCAN 2.1
are not sufficient (e.g., Pervasive Developmental Disorders). When participants
reported problems, seeming to belong to such a category, diagnostic criteria
according to DSM-IV classification were followed.

DSM-IV, Axis-11 diagnosis

For the Axis-11 diagnosis, the Structured Clinical Interview for DSM-IV Axis-11

Personality Disorders (SCID-11) (Spitzer et aL, 1990), 2.0 (First et aL, 1997), Dutch
version (Weertman et a/., 2000), was used. The SCID-11,2.0 is a semi-structured
interview covering the personality disorders included in DSM-IV Axis-ll. The SCID-11

has been shown to have good interrater reliability and internal consistency (Maffei
et al., 1997).

Statistical analyses

The analyses, reported in this paper, were aimed at testing the Taylor and
Aspinwall conceptual model (1996), which is represented in Figure 1 as a recursive
path model (Kaplan, 2000).

According to the model, at the first level, stressor variables may be influenced
by external resources as well as by personal resources. However, social support, at
the second level is only influenced by personal resources. At this second level,
there is also appraisal, which is assumed to be influenced by all variables of the
first level and social support. The third level features the coping variables which,
according to the path model, are all directly influenced by the variables in external
and personal resources, appraisal, and social support, but not by the stressor.
Finally, the Taylor and Aspinwall model (1996) makes strong assumptions about
the possible causes of psychosocial outcome at the fourth level. According to the
model, only the coping variables have a direct effect on it, while all other variables
have only indirect effects.
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In order to explain the amount of variance of each endogenous variable
explained by its - according to the Taylor and Aspinwall model (1996) - preceding
variables, a sequence of regression analyses (method enter) was performed. Each
(dependent) endogenous variable was regressed on all variables belonging to the
previous level. Subsequently, the variables of the remaining preceding levels were,
in reverse order, inserted as successive blocks of independent variables, in order
to investigate if they explained an additional amount of the variance of the
dependent variable. Appraisal was first regressed on social support, which belongs
to the same level. The data were processed using the Statistical Package for the
Social Sciences (SPSS, version 12.0 for Windows).

Results

For all participants Axis-1 and Axis-11 diagnoses according to DSM-IV were
determined. The results are presented in Table 12.1. The Figures 12.2 to 12.5
summarize the results of the regression analyses.

Table 12.1 Axis-1 and Axis-11 diagnosis according to DSM-IV classification for the total outpatient sample
(n=410).

Axis-1 diagnosis ni Axis-Il diagnosis                                      ni
Pervasive Developmental disorder 4 Paranoid personality disorder                               4
ADDB disorder2 5 Schizoid personality disorder                                6
Substance related disorder 27 Schizotypal personality disorder                      2
Psychotic disorder 4 Antisocial personality disorder 23
Mood disorder 113 Borderline personality disorder 49

Anxiety disorder 73 Histrionic personality disorder                                  6
Somatoform disorder 9 Narcissistic personality disorder                       18
Sexual disorder/ Gender Identity disorder 9 Avoidant personality disorder 47

Eating disorder 15 Dependent personality disorder 24

Impulse-Control disorder 5 Obsessive-compulsive personality disorder 21

Adjustment disorder 36 Personality disorder not otherwise specified 59
Other disorder 9 Postponed diagnosis                                12
Other Conditions3                                     53    No diagnosis# 196
No diagnosis# 89

1  The figures represent amounts of recorded diagnoses. Due to the phenomenon of comorbidity (i.e.,
the classification of more than one diagnosis on Axis-1 or Axis-ll) the totals of recorded diagnoses per
Axis exceed the total number of participants.

2 ADDB disorder: Attention-Deficit and Disruptive Behavior disorder.
3 Other Conditions: these conditions are classified in DSM-IV as Conditions That May Be a Focus of

Clinical Attention (so-called V-codes).
4 The majority of participants with no diagnosis on Axis-1 had a diagnosis on Axis-11 and vice versa. A

total of 42 participants did not meet criteria for a diagnosis according to DSM-IV on either Axis-1 and
Axis-Il.
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Agreeableness -.10 /

Figure 12.2 Predictors of Stress (F=8.48; p<0.001). For each independent variable, standardized

regression coefficients (B) are provided.

Age -.21
  Stress .20

Children 11 Sickleave   .18
  D Appraisal

 

Partner .15 00.7, Neuroticism 31
R2.26

Habitual status .12                            ,
-            Social

Support

  No sickleave .12        -1
/92.29

Extraversion .22  

 Agreeableness .18  

Figure 12.3 Predictors of Social Support (F=11.39; p<0.001), and Appraisal (F=9.13; p<0.001). For
each independent variable, standardized regression coefficients (B) are provided.

Stress Social support  .23-
-' Avoidance-

Gender 12 -&- Educational level- 10 , oriented coping
Task-oriented

F.23

Neuroticism -.14 I coping Extraversion 25--I

Openness 14

-.0....

8 31

Conscientiousness 42 Social support 32
Social

Extraversion .28 D         Diversion
F.27

Appraisal 18 ---
----·* Emotion-oriented Altruism 12 M-4

Neuroticism 63 ,          coping

*-I /7 48

Extraversion 10 Age -12 D          Distraction

R  11

Figure 12.4 Predictors of Task-oriented coping (F=11.08; p<0.001), Emotion-oriented coping
(F=22.18; p<0.001), Avoidance-oriented coping (F=7.21: p<0.001), Social Diversion
oriented coping (F=9.18: p<0.001), and Distraction-oriented coping (F=3.12; p<0.001).
For each independent variable, standardized regression coefficients (B) are provided.
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Figure 12.5 Predictors of Physical Health (F=16.84; p<0.001), Psychological Health (F=19.33;
p<0.001), Social Relationships (F=24.93; p<0.001), Environment (F=14.07; p<0.001),
and Overall quality of life (QOL) and General Health (F=12.14; p<0.001). For each
independent variable, standardized regression coefficients (B) are provided.

The results in these figures should be compared with the premises of the
Taylor and Aspinwall model (1996) in Figure 12.1. Figure 12.2 shows that the
stressor variable is predicted by external and personal resources. The highest
amount of variance of the stressor variable was explained by NEO domain
Neuroticism. Figure 12.3 demonstrates that social support is not only predicted by
personal resources, but by external resources as well. Especially being extravert
and being agreeable (personal resources), and being younger (external resource),
predicted the perception of more social support. As also described in Figure 12.3,
stressor, external and personal resources predicted appraisal, while social support
did not play a role. Being neurotic and experiencing a high stress frequency were
the main exogenous variables of appraisal. External and personal resources, in
various combinations, are important exogenous variables for most coping styles, as
depicted in Figure 12.4. The NEO domain conscientiousness explained a
considerable amount of the variance of task-oriented coping, whereas emotion-
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oriented coping mainly was predicted by the NEO domain neuroticism. Social

support was a significant exogenous variable of avoidance-oriented coping and its
subscale social diversion, while appraisal only predicted emotion-oriented coping.
Unexpectedly, the stressor affected task-oriented coping. Contrary to expectations,
none of the QOL domains, nor the overall QOL and general health facet were
predicted by any of the coping styles (Figure 12.5). Physical health was predicted
by appraisal and several external and personal resources. Especially sick leave had
a strong negative relation with physical health. The variance of the QOL domain

psychological health was explained by social support, the Big Five factors (mainly
neuroticism) and sick leave. External resources, stressor, and especially social

support affected the QOL domain social relationships. The variance of the QOL
domain environment and the overall QOL and general health facet were explained
by a combination of all exogenous variables, except coping styles.

The percentage of explained variance was especially high in the models

predicting the QOL domains social relationships (57%), psychological health (51%),
and physical health (48%), and in the model predicting emotional-oriented coping
(48%). The percentage of explained variance was below 20 percent for the model

predicting the coping style distraction.

Discussion

The aim of the present study was to investigate the predictors of quality of life
(QOL) in psychiatric outpatients using the psychological stress model developed by
Taylor and Aspinwall (1996). Our study was based mainly on other instruments
than those used in previous studies (Michielsen et aL, 2004). Only social support,

coping, and most of the demographics were assessed in the same way as
Michielsen et a/. (2004) did.

In general, the conceptual model was empirically confirmed. Exceptions were
that in addition to personal resources, external resources played a role in
predicting social support, while the latter failed to predict appraisal. In addition,
social support and appraisal were only important for some coping strategies.
Moreover, QOL was not predicted by any of the coping styles. However, all other
exogenous variables, in varying combinations, explained a considerable amount of
the variance of QOL.

The result that social support was not only predicted by personality variables,
but by external resources as well, is in accordance with earlier findings (Michielsen,
2002; Michielsen et al., 2004). As for age, other studies have found that older

people perceive less social support (Mardsen, 1987; Michielsen, 2002), which is in
line with the present findings. Having children, being involved in a partner
relationship and living together with others predicted more perceived social
support. This seems logical, because these factors are part of the social support
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system and thus potential providers of social support. The same explanation could
apply for no sickleave predicting more perceived social support, because
colleagues can also be providers of social support.

The finding that none of the coping variables predicted QOL is maybe the most
fascinating outcome of the present study. Sofar, research concerning the
relationship between coping and QOL in mental health care did not focus on a
general population of psychiatric outpatients, nor tested the Taylor and Aspinwall
model. For example, Ritsner et a/. (2003a) evaluated the relationship among
psychopathological symptoms, psychological distress, coping styles and the QOL of
schizophrenia inpatients. They estimated the contribution of different coping styles
to the prediction of QOL, and examined the mediating role of coping styles in the
relationships among these mentioned parameters. As in the present study, coping
styles were assessed using the CISS. QOL was assessed with a different measure,
the Quality of Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q). Task and
avoidance-oriented coping styles correlated positively, and emotion-oriented coping
slightly negatively with QOL. Coping styles accounted for 25% of the variance in
QOL scores. When, in the statistical analyses of the present study, only the
different coping styles were entered as independent variables (not described in this
paper), they explained amounts of the variance of the various QOL aspects ranging
from 14.2 to 29.6%. This corresponds with results of Ritsner et al. (2003a).
However, when the exogenous variables of the previous levels were added as
independent variables in the regression analyses, none of the coping styles
predicted the QOL variance. Thus, the discordant results between both studies
could be explained by the fact that Ritsner et al. (2003a) did not control for several
exogenous variables of QOL such as external and personal resources. Michielsen
(2002) explicitly tested the Taylor and Aspinwall model (1996) in a working
population, using emotional exhaustion as the outcome variable. In this cross-
sectional study, in which also the CISS was used to assess coping, none of the
coping styles predicted emotional exhaustion. In an additional (prospective) study,
Michielsen et al. (2004) confirmed the absence of the path from coping to
psychosocial outcome (emotional exhaustion and fatigue). These results are in
accordance with those of the present study.

The finding that, apart from coping, all exogenous variables predicted QOL is,
in general, in accordance with earlier findings.

Trompenaars et al. (2005) investigated the relationship between demographic
characteristics and QOL in a general population of psychiatric outpatients.
Although, in general, only a relatively small part of the variance of subjective
experienced QOL was explained by demographic variables, statistically significant
relationships were found between partner relationship, habitual status,
employment, sick leave, educational level and QOL. These findings were confirmed
by the additional path found in the present study between external resources and
QOL.
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Personal resources seem to play a substantial role with respect to QOL or
related concepts, such as life satisfaction and well-being (Larsen & Buss, 2005).
Several studies have demonstrated that extraversion and neuroticism contributed
greatly to well-being (Costa & McCrae, 1980; McCrae & Costa, 1991). Mental
health care research concerning the relationship between personal resources and
QOL mainly focused on patients with specific psychiatric disorders. Kentros et al.
(1997) and Hansson et a/. (2001) found that personality factors affected the
subjectively experienced QOL of individuals with schizophrenia or schizoaffective
disorder. Ritsner et al. (2003b) reported that temperamental factors explained 6 to
16% of the variability in QOL domain scores among patients with schizophrenia. In
the present study, personality affected subjectively experienced QOL in a direct
way. This corresponds with the results of Hansson et aL (2001), Kentros et al.

(1997), and Ritsner et a/. (2003b).
Reviews of the literature (Cohen & Wills, 1985; Uchino et a/., 1996) suggest

that social support has beneficial effects on a variety of physical and mental health
outcomes. Cohen and Wills (1985) direct the attention to the beneficial effects of
social support on health through social (e.g. stress buffering), psychological (e.g.,
affective state), and behavioral (e.g., health promoting) mechanisms. There is
empirical evidence to support this perspective (Uchino et a/., 1996). In line with
these findings, in the present study social support explained some amount of the
QOL variance.

Limitations of the present study are its cross-sectional design, the
predominant use of subjective measures, and the neglect of psychiatric diagnosis
as a potential predictor of QOL. An additional limitation is the use of the same
measure to assess coping (CISS) as in comparative research (Michielsen, 2002;
Michielsen et a/., 2004). Although this similarity enhances the comparison of
results, at the same time, it remains unclear if the use of another measure to
assess coping would have produced the same results.

In conclusion, the empirical findings of the present study overall supported the
Taylor and Aspinwall model (1996). However, not in line with this model, social
support was predicted by external resources. Furthermore, none of the coping
styles predicted QOL, while a considerable amount of QOL variance was explained
by combinations of external resources, personal resources, stress, appraisal, and
social support. These findings are almost entirely in accordance with those of
Michielsen (2002) and Michielsen et aL (2004), who investigated the Taylor and
Aspinwall model (1996) in a different population, with mostly different measures
and with different psychosocial outcomes. Therefore, it is recommended that some
modifications on the outline of the Taylor and Aspinwall model (1996) should be
made. It is advised to remove coping from the model and to add paths from all
exogenous variables to psychosocial outcome and from external resources to social
support.
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In psychiatry, a fundamental change has taken place in Western mental health
care systems from institutionalized care to community care. This development led
to an increase in the interest in the effects of mental disorders on aspects of
everyday life, QOL being one of the main outcome measures (Katschnig &
Krautgartner, 2002).

QOL has been notoriously difficult to define. The most widely used and
comprehensively derived definition of QOL is that by the World Health Organization
(WHO) (Orley et at., 1998). In 1994, the WHO Quality of Life Group (WHOQOL
Group) formulated QOL as 'an individual's perception of his/her position in life
within the context of the culture and value systems in which he/she lives and in
relation to his/her goals, expectations, standards, and concerns. It is a broad
ranging concept incorporating, in a complex way, the person's physical health,
psychological state, level of independence, social relationships, personal beliefs
and relationship to salient features of the environment' (WHOQOL Group, 1994; p.
43).

Over the past three decades, the assessment of QOL has been the subject of
an ongoing and vehement scientific debate. This debate has resulted in four
principles. QOL should be assessed in a (i) comprehensive, (ii) culturally-sensitive,
and (iii) subjective way, (iv) paying attention to the relative importance of its various
facets (Breslin, 1991; Bullinger et al., 1993; Deyo, 1984; Hays et al., 1993;
Jenkins et a/., 1990; Laman & Lankhorst, 1994; Sartorius & Kuyken, 1994).
Although research on this subject is scarce, the importance of this fourth principle
is not clearly supported by such research (e.g., May & Warren, 2001), making it
difficult to weigh its value. Many instruments have been developed to assess QOL.
Only few of them meet with all the principles mentioned above.

In 1991, the WHO started a project entitled 'The assessment of QOL in health
care', which resulted in the development of the WHOQOL-100 (De Vries, 1996; De
Vries & Van Heck, 1997; WHOQOL Group, 1994) and, more recently, the WHOQOL-
Bref (De Vries & Van Heck, 1996; WHOQOL Group, 1998b). These are
internationally applicable, cross-culturally comparable, generic, and
multidimensional instruments for the assessment of QOL.

Psychometric properties of the WHOQOL instruments

The number of studies in which the psychometric properties of the WHOQOL-100
and the WHOQOL-Bref were investigated is growing. Results showed that the
psychometric properties of these instruments were satisfactory (De Vries & Van
Heck, 1997; Nelson & Lotfy, 1999; O'Carroll et al., 2000; Skevington et al., 2004;
WHOQOL Group, 1998a). However, the investigations concerning this subject were
mainly performed in samples of healthy persons, patients with a somatic disease,
or samples of patients with specific psychiatric disorders. This makes the
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generalizability of results difficult. Therefore, the aim of the first part of this thesis

(chapters 2 and 3) has been to investigate the psychometric properties of the
WHOQOL-100 and the WHOQOL-Bref in a general population of Dutch psychiatric
outpatients.

With regard to content validity of the WHOQOL-100, the facets Physical

Environment and Transport were excluded on the basis of frequency distribution

problems. For the same reason, in the WHOQOL-Bref the question concerning
physical environment was excluded. Looking at the region the participants lived in,
i.e., the city of Tilburg and its surroundings, it can be said that the local
environmental circumstances and infrastructure of the region are, generally
spoken, good. The relative unilateral answering pattern on the questions
concerning these subjects seemed to be in accordance with these circumstances.
In both the WHOQOL-100 and the WHOQOL-Bref, exploratory factor analysis
revealed the existence of a four-factor structure. The existence of a four-factor
structure of both WHOQOL instruments was found earlier (Power et al., 1999;
WHOQOL Group, 1998a; WHOQOL Group, 1998b). Concerning the WHOQOL-100,
only two facets deviated from these earlier findings, obtained in non-psychiatric
samples: Negative Feelings, and Participation in and Opportunities for Recreation.

Regarding the WHOQOL-Bref, this was the case for the questions referring to
mobility, physical safety, and health and social care. The facets and questions from
respectively the WHOQOL-100 and the WHOQOL-Bref which deviated from earlier

findings, had substantial cross-loadings with the factors they originally belonged to.
The found differences can be explained by the formulation of the chosen

questions. For example, the question regarding mobility (i.e., 'How good can you
transport yourself ?') can be interpreted as ones physical ability to move (thus
loading on domain Physical Health), as well as ones availability to means of
transportation (thus loading on domain Environment). The differences can also be
explained by the use of a confirmatory factor analysis in the earlier studies.
Because of the high cross-loadings and the good internal consistency of the four
factors, it was decided to use the same factor-structure as described by the
WHOQOL Group (1998a) and Power et al. (1999). The finding that a four-factor

structure not only was present in a general population but also in a population of
psychiatric outpatients demonstrated that the WHOQOL-100 and the WHOQOL-Bref

truly are generic instruments. On the basis of these results, it was concluded that
the content validity of both WHOQOL instruments is good.

We expected that QOL would decrease in relation to (i) an increase of (a broad

spectrum of) psychiatric symptoms, especially those caused by depression, (ii) an
increase of (a broad spectrum of) somatic complaints, and (iii) a decrease of
perceived social support. The associations that were found between the WHOQOL

instruments, on the one hand, and the SCL-90 and the PSSS, on the other hand,
confirmed these hypotheses.
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Regarding the SCL-90 dimension Depression, high correlations were indeed
found with a number of specific WHOQOL-100 facets, i.e., Positive Feelings, Self-
Esteem, and Negative Feelings, and with the WHOQOL-Bref domains Physical
Health and Psychological Health. These findings are in accordance with earlier
research outcomes (Angermeyer et al., 2002; Bonicatto et a/., 2001; Skevington &
Wright, 2001). Other correlations also supported the presence of good construct
validity. Amongst these were the high negative correlations between the SCL-90
dimension Somatization, on the one hand, and the WHOQOL-100 facets Pain and
Discomfort, Energy and Fatigue, and Mobility, and the WHOQOL-Bref domain
Physical Health, on the other hand. Furthermore, we found the expected links
between the SCL-90 dimension Sleep Difficulty and the WHOQOL-100 facet Sleep
and Rest, and the WHOQOL-Bref domain Physical Health. The PSSS-score had high
and positive correlations with the WHOQOL-100 facets Personal Relationships and
Social Support and with the WHOQOL-Bref domain Social Relationships. All these
findings provided empirical support for the construct validity of the WHOQOL-100
and the WHOQOL-Bref, which, on this basis, were qualified as good.

For the WHOQOL-100, Cronbach's alpha's ranged from 0.64 (Physical Health)
to 0.84 (Environment). At the facet level, the internal consistency ranged from 0.62
for the Personal Relationships to 0.93 for the facet Sleep and Rest and the facet
Working Capacity. For the WHOQOL-Bref, Cronbach's alpha's were 0.82 for Physical
Health, 0.75 for Psychological Health, 0.66 for Social Relationships, and 0.80 for
Environment. These results confirmed the good reliability of the WHOQOL
instruments, which was described earlier by Min et aL (2002), Nelson and Lotfy
(1999), and the WHOQOL Group (1998b).

In accordance with previous research (WHOQOL Group, 1998b), in the present
thesis high correlations were found between the domains of the WHOQOL-100 and
the WHOQOL-Bref.

In conclusion, both WHOQOL instruments have good reliability, content validity,
and construct validity, and, therefore, are suitable for measuring QOL in a
population of adult psychiatric outpatients. Because these instruments are
regarded to be cross-culturally sensitive, it is recommended that further research is
directed at replicating the present findings in populations of adult psychiatric
outpatients worldwide.

Concomitants of QOL

The body of knowledge on the relationship between QOL and its determining
factors in psychiatric patients is growing. However, the assessment of both QOL
and psychiatric disorders is often hampered by an overlap in content between
symptoms and QOL measures (Katschnig & Angermeyer, 1997). In addition, with
regard to the field of psychiatry, numerous studies on QOL mainly concentrated on
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exclusively selected study populations (e.g., Ades et a/., 2002, Black, 1999; Bobes
& Gonzalez, 1997; Schneier, 1997; Simon, 2003), hampering the applicability of
the results in daily practice. Therefore, the aim of the second part of this thesis
(chapters 4-12) was to analyse the relationships between psychosocial variables
and QOL (which was assessed with the WHOQOL-100 and the WHOQOL-Bref) in a
population of psychiatric outpatients suffering from a broad spectrum of psychiatric
disorders. Concerning the classification (according to DSM-IV) of these psychiatric
disorders, a profound diagnostic procedure was followed. For the Axis-1 diagnosis,
the Schedules for the Clinical Assessment in Neuropsychiatry (SCAN 2.1), were
used (Giel & Nienhuis, 1996; Wing et aL, 1990). The SCAN is a comprehensive
semi-structured diagnostic interview, developed under auspices of the WHO, aimed
at the assessment and classification of psychiatric disorders in adults (Giel &
Nienhuis, 1996; Wing et al., 1990; Wing et al., 1998). The SCAN has sufficient
psychometric properties (Rijnders et al., 2000). For the Axis-11 diagnosis, the
Structured Clinical Interview for DSM-IV Axis-11 Personality Disorders (SCID-11)
(Spitzer et al., 1990), 2.0 (First et a/., 1997), Dutch version (Weertman et at.,
2000), was used. The SCID-11, 2.0 is a semi-structured interview covering the
personality disorders included in DSM-IV Axis-11. The SCID-11 has been shown to
have good interrater reliability and internal consistency (Maffei et a/., 1997).

Firstly, the role of various demographic characteristics in determining QOL was
studied. Secondly, the relationships between the dimensions of psychopathology
according to the Axes 1,11, IV, and V of the DSM-IV classification system and QOL
were investigated. Finally, an attempt was made to integrate psychosocial
indicators of QOL in a single model.

Relationships between demographics and the WHOQOL
Instruments

In this part of the thesis (chapters 4 and 5) relationships between the WHOQOL
instruments and the following demographic characteristics were investigated in a
population of psychiatric outpatients: age, sex, having children, partner
relationship, habitual status, work, sick leave (including duration), and level of
education. The results of the analyses in which the WHOQOL-100 was used to
assess QOL were comparable to those in which the WHOQOL-Bref was used for the
same purpose.

With regard to sex and QOL, male participants had more energy and were
more positive about their physical appearance. Female participants were more
satisfied with their social relationships. This also was the case for scores on the
facet Positive Feelings, which corresponded with the conclusion of a previous study
that women tend to report higher levels of well-being on indices that measure
positive emotions (Wood et at., 1989). Overall, gender had little influence on



subjective perception of QOL, which is in accordance with earlier findings regarding
both the general population as well as people with severe mental health problems
(Mercier et al., 1998). A tentative explanation for this finding could be that in
healthy samples of the general population, females are, on an average, more
neurotic than males (Chan et al., 2003). As the personality dimension neuroticism
contributes substantially to subjective well-being (Costa & McCrea, 1980; McCrea
& Costa, 1991; Rusting & Larsen, 1998), it is expected that in samples of the
general population differences in QOL scores are present between females and
males. In populations of psychiatric patients, it is assumed that both females and
males will have, on average, high scores on the personality dimension neuroticism,
as a consequence of which the differences in QOL scores between the sexes
disappear.

Only a few statistically significant (but weak) correlations were found between
age and QOL. With higher age, people got more satisfied with their body image and
appearance, felt more dependent on medication and/or treatments and were less
satisfied with physical health and social relationships. Earlier studies, both in
general populations as well as in samples of people with severe mental health
problems, have shown that older individuals express higher levels of satisfaction
with subjective QOL than their younger counterparts (Mercier et a/., 1998). This
seems contradictory to our findings, but the differences we found, though
significant, were minor. Moreover, the age range of our participants was relatively
small, 21-50 years, while in most studies (e.g., DeGenova, 1993; Mookherjee,
1998) the reported findings concerned populations with a wider age range,
especially above 50 years.

Concerning QOL, participants having at least one child had some benefits over
those without children, although the latter scored higher on perceived social
support. Concerning the relationship between having children and well-being,
findings of earlier studies are inconsistent (Marks & Fleming, 1999).

Having a partner relationship was more beneficial for QOL than just living with
another person, although both variables were positively related to QOL. The
relationship between marriage and psychological well-being has been well
documented in the literature. In general, it has been found to be strong and
positive (Kim & McKenry, 2002). With regard to positive feelings, participants with
a partner scored higher than those without. This was not the case for negative
feelings, supporting previous findings that positive feelings and negative feelings
are two independent dimensions (Almagor & Ben-Porath, 1989; Watson et al.,
1988).

Participants with a job scored significantly higher than unemployed
participants on physical health and environment. The latter participants reported
more pain and discomfort, dependence on medication or treatments, as well as
more negative feelings. Lahelma (1992), Pugliesi (1995), and Winefield et al.

(1991) reported similar findings in populations of healthy persons. Sick leave was
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negatively correlated with, in particular, physical health, working capacity, activities
of daily living, sleep, and energy. The variable 'not reported sick' explained the
highest amount of QOL variance. Correlations of QOL with duration of sick leave

were sparse and relative low.
Concerning the relationship between QOL and educational level, the results

showed that, in general, a higher (middle or high) level of education was related to
higher QOL scores. This result is in accordance with the finding of McCoy and Filson

(1996), who found that education was positively correlated with a higher sense of
well-being.

In general, the demographic characteristics used, explain only a relatively
small part of the variance in QOL scores, with the exception of sick leave which
explained an extensive part of the variance of scores on the domain Physical
Health in participants with a job. The relationships of the demographic variables
with the domains Social Relationships and Environment, were stronger than those
with the domains Physical Health and Psychological Health. The latter had only
significant relationships with educational level and sick leave, which explained little
of the variance of the concerning domain score.

The results of this part of the thesis, although not fully comparable with
previous research, generally were in accordance with prior findings (Chan et al.,
2003; Mercier, 1994). The added value to the current body of knowledge on the
relationships between demographics and QOL results from the following. First, QOL
was assessed using the WHOQOL instruments, thus enabling the measurement of
QOL according to recent recommendations. Second, additional advantages of the
WHOQOL instruments are their good psychometric properties and the relatively
small overlap in content between symptoms and QOL facets (Skevington et al.,
2004; Trompenaars et al., 2005; WHOQOL Group, 1998b). Third, the
characteristics of the study sample (i.e., a general population of adult psychiatric
outpatients) were different from earlier study populations, providing information on
the generalizability of the relationship between demographic characteristics and
QOL. Finally, all demographics were entered as independent variables in each
multiple regression analysis, thus providing insights into the amount in which a/ 
investigated demographic characteristics explain QOL variance.

In conclusion, only a relatively small part of the variance of the QOL scores was
explained by demographic characteristics, the only exception being sick leave in
patients with a job.

Relationships between psychopathology and the WHOQOL
instruments

The objective of this part of the thesis (chapters 6 and 7) was to scrutinize the
discriminant ability of the WHOQOL instruments for psychiatric outpatients.
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Potential confounders such as age, gender and - if appropriate - job status or level
of education had no confounding effects on the obtained study results. The results
of the analyses in which the WHOQOL-100 was used to assess QOL were
comparable to those in which the WHOQOL-Bref was used for the same purpose.

In comparison with the general Dutch population group, the psychiatric
outpatient group had lower scores on all domains of both the WHOQOL
instruments. Due to the fact that the sample from the general population contained
presumably an unknown proportion of cases and 13.2% of the subjects included in
the outpatient sample ('non-cases') were undiagnosed, the present outcome
reflects a conservative estimation of the found difference.

The present results are not fully comparable with those of prior studies due to
differences in study population and/or assessment of QOL. Nevertheless, our
finding that the presence of psychopathology was negatively related to subjective
experienced QOL, is in accordance with earlier research (Bobes & Gonzalez, 1997;
Schneier, 1997; Simon, 2003). The results of previous studies concerning QOL of
patients suffering from mental disorders, in which QOL was assessed using the
WHOQOL-100 or the WHOQOL-Bref are also in accordance with the present results.
The few existing studies with the WHOQOL-100 among patients with psychiatric
disorders almost all focused on depression. For instance, Angermeyer et a/. (2002)
investigated the QOL of patients with a depressive disorder using the WHOQOL-100
one, four, and seven months after their discharge from hospital. They found that,
compared with patients with persisting depression, the QOL of patients with
depression in remission was better. However, the QOL of the latter group still
remained slightly worse compared with a random sample of the general population,
even seven months after discharge. Bonicatto et a/. (2001) used the WHOQOL-100
for the assessment of QOL in a sample of ambulatory depressed patients, who met
DSM-IV criteria for current major depression. QOL was found to be significantly
poorer compared with healthy persons and individuals with chronic somatic
pathologies (i.e., lumbalgia due to benign processes, hypertension treated on an
outpatient basis, and breast cancer in remission). Skevington and Wright (2001)
examined changes in QOL in patients with moderate depression who received
antidepressant medication. It was concluded that QOL increased significantly in the
eight weeks after the start of the antidepressant medication. Until now, research
with the WHOQOL-Bref focused mainly on healthy subjects and patients with
somatic disorders (Fang et a/., 2002; Golimbet & Trubnikov, 2001; Mooney et a/.,
2002; 0'Caroll et al., 2000). Studies with the WHOQOL-Bref among patients with
psychiatric disorders are scarce and mainly focused on psychosis, which is
associated with poor QOL (Chan et aL, 2003; Herrman et a/., 2002; Kilian et a/.,
2002).

Results demonstrated that a gradual increase in the severity of
psychopathology was accompanied by a gradual decrease in self-reported QOL. The
highest QOL scores in the group of psychiatric patients were obtained by psychiatric
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outpatients who, after psychiatric evaluation, did not obtain a diagnosis according
to DSM-IV. This group was followed by the outpatients who obtained a psychiatric
diagnosis, according to DSM-IV classification criteria (Axis-1 morbidity and/or Axis-11

morbidity). Finally, the lowest QOL scores were obtained by participants with Axis-1

and Axis-11 comorbidity. This is fully in accordance with the clinical experience that

patients with comorbidity often intensely suffer due to their severe psychiatric
symptoms. The presence of a personality disorder had a negative influence on all
domains of self-reported QOL.

The results of the studies, described in this part of the thesis, add to the body
of knowledge about the relationship between QOL and psychopathology. Its surplus
value lies in the examination of a general population of psychiatric outpatients, the
use of a control group and the extensive diagnostic procedure in which not only
Axis-1 diagnoses, but also Axis-11 diagnoses of the participants were assessed. The

study results demonstrated that QOL is not only related to the presence of
psychopathology but also to its severity. In particular, the presence of personality
disorders was negatively related to subjective experienced QOL. The assessment of
both mental disorders and QOL could be hampered by an overlap in content
between symptoms and QOL measures (Katschnig & Angermeyer, 1997). However,
such an overlap is an unlikely explanation for the relations found in the present
study, because of the use of the WHOQOL instruments for the assessment of QOL
(Sartorius & Kuyken, 1994; Trompenaars et a/., 2005). The present correlational

study could not determine whether the connection between personality disorders

and QOL was a direct causal one, or whether personality disorders lead to certain

feelings that, in turn, caused poor QOL. However, experimental studies involving
mood induction have shown that personality has a direct effect on emotions and,
even under controlled circumstances, individuals respond differently to the
emotional events in their lives, depending on their personalities (Larsen & Buss,
2005). This suggests that the relationship between personality disorders and QOL
is a direct causal one.

The QOL scores which were obtained in this study can be used as references
for research of self-reported QOL of psychiatric outpatients. Discriminant analyses
showed that in the vast majority of cases, self-reported QOL scores could predict
whether patients belonged to the psychiatric outpatient or the GDP group and
whether patients were suffering from psychopathology ('case') or not ('non-case').

In sum, the findings of this part of the thesis showed that self-reported QOL
scores were negatively related to both the presence, as well as the degree of

psychopathology, and that the discriminant ability of the WHOQOL instruments is

good.
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Relationships between mood related disorders and QOL

In this part of the thesis (chapter 8) the relationships between mood related
disorders (MRD) and QOL were investigated. Adult psychiatric outpatients suffering
from MRD had lower scores on al/ aspects of QOL in comparison with the general
population. Compared with psychiatric outpatients without MRD, the outpatients
with MRD scored lower on most aspects of the WHOQOL-100. These findings
supported our a priori expectations and those of earlier studies in which MRD are
regarded as disorders having far-reaching effects on QOL (Angermeyer et at., 2002;
Keller, 2001; Rapaport et al., 2005; Simon, 2003). The results were also in
accordance with earlier studies with the WHOQOL-100 among patients with a
depression. For instance, Angermeyer et al. (2002) investigated the QOL of
patients with a depressive disorder using the WHOQOL-100 one, four, and seven
months after their discharge from hospital. They found that, compared with
patients with persisting depression, the QOL of patients with depression in
remission was better. However, the QOL of the latter group still remained slightly
worse compared with a random sample of the general population, even seven
months after discharge. More recently, Berlim et a/. (2005) found similar results in
a sample of Brazilian outpatients with major depression, QOL being assessed with
the WHOQOL-Bref. Bonicatto et a/. (2001) used the WHOQOL-100 for the
assessment of QOL in a sample of ambulatory depressed patients, who met DSM-
IV criteria for current major depression. QOL was found to be significantly poorer
compared with healthy persons and individuals with chronic somatic pathologies,
i.e., lumbalgia due to benign processes, hypertension treated on an outpatient
basis, and breast cancer in remission. Skevington and Wright (2001) examined
changes in QOL in patients with moderate depression who received antidepressant
medication. It was concluded that QOL increased significantly in the eight weeks
after the start of the antidepressant medication.

Within the group of MRD, patients suffering from a major depressive disorder
(MDD) had lower QOL scores concerning physical and psychological health,
compared with patients suffering from a dystymic disorder (DD) or from an
adjustment disorder with depressed mood (ADDM). An explanation for this can be
that MDD is a more severe manifestation of MRD than DD and ADDM (according to
classification guidelines of DSM-IV; American Psychiatric Association, 1994). If so,
severity of MRD should be related to subjective QOL. The finding that SCL-90
scores on Psychoneuroticism and Depression, assessing severity of MRD in a
subjective way, had several strong correlations with aspects of Physical and
Psychological Health, was in accordance with this. These findings were also in line
with those of Rapaport et a/. (2005), who demonstrated a monotonic gradient
between the severity of depression and QOL impairment. When the DSM-IV
classification code (according to SCAN 2.1) was used as an objective indicator for
severity of MDD (within the MRD the only diagnostic category in which severity can



be expressed in the classification code), several significant differences were found
in QOL scores between the respective subgroups. This was despite small numbers
of participants within these subgroups. Subjective severity of both MRD and MDD,
and objective severity of MDD were related to low subjective QOL.

Regarding the phenomenon of comorbidity, our findings show that suffering
from other psychopathology besides MRD even worsened QOL if this
psychopathology concerns personality disorders. Comorbidity as classified on Axis-1

of DSM-IV, however, had no further impact on QOL. This finding seemed to
contradict that of Singh et at. (2005), who found that QOL scores of patients having
dual diagnosis of bipolar affective disorder and substance dependence were lower
than those of patients having either diagnosis alone and healthy controls. However,

regarding diagnostic characteristics, the study population of Singh et al (2005)
was not comparable to the sample which was examined in the present study. In our
study sample, only one patient was diagnosed with a bipolar disorder and the
amount of substance related disorders was relatively low. Furthermore, Singh et a/.

(2005) examined relative stable patients (euthymic) with bipolar affective disorder

making a further impairment in QOL as a result of co-inciding substance related
disorder plausible. In the present study, patients suffering from MRD were far from
stable, making the impairment of QOL so huge that co-inciding comorbidity did not
additionally affect QOL in any way. Recurrence as a variable in patients suffering
from MDD was not related to QOL. A tentative explanation for this finding could be
that the impact of the complex of symptoms of a MDD on patients is so huge that a

history of MDD can not decrease QOL further. Another explanation could be that
the patients with recurrent MDD fully recovered from prior depressive episodes

(which in fact can be likely regarding the study setting: i.e. recently referred,
ambulant patients) annihilating the impact of such episodes on QOL. Then, the
present diagnosed depressive episode and its impact on QOL would be comparable
with a first episode MDD and its consequences for subjective experienced QOL.

Although depression and QOL are distinct concepts (Rudolf & Priebe, 1999),
an overlap was expected between the two (Hansson, 1999; Katschnig &

Angermeyer, 1997). However, the WHOQOL-100 is considered to have a relatively
small overlap in content between (depressive) symptoms and QOL facets (WHOQOL
Group, 1994). This was also shown in the present study, where, within the group of
MRD, the common variance between depressive symptoms and QOL did not
exceed 25%. Although in the entire sample of psychiatric outpatients the common
variance between depressive symptoms and QOL was higher, it still did not exceed
46.2%. This finding is in accordance with that of Rapaport et a/. (2005), who found
that although illness-specific symptom measures were consistently associated with

levels of QOL, the amount of variance exhibited was not large. Besides that, MRD
were not only significantly associated with QOL aspects which they directly
affected, such as the domain Psychological Health and several of its facets, but
also with QOL aspects which they did not directly affect, such as the domain
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Environment and several of its facets. Therefore, aspects of the mental state and
the experience of mental illness should be seen as valid influences on QOL rather
than impediments to its accurate measurement (Orley et a/., 1998), and QOL as a
semi-independent measure for patients' perceptions of their illness (Rapaport et
al., 2005).

It was concluded that MRD evidently have a negative relation with subjective
QOL, which was not caused by an overlap between the concepts depressive
symptoms and QOL, and that in this relationship, the severity of MRD and
comorbidity of personality disorders played an important role.

Relationships between dimensional models for personality and
QOL

The aim of this part (chapter 9) of the thesis was to investigate the relationship
between two dimensional models for personality, i.e., the five-factor model (FFM)
(McCrae & Costa, 1999) and Cloninger's seven-factor model (Cloninger & Svrakic,
1994) in a general population of psychiatric outpatients. The FFM of personality is
a purportedly comprehensive taxonomy that summarizes commonalities and
differences in both the natural language trait adjectives that are used to describe
personality, and the wide variety of personality tests developed by psychologists.
The FFM dimensions, Neuroticism, Extraversion, Openness, Agreeableness, and
Conscientiousness, are assumed to underlie both normal and abnormal personality
characteristics (0'Connor & Dyce, 1998). Cloninger and Svrakic (1994; see also
Cloninger et at., 1998; Cloninger et al., 1994) have proposed an empirically derived
seven-factor model, consisting of four temperament (Novelty Seeking, Harm
Avoidance, Reward Dependence, and Persistence) and three character (Self-
Directedness, Cooperativeness, and Self-Transcendence) dimensions. In
accordance with expectations, the FFM Neuroticism and Extraversion had the
strongest, negative and positive respectively, relationships with QOL. These
findings seem to be in accordance with earlier research, although these studies, in
contrast to the present study, mainly examined QOL-related concepts such as
happiness or well-being instead of QOL as conceptualized according to current
recommendations. For instance, several studies have demonstrated that
extraversion and neuroticism, reflecting susceptibility to positive and negative
emotions (McCrae & Costa, 1991; Rusting & Larsen, 1997), are respectively
positively and negatively correlated with self-perceived health (Goodwin &
Engstrom, 2002). Both factors are strong personality correlates of well-being
(Rusting & Larsen, 1998). Siegler and Brummet (2000) investigated associations
among NEO personality assessments and well-being. In line with the results of the
present study, they found significant correlations between the NEO domains
Neuroticism and Extraversion and well-being. The exploratory examination of the
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chapter 13

relationships between the remaining personality characteristics and QOL revealed
that Conscientiousness had positive relationships with QOL, whereas Openness

and Agreeableness were not significantly related to QOL. These results are also in
accordance with earlier findings (Siegler & Brummet, 2000).

In line with our expectations, the TCI domains Harm Avoidance (negatively)
and Self-Directedness (positively) had the highest correlations with QOL. Although
similar research involving the TCI is rather scarce, these findings are reasonably
comparable with a recent study on the influence of temperament and character
(assessed by the TCI) on functioning and aspects of psychological health (Eklund et
a/., 2004) among people with schizophrenia and a study into the relationship
between QOL and personality disorders among heroin abusers (Fassino et al.,
2004). Ritsner et a/. (2003b) found that higher levels of novelty seeking were
associated with better general QOL, physical health, and more positive feelings.
These findings were not confirmed in our study. Furthermore, Ritsner et al. (2003b)
reported that higher levels of reward dependence were related to more satisfaction
from social relationships. Although weak, this correlation was also found in our
study.

The regression analyses showed that the TCI domains, compared to the NEO
domains, explained a higher amount of the variance of all dimensions of QOL.
Especially the TCI character factor Self-Directedness most frequently explained
substantial portions of QOL variance. Age did only explain a small amount of
additional QOL variance whereas sex did not play a role at all. Comparable studies
investigating the amounts of QOL variance explained by the domains of the NEO
and TCI are not available. However, it is known that part of the variance of QOL is
explained by some dimensional aspects of personality. Ritsner et al. (2003)
reported that temperamental factors explained 6 to 16% of the variability in QOL
domain scores among patients with schizophrenia. In the present study, personality
dimensions explained (cumulative) 26 to 50% of the variance of the QOL domains.
Although several significant correlations were found between the domains of the
NEO-Pl-R and the domains of the TCI (which is in accordance with earlier results;
Duijsens et a/., 2000), the common variance did not exceed 49%. The superiority of
the TCI to the NEO scales in explaining QOL variance is a remarkable and
interesting finding, for which we don't have a clear explanation.

In conclusion, it was found that correlations between personality
characteristics and QOL were strong and that these personality factors explained a
considerable amount of the variance of QOL.

Relationships between stress and QOL

The relationship between stress, as classified on Axis-111 of DSM-IV, and QOL has
not been explicitly investigated before in psychiatric patients. Therefore, in chapter



10 we studied this relationship. Stress was assessed with the Dutch Everyday
Problem Checklist (EPCL) (Vingerhoets & Van Tilburg, 1994), a validated version of
the Daily Hassles Scale (Kanner et al., 1981; Vingerhoets et a/., 1989). The EPCL
measures frequency and intensity of daily hassles. In addition, the mean intensity
score of the EPCL is calculated (total intensity of the experienced hassles divided
by the total number of experienced hassles). The EPCL has two subscales that
represent (i) hassles that are dependent on the functioning of the person and (ii)
hassles that are independent from the functioning of the person. The EPCL has
satisfactory psychometric properties (Vingerhoets & Van Tilburg, 1994). QOL was
assessed with the WHOQOL-100.

The psychiatric outpatients (males and females) had higher scores on all
aspects of the EPCL compared with the norm groups of healthy controls. This
seems to be in accordance with the earlier finding that stress is a good predictor of
health complaints (Vingerhoets & Van Tilburg, 1994). Concerning the variables sex
and occupational status, no significant differences were found on any of the EPCL
scales. It seemed that other aspects, such as the presence of psychopathology,
were more important in explaining QOL variance. Furthermore, the sample sizes of
some of the groups of participants that were subdivided according to sex and
occupational status were rather small. This may also explain the finding that
occupational status was not related to daily hassles.

The total of psychopathology factors (caseness, presence of an Axis-1

diagnosis, presence of an Axis-11 diagnosis, and presence of comorbidity) explained
some QOL variance, whereas the individual psychopathology factors were not
significant. In addition to psychopathology, experienced stress explained a
significant amount of the variance of QOL, especially intensity and number of
hassles. Thus daily stress, which may be a consequence of behavior related to
psychopathology, has more impact on patients' QOL than psychopathology as such.
A possible explanation for this finding can be that the presence of psychopathology
is merely a risk factor for winding up in stressful situations, whereas the factor
stress itself directly affects QOL.

Relationships between social functioning and QOL

Sofar, the relationship between social functioning, as classified on Axis-V of DSM-
IV, and QOL has not been investigated in psychiatric patients. Therefore, in chapter
11 this relationship was investigated. Social functioning was assessed with the
Groningen Social Behavior Questionnaire-100 (GSBQ-100; De Jong & Van der
Lubbe, 1994) and the Global Assessment of Functioning (GAF; American
Psychiatric Association, 1994) and QOL with the WHOQOL-100. The 100-item
GSBQ is a self-report inventory, pertaining to respondents' problems with their
functioning in different social roles. Previous studies employing the GSBQ-100
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have demonstrated both a sufficient reliability and validity (De Jong & Van der
Lubbe, 2001). The GAF judges the individual's overall level of functioning in a
unidimensional way. Scores can range from 1 to 10 (Persistent danger of severely
hurting self or other, or persistent inability to maintain minimal personal hygiene, or
serious suicidal act with clear expression of death), to 91 to 100 (Superior
functioning in a wide range of activities, life's problems never seem to get out of
hand, is sought out by others because of his or her many positive qualities. No
symptoms).

On all aspects of social functioning, considerable percentages of the study
population experienced problems. These rates were evidently higher than those of
the norm group healthy controls, which is in accordance with earlier findings (e.g.,
De Jong, 1984, 1991). Surprisingly, in comparison with the norm group psychiatric
outpatients, the study population also had higher problem rates on about half of
the GSBQ-100 scales. Non significant differences were probably due to small
sample sizes on some of the GSBQ-100 scales (e.g. Study / Education). A possible
explanation for this difference is that our study population consisted of psychiatric
outpatients who were recently referred to a psychiatric outpatient clinic. They were
not yet receiving treatment at the moment of investigation. In contrast, the norm
group of psychiatric outpatients (mainly suffering from chronic psychiatric
disorders) was already receiving treatment. Considering the fact that psychiatric
outpatients experience an improvement in social functioning (and QOL) over the
course of time (during which treatment is provided) (Addington et a/., 2003), it is
reasonably to believe that the social functioning deficits of the norm group were
somewhat decreased due to the factors time and / or treatment, which was not the
case for our study population.

Almost all scales of the GSBQ-100 were negatively correlated with the
domains and the overall QOL and General Health facet of the WHOQOL-100.
Problems with social functioning in general had equal negative effects on all
aspects of QOL and not, as a priori hypothesized, mainly on the domains Social
Relationships and Psychological Health. The GAF score was positively related to all
QOL aspects. These results point out that deficits in different aspects of social
functioning negatively affect QOL in a broad sense. In general, patients with
problems on aspects of social functioning had lower QOL scores than those without
such problems, even when corrected for the presence of psychopathology
according to DSM-IV classification. This indicates that in psychiatric outpatients,
apart from the factor psychopathology, social functioning is one of the important
factors that are correlated with the psychosocial outcome measure QOL.
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Predictors of QOL investigated with the Taylor and Aspinwall
model

Finally, in chapter 12, predictors of QOL in psychiatric outpatients using the
psychological stress model developed by Taylor and Aspinwall (1996; see chapter
12, figure 12.1) were investigated. In comparison to previous studies (Michielsen
et al., 2004), mostly different measures were used to assess the factors. Only
social support, coping, and most of the demographics were assessed in the same
way as Michielsen et al. (2004) did. In general, the conceptual model was
empirically confirmed. Exceptions were that in addition to personal resources,
external resources played a role in predicting social support, while the latter failed
to predict appraisal (mean intensity of experienced daily hassles). In addition,
social support and appraisal were only important for some coping strategies.
Moreover, QOL was not predicted by any of the coping styles. However, all other
exogenous variables (demographics, personality factors, social support, stress, and
appraisal), in varying combinations, explained a considerable amount of the
variance of QOL.

The result that social support was not only predicted by personality variables,
but by external resources as well, is in accordance with earlier findings (Michielsen,
2002; Michielsen et al. 2004). As for age, other studies have found that older
people perceive less social support (Mardsen, 1987; Michielsen, 2002), which is in
line with the present findings. Having children, being involved in a partner
relationship and living together with others, predicted more perceived social
support. This seems logical, because these factors are part of the social support
system and thus potential providers of social support. The same explanation could
apply for no sick leave predicting more perceived social support, because
colleagues can also be providers of social support.

The finding that none of the coping variables predicted QOL is maybe the most
fascinating outcome. Ritsner et a/. (2003a) evaluated the relationship among
psychopathological symptoms, psychological distress, coping styles and the QOL of
schizophrenia inpatients. They estimated the contribution of different coping styles
(assessed with the CISS) to the prediction of QOL (assessed with the Quality of Life
Enjoyment and Satisfaction Questionnaire). Coping styles accounted for 25% of the
variance in QOL scores. When, in the statistical analyses of our study, only the
different coping styles were entered as independent variables (not described in this
thesis), they explained amounts of the variance of the various QOL aspects ranging
from 14.2 to 29.6%. This corresponds with results of Ritsner et a/. (2003a).
However, when the exogenous variables of the previous levels were added as
independent variables in the regression analyses, none of the coping styles
predicted the QOL variance. Thus, the discordant results between both studies
could be explained by the fact that Ritsner et a/. (2003a) did not control for several
exogenous variables of QOL, such as external and personality factors. Michielsen
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(2002) explicitly tested the Taylor and Aspinwall (1996) model in a working
population, using emotional exhaustion as the outcome variable. In that cross-
sectional study, none of the coping styles (assessed with the CISS) predicted
emotional exhaustion. In an additional prospective study, Michielsen et a/. (2004)
confirmed the absence of the path from coping to psychosocial outcome
(emotional exhaustion and fatigue). These results are in accordance with the
present study.

The additional path found in the present study between external resources
and QOL is in accordance with results of earlier research (Trompenaars et a/.,
2005).

In the present study, personality affected subjectively experienced QOL in a
direct way. This corresponds with the results of Hansson et al. (2001), Kentros et
a/. (1997), and Ritsner et al. (2003b). Thus, personality seems to play a substantial
role with respect to QOL or related concepts, such as life satisfaction and well-
being (Larsen & Buss, 2005). Several studies have demonstrated that extraversion
and neuroticism contributed greatly to well-being (Costa & McCrea, 1980; McCrae
& Costa, 1991). Mental health care research concerning the relationship between
personality and QOL mainly focused on patients with specific psychiatric disorders.
Hansson et al. (2001) and Kentros et al. (1997) found that personality factors
affected the subjectively experienced QOL of individuals with schizophrenia or
schizoaffective disorder. Ritsner et al. (2003b) reported that temperamental
factors explained 6 to 16% of the variability in QOL domain scores among patients
with schizophrenia.

Reviews of the literature (Cohen & Wills, 1985; Uchino et a/. 1996) suggest
that social support has beneficial effects on a variety of physical and mental health
outcomes. Cohen and Wills (1985) direct the attention to the beneficial effects of
social support on health through social (e.g. stress buffering), psychological (e.g.,
affective state), and behavioral (e.g., health promoting) mechanisms. There is
empirical evidence to support this perspective (Uchino et al., 1996). In line with
these findings, in the present study social support explained some amount of the
QOL variance.

In conclusion, the empirical findings of this part of the thesis overall supported
the Taylor and Aspinwall model. However, not in line with this model, social support
was predicted by external resources. Furthermore, none of the coping styles
predicted QOL, while a considerable amount of QOL variance was explained by
combinations of external resources, personal resources, stress, appraisal, and
social support.
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Overall conclusion

The WHOQOL-100 and the WHOQOL-Bref have good reliability, content validity, and
construct validity, and, therefore, are suitable instruments for measuring QOL in a
population of adult psychiatric outpatients. Because these instruments are
regarded to be cross-culturally sensitive, we expect that the present findings can be
generalized to populations of adult psychiatric outpatients worldwide. Only a
relatively small part of the variance of the QOL scores is explained by demographic
characteristics, the only exception being sick leave in patients with a job. In
psychiatric outpatients, scores on the WHOQ0L100 and the WHOQOL-Bref are
negatively related to both the presence, as well as the degree of psychopathology.
Therefore, the discriminant ability of both instruments is good. Mood related
disorders have a negative relation with subjective QOL, which was not caused by a
large overlap between the concepts depressive symptoms and QOL. In this
relationship, the severity of MRD and comorbidity of personality disorders play an
important role. Concerning the relationship between personality (disorders),
assessed in a dimensional way, and QOL, the following picture emerged.
Correlations between personality characteristics and QOL are strong. Personality
dimensions explained (cumulative) 22 to 50% of the variance of the QOL domains.
The TCI was superior to the NEO scales in explaining QOL variance. This is a
remarkable and interesting finding, for which we don't have a clear explanation.
Psychiatric outpatients experience considerable rates and intensities of stress,
which are evidently higher than those experienced by healthy controls. Stress plays,
apart from the presence of psychopathology, a significant role in patients' QOL. In
addition, patients with problems on aspects of social functioning had lower QOL
scores than those without such problems, even when corrected for the presence of
psychopathology according to DSM-IV classification. This indicates that in
psychiatric outpatients, apart from the factor psychopathology, one of the
determinants of the psychosocial outcome measure QOL is social functioning. In
general, the Taylor and Aspinwall model (1996) was supported. However, not in
line with this model, social support was predicted by external resources.
Furthermore, none of the coping styles predicted QOL, while a considerable amount
of QOL variance was explained by combinations of external resources, personal
resources, stress, appraisal, and social support.

Practical implications

It can be expected that patients with (severe) psychiatric disorders use health care

facilities in an intense way during a long period of their life. In the present time, the
costs for (newly developed) psychiatric treatments (e.g., drugs, psychotherapies,
specialized clinical care) are high, while at the same time the financial means are
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limited. In determining cost-effectiveness of psychiatric treatment policies and in
utility studies, an outcome measure such as QOL can be of great value, the more
so as, apart from an alleviation of symptoms, improvement of QOL is an important
goal of treatment.

Following the results of the first part of this thesis, both the WHOQOL-100 and
the WHOQOL-Bref are suitable for use in patients with a broad spectrum of
psychiatric disorders. The WHOQOL instruments can be used in a variety of
situations, for instance, in assessing the effectiveness and relative merits of
different treatments of psychiatric patients, in health services evaluation, in
research regarding psychiatric patients involving repeated measures designs,
clinical (psychopharmacological) trials, or large epidemiological surveys. More than
the WHOQOL-Bref, the WHOQOL-100 provides a detailed impression of the
subjectively experienced QOL of individual patients or samples of patients.
However, in situations where psychiatric patients may have difficulties completing
the WHOQOL-100, the short WHOQOL-Bref provides a satisfactory alternative.

Following the results of the second part of this thesis, it is likely that putting
emphasis on demographics during treatment, will have little effect on the
improvement of QOL. Conversely, in order to achieve improvement of QOL of
psychiatric patients, it is important to adequately diagnose the presence and
severity of psychopathology in general, as well as mood related disorders and (co-
inciding) personality disorders more specifically. In addition, stress and social
functioning should be considered in psychiatric assessment, treatment and
program evaluation. Finally, considering the Taylor and Aspinwall model, it is
recommended that some modifications on the outline of this model should be
made. It is advised to remove coping from the model and to add paths from all
exogenous variables to psychosocial outcome and from external resources to social
support.

Because of both the need for relevant outcome measures, such as QOL, and
the shown clinically significant relationships between several bio-psycho-social

factors and QOL, it is advised to implement the WHOQOL in a standard manner in
psychiatric practice, research and policy making. Moreover, the relationship and
the interaction between the doctor and the psychiatric patient may improve, as the

psychiatrist's understanding of how the psychiatric disease affects the patient's
QOL increases.

The most important limitation of this thesis is its cross-sectional design. This
impedes drawing conclusions about the directions of the found relationships
between QOL and its concomitants. Furthermore, the used selection criteria
regarding age (21-50 years) and ethnic origin (Dutch) restrict the generizability of
the results that were found. It is suggested that future research on the subject of
QOL in psychiatric outpatients is performed using a longitudinal design, and
studying populations with different characteristics regarding age and ethnic origin.
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Sinds de afgelopen drie decennia is er een toenemende interesse ontstaan voor de
gevolgen, die zowel lichamelijke als psychiatrische ziekten hebben op het
alledaagse leven. Kwaliteit van leven is een belangrijke maat waarmee deze
gevolgen in kaart kunnen worden gebracht. E6n van de factoren die aan deze

ontwikkeling heeft bijgedragen is, voor wat betreft psychiatrische ziekten, het feit
dat er in de Westerse geestelijke gezondheidszorg een verschuiving heeft plaats-
gevonden van intra- naar extramurale zorg (dei nstitutionalisering).

Kwaliteit van leven is een moeilijk te definiaren begrip, waarvan veel
verschillende omschrijvingen bestaan. Een internationaal gebruikte definitie van
kwaliteit van leven is die van de Wereldgezondheidsorganisatie (WHO). In 1994
definieerde de WHO Quality of Life Group (WHOQOL Group) kwaliteit van leven als
'an individual's perception of his/her position in life within the context of the
culture and value systems in which he/she lives and in relation to his/her goals,
expectations, standards, and concerns. It is a broad ranging concept incorporating,
in a complex way, the person's physical health, psychological state, level of
independence, social relationships, personal beliefs and relationship to salient
features of the environment' (WHOQOL Group, 1994; p. 43). Deze definitie is
gebruikt in dit proefschrift.

De wijze waarop kwaliteit van leven moet worden gemeten is al lange tijd  het
onderwerp van een intensief wetenschappelijk discours. Dit discours heeft geleid
tot vier uitgangspunten over de manier waarop kwaliteit van leven moet worden
gemeten: (i) de meting moet alle aspecten van kwaliteit van leven omvatten, (ii) de
meting moet gevoelig zijn voor culturele aspecten, (iii) de meting moet op een
subjectieve wijze plaatsvinden (dat wil zeggen: gebaseerd zijn op de mening van de
onderzochte zelf) en (iv) de meting moet aandacht schenken aan de relatieve
bijdrage van de diverse facetten, die bij kwaliteit van leven een rol spelen. Hierbij
moet weI worden opgemerkt dat het belang van het vierde uitgangspunt door -
overigens schaars - onderzoek niet duidelijk wordt ondersteund. Er zijn inmiddels
vele instrumenten ontwikkeld om kwaliteit van leven te meten; bij slechts een
beperkt aantal daarvan wordt aan alle vier hiervoor genoemde uitgangspunten
voldaan.

In 1991 startte de WHO een project getiteld 'The assessment of Quality of Life
in health care'. Dit project heeft geresulteerd in de internationale ontwikkeling van
een instrument met de naam 'World Health Organization Quality of Life assessment
instrument' (WHOQOL). Van de WHOQOL is in eerste instantie een lange versie
verschenen, de WHOQOL-100. Later is er ook een kortere versie gekomen, de
WHOQOL-Bref. De WHOQOL-100 en de WHOQOL-Bref voldoen aan alle vier de
uitgangspunten waaraan instrumenten, die kwaliteit van leven meten, moeten
voldoen.
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Psychometrische eigenschappen van de WHOQOL-instrumenten

Het aantal studies, waarin de psychometrische eigenschappen van de WHOQOL-
100 en de WHOQOL-Bref zijn onderzocht, neemt toe. Uit deze studies komt naar
voren dat deze eigenschappen als 'bevredigend' te kwalificeren zijn. Hierbij moet
echter weI worden aangetekend dat de tot nu toe uitgevoerde onderzoeken
voornamelijk hebben plaatsgevonden bij gezonde mensen, bij patianten met
lichamelijke ziekten of bij patienten met specifieke psychiatrische stoornissen, wat
de generaliseerbaarheid van de resultaten van deze onderzoeken beperkt.

In het eerste gedeelte van dit proefschrift, dat bestaat uit de hoofdstukken 2
en 3, staan de resultaten beschreven van twee studies, waarbij de
betrouwbaarheid, de inhoudsvaliditeit en de constructvaliditeit van de WHOQOL-
100 en van de WHOQOL-Bref zijn onderzocht. Deze studies zijn uitgevoerd bij een
algemene populatie van Nederlandse poliklinische psychiatrische patEnten in de
leeftijdscategorie van 21 tot 50 jaar. De uitkomsten van deze onderzoeken laten
zien dat deze psychometrische eigenschappen als 'goed' te kwalificeren zijn.
Geconcludeerd wordt dat beide WHOQOL-instrumenten geschikt zijn om kwaliteit
van leven te meten bij poliklinische psychiatrische patianten. Omdat dan van de
eigenschappen van de WHOQOL-instrumenten is dat zij cross-cultureel toepasbaar
zijn, is het een aanbeveling voor verder onderzoek om de gevonden resultaten te
repliceren bij poliklinische psychiatrische pati6nten over de gehele wereld.

Factoren die gerelateerd zijn aan kwaliteit van leven

In het tweede deel van dit proefschrift, dat de hoofdstukken 4 tot en met 12
beslaat, zijn de relaties onderzocht tussen demografische en psychosociale
variabelen enerzijds en kwaliteit van leven anderzijds bij dezelfde

patiantenpopulatie als hierboven genoemd. Daarbij is rekening gehouden met
beperkingen van eerder onderzoek (namelijk overlapping tussen psychiatrische
symptomen en de items van de vragenlijsten en het gebruik van specicfiek
geselecteerde patiantenpopulaties). De classificatie van de psychiatrische
aandoeningen heeft plaats gevonden met behulp van een grondige diagnostische
procedure, waarbij voor het stellen van de diagnose(n) voor wat betreft het
klinische beeld (As-1 diagnose) en de persoonlijkheid (As-11 diagnose) twee
afzonderlijke interviews zijn afgenomen.

Allereerst is de invloed van demografische variabelen op kwaliteit van leven

onderzocht. De resultaten staan beschreven in de hoofdstukken 4 en 5. Deze
resultaten laten zien, dat slechts een relatief klein gedeelte van de variantie van de
kwaliteit van leven-scores verklaard kan worden door de onderzochte

demografische variabelen. Hoewel de resultaten van dit deel van de dissertatie niet
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volledig vergelijkbaar zijn met die van eerder onderzoek, zijn ze in grote lijnen in
overeenstemming met bevindingen uit de internationale literatuur.

Daarna zijn de relaties onderzocht tussen de dimensies van psychopathologie
zoals die beschreven worden op de Assen 1,11, IV en V van het classificatiesysteem,
dat internationaal in de psychiatrie gebruikt wordt (de DSM-IV) en kwaliteit van
leven. Op As-1 wordt het klinische beeld beschreven, op As-11 de persoonlijkheid, op
As-IV psychosociale stressfactoren en op As-V het sociaal functioneren. De
resultaten van deze onderzoeken zijn terug te vinden in de hoofdstukken 6 tot en
met 11. Als laatste zijn de demografische en psychosociale variabelen geintegreerd
in dan model om kwaliteit van leven te verklaren, het model van Taylor en
Aspinwall, hetgeen staat beschreven in hoofdstuk 12.

De relatle tussen het klinische beeld (As-1) en kwaliteit van leven (1)

Onderzocht is wat de relatie is tussen psychopathologie en kwaliteit van leven,
waarbij niet alleen gekeken is naar het aan- of afwezig zijn van psychopathologie
maar ook naar de ernst daarvan.

Uit het onderzoek blijkt dat de aanwezigheid van psychopathologie negatief
gerelateerd is aan de ervaren kwaliteit van leven. Dit betekent dat mensen met
een psychiatrische aandoening een slechtere kwaliteit van leven ervaren dan
mensen die geen psychiatrische aandoening hebben.

Als psychiatrische problematiek aanwezig is, blijkt dat een toename van de
ernst van deze problematiek gepaard gaat met een gelijktijdige afname van de
ervaren kwaliteit van leven. Binnen de gehele groep van mensen, die zich
poliklinisch aanmelden met psychische problemen, wordt de (relatief) beste
kwaliteit van leven ervaren door de groep mensen, die weI psychische klachten
ervaren  maar aan wie (op basis van de criteria die gelden voor het stellen van een
psychiatrische diagnose) gadn diagnose wordt toegekend. Deze groep wordt
gevolgd door mensen aan wie wei een diagnose op As-1 of As-11 wordt toegekend.
De mensen die de slechtste kwaliteit van leven ervaren zijn de patianten, bij wie
sprake is van zogenaamde co-morbiditeit. Dit betekent dat er bij hen zowel een
klinisch psychiatrisch ziektebeeld (As-1 diagnose) als een persoonlijkheidsstoornis
(As-11 diagnose) is vastgesteld.

Op basis van deze bevindingen, die staan beschreven in de hoofdstukken 6 en
7 van dit proefschrift, wordt geconcludeerd, dat zowel de WHOQOL-100 als de
WHOQOL-Bref instrumenten zijn met een goed discriminerend vermogen. Dit
betekent dat zij zowel onderscheid maken tussen de aan- of afwezigheid van
psychopathologie, alsook tussen verschillende subgroepen, alnaargelang de ernst
van de aanwezige psychopathologie.
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De relatie tussen het klinische beeld (As-1) en kwaliteit van leven (11)

Uit eerder onderzoek is naar voren gekomen dat stemmingsstoornissen
verregaande effecten kunnen hebben op ervaren kwaliteit van leven. Omdat is

gebleken dat bij de in dit proefschrift beschreven populatie de meest voorkomende
As-1 diagnose een (vorm van een) stemmingsstoornis was, is onderzocht wat bij

deze populatie de relatie is tussen stemmingsstoornissen en kwaliteit van leven.
Nadat eerst is vastgesteld of er sprake was van (een vorm van) een
stemmingsstoornis, is vervolgens naar de aard en de ernst hiervan gekeken.
Kwaliteit van leven is bij dit gedeelte van het onderzoek, dat staat beschreven in
hoofdstuk 8, onderzocht met de WHOQOL-100.

Uit de resultaten komt naar voren dat de patiOnten met een (vorm van een)
stemmingsstoornis - vergeleken met zowel mensen uit de algemene bevolking als
met poliklinische psychiatrische patianten zonder stemmingsstoornis - op alle

terreinen een slechtere kwaliteit van leven ervaren. Binnen de groep van pati6nten
bij wie een (vorm van een) stemmingsstoornis is vastgesteld blijkt vervolgens dat
patianten, bij wie sprake is van een depressieve stoornis, een slechtere kwaliteit
van leven ervaren dan patienten met een dysthyme stoornis of een
aanpassingsstoornis met depressieve stemming. Ook in dit gedeelte van het
onderzoek wordt duidelijk dat patilanten, bij wie sprake is van co-morbiditeit in de
vorm van de combinatie van een depressieve stoornis en een persoonlijkheids-
stoornis, de slechtste kwaliteit van leven ervaren.

In de wetenschappelijke literatuur wordt beschreven dat er overlap kan zijn
tussen de inhoud van de begrippen 'stemmingsstoornissen' en 'kwaliteit van
leven'. Dit betekent dat de kans bestaat dat dezelfde fenomenen worden gemeten,
hetgeen vervolgens de uitkomsten van onderzoek naar de relaties tussen beide

begrippen kan beinvioeden. In ons onderzoek is voor deze overlap gecontroleerd,
waarbij duidelijk geworden is dat daarvan inderdaad sprake is. De mate van
overlap blijft daarbij echter binnen acceptabele grenzen. Geconcludeerd wordt dat -

in algemene zin - stemmingsstoornissen duidelijk negatief gerelateerd zijn aan de
ervaren kwaliteit van leven en voorts dat daarbij ook de aard en de ernst van de
stemmingsstoornis en co-morbiditeit, in de vorm van een persoonlijkheidsstoornis,
een belangrijke negatieve rol spelen.

De relatie tussen dimensionele persoonlijkheidsmodellen (As-11) en
kwaliteit van leven

In hoofdstuk 9 staat de studie beschreven, waarin de relatie is onderzocht tussen
twee dimensionele persoonlijkheidsmodellen (het vijf- factoren-model van McCrae
en Costa en het zeven-factoren-model van Cloninger) en kwaliteit van leven. Met
het vijf-factoren-model worden de domeinen Neuroticisme, Extraversie,
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Consciantieusheid, Openheid en Altruisme gemeten. Met het zeven-factoren-model
de vier temperamentschalen Prikkelzoekend, Leedvermijdend, Sociaal Gericht en
Volhardend en de drie karakterschalen Zelfsturend, Cooperatief en
Zelftranscendent. Het vijf-factoren-model is het resultaat van factoranalytisch
onderzoek van termen in de taal, die persoonlijkheidstrekken beschrijven, van het
cross-cultureel toetsen van de universaliteit van de aldus gevonden dimensies en
van uitgebreid onderzoek naar de onderlinge samenhang tussen bestaande
persoonlijkheidsvragenlijsten en persoonlijkheidsbeoordelingen. Het biosociale
zeven-factoren-model van Cloninger is de neerslag van een poging om een
persoonlijkheidssysteem te ontwikkelen dat gerelateerd is aan biologische,
genetische en neuro-anatomische structuren. De kern van het model wordt
gevormd door de dimensies Prikkelzoekend, Leedvermijdend, Sociaal Gericht en
Volhardend. Deze dimensies weerspiegelen, in termen van typische reacties op
nieuwe, aversieve en belonende stimuli, de individuele verschillen in
gedragssystemen, gericht op activatie, remming en handhaving van bepaalde
gedragsvormen. De overige dimensies van het Cloninger-model reflecteren de
mate, waarin individuen zichzelf zien als autonoom en als deel van de samenleving
en het universum als geheel.

Uit dit onderzoek blijkt dat, conform de verwachtingen, van het vijf-factoren-
model de domeinen Neuroticisme en Extraversie de sterkste (negatieve
respectievelijk positieve) correlaties hebben met kwaliteit van leven. Het domein
Consciantieusheid heeft een positieve correlatie met kwaliteit van leven terwijl de
domeinen Openheid en AltruTsme geen significante relatie hebben met kwaliteit
van leven. Met betrekking tot het zeven-factoren-model wordt duidelijk, dat
Leedvermijdend de sterkst negatieve correlatie heeft met kwaliteit van leven en
Zelfsturend de sterkst positieve correlatie. De vaststelling dat het zeven-factoren-
model meer variantie van kwaliteit van leven bepaalt dan het vijf-factoren-model,
is een bevinding waarvoor geen directe verklaring te geven is. Geconcludeerd wordt
dat de correlaties tussen persoonlijkheidseigenschappen en kwaliteit van leven
sterk zijn en dat deze eigenschappen een aanzienlijk gedeelte van de variantie in
de scores van kwaliteit van leven verklaren.

De relatie tussen stress (As-IV) en kwaliteit van leven

De relatie tussen stress - zoals geclassificeerd op As-IV van DSM-IV - en kwaliteit
van leven is bestudeerd omdat deze relatie, voor zover bekend, nog niet eerder
expliciet is onderzocht bij poliklinische psychiatrische patianten.

De uitkomst van het onderzoek, dat staat beschreven in hoofdstuk 10, is dat
dagelijkse stress, die een gevolg kan zijn van gedrag dat gerelateerd is aan
psychopathologie, meer invloed heeft op de ervaren kwaliteit van leven dan
psychopathologie op zich. Een mogelijke verklaring hiervoor is dat
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psychopathologie weliswaar een risicofactor is voor het ervaren van stress, maar
dat stress zelf daarbij ook een directe invloed heeft op kwaliteit van leven.

De relatie tussen sociaal functioneren (As-V) en kwaliteit van leven

Evenals de relatie tussen stress en kwaliteit van leven, is ook de relatie tussen
sociaal functioneren - zoals geclassificeerd op As-V van de DSM-IV - en kwaliteit van
leven nog niet eerder expliciet bestudeerd bij poliklinische psychiatrische
pati6nten. Daarom is ook deze relatie nader onderzocht. De uitkomsten van deze
studie staan beschreven in hoofdstuk 11.

Geconcludeerd wordt dat problemen op diverse terreinen van sociaal
functioneren een duidelijk negatieve relatie hebben met de ervaren kwaliteit van
leven, zelfs wanneer de uitkomsten gecorrigeerd worden voor wat betreft de
aanwezigheid van psychopathologie. Dit betekent dat bij poliklinische
psychiatrische patianten sociaal functioneren, naast de aanwezigheid van
psychopathologie, gezien moet worden als 66n van de factoren die een belangrijke
relatie hebben met kwaliteit van leven.

Voorspellers van kwaliteit van leven, onderzocht met het model
van Taylor en Aspinwall

Tenslotte zijn in hoofdstuk 12 - met behulp van het model van Taylor en Aspinwall -
de in de hierboven genoemde studies gebruikte en beschreven psychosociale
factoren onderzocht, waarvan vastgesteld is dat zij in mindere of meerdere mate
een correlatie hebben met kwaliteit van leven. De onderzochte psychosociale
factoren zijn: externe bronnen (demografische variabelen), persoonlijke bronnen
(persoonlijkheid), stress, waardering van stress, sociale steun en copingstijlen. In
het algemeen wordt het model van Taylor en Aspinwall bevestigd door de
empirische resultaten van dit onderzoek. Gevonden is echter dat sociale steun
wordt voorspeld door externe bronnen, wat niet in overeenstemming is met dit
model. Voorts voorspelt g66n van de copingstijlen kwaliteit van leven, terwijl een
aanzienlijk deel van de variantie van kwaliteit van leven wordt verklaard door
combinaties van externe bronnen, persoonlijke bronnen, stress, waardering van
stress en sociale steun.
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Aanbevelingen voor de praktijk en voorstellen voor toekomstig
onderzoek

Verondersteld kan worden dat patienten met (ernstige) psychiatrische
aandoeningen op een intensieve manier en gedurende een lange periode van hun
leven gebruik maken van faciliteiten van de gezondheidszorg. In de huidige tijd zijn
de kosten voor (nieuw ontwikkelde) vormen van psychiatrische behandelingen
(bijvoorbeeld medicatie, psychotherapiean, gespecialiseerde klinische
behandelingen) hoog, terwijl de financiale middelen beperkt zijn. Voor het
vaststellen van de kosteneffectiviteit van psychiatrische behandelprotocollen en
van utiliteitsstudies kan een uitkomstmaat, zoals kwaliteit van leven, zeer
waardevol zijn. Dit is temeer zo omdat, naast het terugdringen van symptomen, ook
verbetering van kwaliteit van leven een belangrijk doel van de behandeling is.

Gebaseerd op de uitkomsten in het eerste deel van dit proefschrift, kan
gesteld worden, dat zowel de WHOQOL-100 als de WHOQOL-Bref geschikte
instrumenten zijn om kwaliteit van leven te meten bij poliklinische psychiatrische
patienten met een grote diversiteit aan aandoeningen. Dit kan bijvoorbeeld
gebeuren bij de evaluatie van verschillende vormen van behandeling, bij
onderzoeken waarbij herhaalde metingen worden gedaan, bij klinische (psycho-
farmacologische) onderzoeken of bij grootschalig epidemiologisch onderzoek. Met
behulp van de WHOQOL-100 kan daarbij een gedetailleerd inzicht worden
verkregen in de ervaren kwaliteit van leven. In situaties waarbij patunten moeite
hebben om de WHOQOL-100 in te vullen, kan de (kortere) WHOQOL-Bref een goed
alternatief zijn.

Afgaande op de resultaten van het tweede deel van dit proefschrift wordt
verondersteld, dat aandacht besteden aan demografische variabelen tijdens
behandeling, waarschijnlijk weinig effect zal hebben op verbetering van kwaliteit
van leven. Om te kunnen komen tot het verbeteren van de kwaliteit van leven is
het daarentegen weI van belang om, in algemene zin, op een adequate wijze zowel
de aanwezigheid als de ernst van de psychopathologie te diagnostiseren. Meer in
het bijzonder is het daarbij belangrijk om te letten op de aanwezigheid van
stemmingsstoornissen en op een mogelijk tegelijkertijd aanwezige persoonlijk-
heidsstoornis. Daarbij zal aan stress en sociaal functioneren ook aandacht moeten
worden besteed tijdens het stellen van psychiatrische diagnosen, niet alleen
gedurende de behandeling maar ook bij het evalueren van behandelprogramma's.
Met betrekking tot het onderzochte model van Taylor en Aspinwall wordt
aanbevolen dit model conform de bevindingen van dit onderzoek aan te passen.

Omdat er behoefte bestaat aan relevante uitkomstmaten - waarvan kwaliteit
van leven er een is - en vanwege de aangetoonde klinisch significante relatie
tussen de beschreven bio-psycho-sociale factoren en kwaliteit van leven, wordt
geadviseerd om de WHOQOL op een gestandaardiseerde manier in te voeren in de
psychiatrische behandelpraktijk, bij onderzoek en bij het vaststellen van beleid.
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Een bijkomend voordeel is dat de interactie tussen de behandelaar en de
psychiatrische pati6nt zal kunnen verbeteren, wanneer de behandelaar meer
inzicht krijgt in de manier waarop de psychiatrische aandoening het leven van zijn
of haar patiant beinvioedt.

De belangrijkste beperking van de onderzoeken, die zijn verricht ten behoeve
van dit proefschrift, is gelegen in de cross-sectionele onderzoeksopzet. Deze opzet
beperkt namelijk de mogelijkheid om conclusies te kunnen trekken over de richting
van de gevonden correlaties tussen kwaliteit van leven en de onderzochte factoren.
Naast deze beperking moeten de gebruikte selectiecriteria betreffende leeftijd (21
tot 50 jaar) en etnische achtergrond (Nederlandse afkomst) genoemd worden
omdat ook hierdoor de generaliseerbaarheid van de gevonden resultaten beperkt
wordt. Met betrekking tot toekomstig onderzoek aangaande de kwaliteit van leven
van poliklinische psychiatrische pati6nten wordt voorgesteld om te kiezen voor een
longitudinale onderzoeksopzet en studiepopulaties met andere samenstellingen
voor wat betreft leeftijd en etnische achtergrond.
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WERELD GEZONDHEIDS ORGANISATIE

KWALITEIT VAN LEVEN

VRAGENLUST

WHOQOL-100
(Versie voor volwassenen)

Februari 1995

Instructies

Wij vragen u om in deze vragenlijst aan te geven wat u vindt van uw kwaliteit van
leven, gezondheid en andere levensgebieden. Beantwoord alstublieft alle vragen.
Als u onzeker bent over het antwoord dat u wilt geven op een vraag, kies dan het
antwoord dat het meest toepasselijk lijkt. Dit kan vaak uw eerste reactie zijn.

Houd uw normen, hoop, genoegens en zorgen in gedachten. We vragen u te
denken aan uw leven in de afgelopen twee weken.

Bijvoorbeeld, met betrekking tot de laatste twee weken, zou een vraag kunnen
luiden:

Hoeveel zorgen maakt u zich over uw gezondheid?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5

U moet het cijfer omcirkelen dat het beste past bij hoe vaak u zich in de afgelopen
twee weken zorgen heeft gemaakt over uw gezondheid. Dus u moet het cijfer 4
omcirkelen, als u zich veel ("Hevig") zorgen heeft gemaakt over uw gezondheid, of
het cijfer 1 "Helemaal niet" als u zich helemaal geen zorgen heeft gemaakt over uw
gezondheid. Leest u alstublieft elke vraag, ga uw gevoelens na en omcirkel voor
elke vraag het cijfer van de schaal dat het beste bij u past.

Dank u voor uw hulp.
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In de volgende vragen wordt gevraagd in welke mate (hoeveel) u in de afgelopen
twee weken bepaalde dingen hebt ervaren, bijvoorbeeld positieve gevoelens zoals

geluk en tevredenheid. Als u deze in een extreme hoeveelheid hebt ervaren,
omcirkel dan het cijfer 5 onder "Een extreme hoeveelheid". Als u dergelijke zaken
helemaal niet hebt ervaren, omcirkel dan het cijfer 1 onder "Helemaal niet". De
tussenliggende cijfers kunt u gebruiken om aan te geven dat het ergens tussen
"Helemaal niet" en "Helemaal" in ligt. Vragen verwijzen naar de afgelopen twee
weken.

Fl.2    Maakt u zich zorgen over uw pijn of ongemak?

Helemaal Weinig Middelmatig Hevig Een extreme

niet hoeveelheld

1 2 3 4 5

Fl.3 Hoe moeilijk is het voor u om om te gaan met pijn of ongemak?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

Fl.4 In welke mate vindt u dat pijn u afhoudt van wat u moet doen?

Helemaal Weinig Middelmatig Hevig Een extreme

niet hoeveelheid

1 2 3 4 5

F2.2 Hoe gemakkelijk raakt u vermoeld?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

F3.2 In welke mate hebt u problemen met slapen?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5

F3.4 Hoeveel zorgen maakt u zich over enigerlei problemen met slapen?

Helemaal Weinig Middelmatig Hevig Een extreme

niet hoeveelheid

1 2 3 4 5

F4.1 Hoeveel geniet u van het leven?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5
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F4.3 Hoe positief ziet u uw toekomst?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

F4.4 Hoezeer ervaart u positleve gevoelens in uw leven?

Helemaal Weinig Middelmatig Hevig
Een extreme I

niet hoeveelheu
1                  2                  3                  4                  5-                                     3

F5.3    Hoe goed kunt u zich concentreren?

Helemaal Bijna niet     Gemiddeld Nogal Helemaal I
niet                                                                     i

1 2 3 4 5£
F6.1     Heeft u waardering voor uzelf?

Helemaal ' Weinig Middelmatig Hevig   Een extreme
niet hoeveelheid

1 2 3 4 5

F6.2 Hoeveel vertrouwen hebt u in uzelf?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5

F7.2 Voelt u zich geremd door uw uiterlijk?

Helemaal Bilna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

F7.3     Is er iets in uw uiterlijk op grond waarvan u zich ongemakkelijk voelt?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5

F8.2 Hoe bezorgd voelt u zich?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

F8.3 Hoezeer verstoren gevoelens van droefheid of depressie uw alledaagse
functioneren?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5



F8.4    Hoeveel last hebt u van depressieve gevoelens?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F10.2 In welke mate hebt u moeilijkheden met het doen van uw routine-activiteiten?

Helemaal Weinig Middelmatig ' Hevig Een extreme
niet hoeveelheid

1            2             3            4            5

F10.4 Hoeveel hinder ondervindt u van allerlei beperkingen in het doen van alledaagse
levensactiviteiten?

Helemaal Weinig Middelmatig Hevig Een extreme I
niet hoeveelheid 1

1 2 3 4 5

Fll.2 Hoeveel behoefte hebt u aan enigerlei medicatie om in uw dagelijkse leven te
kunnen functioneren?

Helemaal Weinig Middelmatig Hevig Een extreme  
1- niet hoeveelheid  
1 2 3 4 5  

Fll.3 Hoeveel behoefte hebt u aan medische behandeling om in uw dagelijkse leven te
kunnen functioneren?

Helemal- -wefnig Middelmatig       Hevig Een extreme

1 _   niet    1                     -
 

hoeveelheid

1             2_ _1_     3             4             5
Fll.4 In welke mate hangt uw kwaliteit van leven af van het gebruik van medicijnen of

medische hulpmiddelen?

,
Helemaal Weinig Middelmatig Hevig Een extreme

niet hoeveelheid

 --1-            2             3             4             5

F13.1 Hoe alleen voelt u zlch in uw leven?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1            2            3            4            5

F15.2  Hoe goed zijn uw sexuele behoeften vervuld?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2             3            4            5



F16.1 Hoe veilig voelt u zich in uw dagelijkse leven?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet                                                     1               1
1         2         3         4    | _ _ 5 -

F16.2  Vindt u dat u in een veilige omgeving woont?

Helemaal Bijna niet Gemiddeld Nogal 1 Helemaa' 1
1

1

niet

- 1 -   - - 2--  ____3-__- _4  _j__- 5__  1
F16.3 Hoeveel zorgen maakt u zich over uw veiligheid?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F17.4  Hoe erg bevalt het u waar u woont?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F18.2  Hebt u financi6le moeilijkheden?

Helemaal Weinig Middelmatig Hevig Een extreme

niet hoeveelheid

1            2            3            4            5

F18.4 Hoeveel zorgen maakt u zich over geld?

Helemaal   Weinig Middelmatig Hevig Een extreme

niet hoeveelheid

1            2            3            4            5

F19.1 Hoe gemakkelijk kunt u goede medische zorg krijgen?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1            2            3            4            5

F21.3 Hoeveel geniet u van uw vrije tijd?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F22.1 Hoe gezond is uw omgeving?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5



F22.2 Hoeveel zorgen heeft u over het lawaai in het gebied waarin u woont?

Helemaal | Weinig 1 Middelmatig Hevig Een extreme
niet      11

-2- --1- - 3
,

hhooeeveelheid

1                                      4            5

F23.2 In welke mate hebt u problemen met vervoer?

Helemaal Weinig Middelmatig Hevig Een extreme

niet hoeveelheid

1 2 3 4 5

F23.4  Hoe erg beperken moeilijkheden met vervoer uw leven?

Helemaal Weinig IMiddelmatig
I Hevig Een extreme

niet- _ _1__     _ hoeveelheid

1        5         2                  3                  4                  5

F2.4 Heeft u last van vermoeidheid?

Helemaal i Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F15.4  Heeft u last van moeilijkheden in uw sexleven?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

In de volgende vragen wordt gevraagd naar de mate waarin u bepaalde dingen
ervaart of in staat was te doen in de afgelopen twee weken, bijvoorbeeld
alledaagse activiteiten zoals wassen, aankleden of eten. Als u in staat bent
geweest deze dingen helemaal te doen, omcirkel dan het cijfer 5 onder "Helemaal".

Als u niet in staat bent geweest om al deze dingen te doen, omcirkel dan het cijfer
1 onder "Helemaal niet". De tussenliggende cijfers kunt u gebruiken om aan te
geven dat het ergens tussen "Helemaal niet" en "Helemaal" in ligt. Vragen verwijzen
naar de afgelopen twee weken.

F2.1    Hebt u genoeg energie voor het leven van alledag?

Hei maal Bijna niet  I  Gemiddeld i Nogal Helemaal
-- nig,----   ---  i - - - - --4

45, -2-    -   1-„       --3

F7.1    Kunt u uw lichamelijke uiterlijk accepteren?

Helemaal Bijna niet  I  Gemiddeld  I Nogal Helemaal

-1»1 --      -  - ---   -, -- --- - » -- --
1            2            31     4            5



F10.1 In welke mate kunt u uw dagelijkse dingen doen?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1            2            3            4            5

Fll.1 Hoe afhankelijk bent u van medicaties?

Helemaal Bijna niet Gemiddeld Nogal Helemaal I
niet

1            2            3            4            5

F14.1  Krijgt u het soort steun dat u nodig hebt, van anderen?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1              2              3              4              5 _ __-t
F14.2 In welke mate kunt u rekenen op uw vrienden als u ze nodig hebt?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2            3            4            5

F17.1 Hoe comfortabel is de plaats waar u woont?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F17.2 In welke mate komt de kwaliteit van uw huls tegemoet aan uw behoeften?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2            3            4            5

F18.1  Hebt u genoeg geld om in uw behoeften te voorzien?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2            3            4            5

F20.1 Hoe beschikbaar voor u is de informatie, die u nodig hebt in uw dagelijkse leven?

Helemaal Blina niet Gemiddeld Nogal Helemaal
niet

1            2            3            4            5

F20.2 In welke mate hebt u mogelljkheden om de informatie te verkrugen waarvan u
vindt dat u die nodig heeft?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2            3            4            5

2 C.·.1



F21.1  Hebt u mogelijkheden tot recreatie?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1            2            3            4            5

F21.2  Hoe goed kunt u zich ontspannen en uzelf vermaken?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2            3            4            5

F23.1 In welke mate hebt u geschikte middelen van vervoer?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1            2            3            4            5

In de volgende vragen wordt gevraagd naar hoe tevreden of ontevreden u in de
afgelopen twee weken bent geweest met de verschillende aspecten van uw leven;
bijvoorbeeld, uw familieleven of uw vermogen om met degenen om u heen te
communiceren. Beslis hoe tevreden of ontevreden u bent met elk aspect van uw
leven en omcirkel het cijfer dat het beste past bij wat u hierover vindt.

62 Hoe tevreden bent u met de kwaliteit van uw leven?

  on,teden
Ontevreden Tevreden Content Erg tevreden

noch

ontevreden

1- -- -----2                 3                4                5
G3 Hoe tevreden bent u met uw leven in het algemeen?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

G4 Hoe tevreden bent u met uw gezondheid?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden
1            2            3            4            5

F2.3 Hoe tevreden bent u met de energie die u heeft?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden
1            2            3            4            5
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F3.3 Hoe tevreden bent u met uw slaap?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch     
ontevreden

1                   2                   3         1         4                   5

FS.2 Hoe tevreden bent u met uw vermogen om nieuwe informatie te leren?

Erg Ontevreden Tevreden
Content      

Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

FS.4 Hoe tevreden bent u met uw vermogen om beslissingen te nemen?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F6.3 Bent u tevreden met uzelf?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F6.4 Hoe tevreden bent u met uw bekwaamheden?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1           2           3           4           5

F7.4 Hoe tevreden bent u met uw uiterlijk?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F10.3  Bent u tevreden met uw vermogen om alledaagse activiteiten te verrichten?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5
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F13.3 Hoe tevreden bent u met uw persoonlijke relaties?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden
1            2            3            4            5

F15.3 In welke mate bent u tevreden met uw sexuele leven?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F14.3 Hoe tevreden bent u met de steun die u krijgt van uw familie?

Erg Ontevreden Tevreden Content Erg tevreden   
ontevreden noch

ontevreden
1 2 3 4 5|

F14.4 Hoe tevreden bent u met de steun die u krijgt van uw vrienden?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1                     2                     3                     4                     5

F13.4 Hoe tevreden bent u met uw vermogen om voor anderen te zorgen of hen steun te
geven?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F16.4 Hoe tevreden bent u met uw lichamelijke veiligheid?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F17.3  Bent u tevreden met uw leefomstandigheden?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1           2           3           4           5
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F18.3 Hoe tevreden bent u met uw financi6le situatie?

Erg 1 Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F19.3 Hoe tevreden bent u met uw toegang tot gezondheidsdiensten?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden-- -                                                                             ... . -  -                    - - -  -          4
1            2            3            4            5

F19.4 Hoe tevreden bent u met de sociale diensten?
-/

1

-

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden

1                          2                           3           - ]_ _    _4       _                   5

F20.3  Bent u tevreden met uw mogelijkheden om nieuwe vaardigheden te verwerven?
-  .-- - --

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1            2            3            4            5

F20.4  Bent u tevreden met uw mogelijkheden om nieuwe informatie te verwerven?

Erg             Ontevreden        Tevreden     |      Content Erg tevreden
ontevreden noch     

ontevreden k
t----1- - _2_ _3 _--4- ____ 5      1

F21.4 Hoe tevreden bent u met de manier waarop u uw vrije tijd doorbrengt?

1- onte,rt,len
Ontevreden   Tevreden Content Erg tevreden

noch

ontevreden

1                   2                   3            _ ___ _4  _ _  1 ____5 ___ -,
F22.3 Hoe tevreden bent u met uw natuurlijke omgeving (bijv. vervuiling, klimaat,

lawaai, aantrekkelijkheid)?

Efg Ontevreden
Tevreden            Content

Erg tevreden  |
ontevreden noch  1           1

ontevreden

1 _2 3 1 4 5 1



F22.4 Hoe tevreden bent u met het klimaat in het gebied waarin u woont?

Erg Ontevreden Tevreden Content Erg tevreden I

ontevreden noch

ontevreden

1            2            3            4            5

F23.3 Hoe tevreden bent u met uw vervoer?

Erg Ontevreden Tevreden
|

Content Erg tevreden
ontevreden noch    1

ontevreden I
_1__...___  _9_ _ _     1     _ _    9       -           __4._- 5

F13.2  Voelt u zich gelukkig met uw relatie met uw familieleden?

Erg           - 1-&elijk          Gelukkig          Tamelijk     1  Erg geluk'Ii  1
ongelukkig ongelukkig , noch

I

gelukkig  

  ongelukkW1-  j __2 __ 1-_3  -  _4___1  _5
Gl Hoe zou u uw kwaliteit van leven inschatten?

Ergslecht Tamelijk      Goed Aoch-1  -TameHik      Erggoed -- 

slecht   slecht   goed v1       2   1   3:4       5   1
F15.1  Hoe zou u uw sexleven beoordelen?

Erg slecht i
Tamelijk         Goed noch f Tamelijk           Erg goed

i slecht                        slecht           K             goed           J_ _          _ _  -
  1       1       2       1       3       j       4       i     _5-

F3.1 Hoe goed slaapt u?

Erg slecht         Tamelijk         Goed noch Tamelijk     T    irggoed    1
2 -     - sleght  _    4         slect'         1      - geed ] --  i

1 -1        1        2        1-     _3 ____  . _ _ _4__   1_ . . .5.  _  1
F19.2 Wat vindt u van de kwaliteit van de sociale diensten die u ter beschikking staan?

Erg slecht Tamelijk      Goed noch Tamelijk Erg goed

slecht   slecht goed

1            213            4            5

F5.1    Hoe zou u uw geheugen beoordelen?

Erg slecht Tamelijk Goed noch Tamelijk Erg goed
slecht slecht goed

1            2            3            4            5



De volgende vragen verwijzen naar hoe vaak u bepaalde dingen hebt gevoeld of
ervaren, bijvoorbeeld de steun van uw familie of vrienden of negatieve ervaringen,
zoals zich onveilig voelen. Als u deze dingen helemaal niet heeft ervaren in de
afgelopen twee weken, omcirkel dan het cijfer 1 onder "Nooit". Als u deze dingen
wei heeft ervaren, beslis dan hoe vaak en omcirkel het toepasselijke cijfer. Dus,
bijvoorbeeld, als u de afgelopen twee weken de hele tijd pijn hebt ervaren, omcirkel
dan het cijfer 5 onder "Altijd". Vragen verwijzen naar de afgelopen twee weken.

Fl.1    Hoe vaak heeft u een gevoel van pijn gehad?

Nooit Zelden Zo nu en Redelijk Altijd
dan vaak

1            2            3            4            5

F4.2    Voelt u zich over het geheel genomen tevreden?

Nooit Zelden Zo nu en Redelijk Altijd
dan vaak

1            2            3            4            5

F8.1    Hoe vaak heeft u negatieve gevoelens, zoals een sombere stemming, wanhoop,
angst, depressie?

Nooit Zelden Zo nu en RedeWk Altijd

dan vaak

1            2            3            4            5

De volgende vragen verwijzen naar alle soorten "werk" die u verricht. Werk
betekent hier elke redelijk omvangrijke activiteit die u verricht. Dit omvat
vrijwilligerswerk, voltijds studeren, zorgen voor het huis, zorgen voor kinderen,
betaald werk, onbetaald werk. Dus werk, zoals het hier wordt gebruikt, slaat op die
activiteiten waarvan u vindt dat ze een groot deel van uw tijd en energie innemen.
Vragen verwijzen naar de afgelopen twee weken.

F12.1  Bent u in staat om uw werkzaamheden te verrichten?

Helemaal Bijna niet Gemiddeld Nogal Helemaal

niet

1            2            3            4            5

F12.2  Voelt u zich in staat om aan uw dagelijkse verplichtingen te voldoen?

Helemaal       Bijna niet Gemiddeld Nogal Helemaal
niet

1 -- -1.--- ---
1                        2                        3                        4                        5



·i r    /X  

F12.4  Bent u tevreden met uw werkvermogen?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden

1                2                3                4                5

F12.3  Hoe zou u uw werkvermogen inschatten?

Erg slecht Tamelijk Goed noch Tamelijk Erg goed
slecht slecht goed

1 2 3 4 5

In de volgende vragen wordt gevraagd naar hoe goed u in staat was om zich te
verplaatsen in de afgelopen twee weken. Dit verwijst naar uw lichamelijk vermogen
om uw lichaam te bewegen op zo'n manier dat het u in staat stelt rond te lopen en
de dingen te doen die u zou willen doen, alsook de dingen die u moet doen.

F9.3    Hoeveel last hebt u van problemen bij het zich verplaatsen?

Helemaal Weinig Middelmatig Hevig Een extreme I
niet hoeveelheid 1

1 2 3 4 5 1

F9.4 In welke mate beinvloeden moeilijkheden met beweging uw manier van leven?

<

Helemaal Weinig Middelmatig Hevig Een extreme
4 niet hoeveelhed 1

1 2 3 4 5 1
F9.2 Hoe tevreden bent u met de manier waarop u in staat bent zich te verplaatsen?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden                             J
1 2 3 4 5 1

F9.1    Hoe goed kunt u zich verplaatsen?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5



De volgende paar vragen gaan over uw persoonlijke overtuigingen en hoe deze uw
leven beinvloeden. Deze vragen verwijzen naar geloof, spiritualiteit of enigerlei
andere overtuigingen die u zou kunnen hebben. Opnieuw verwijzen deze vragen
naar de laatste twee weken.

F24.1  Geven uw persoonlijke overtulgingen betekenis aan uw leven?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid I

1      2      3      4      5_  1

F24.3 In welke mate geven uw persoonlilke overtuigingen u de kracht om moeilijkheden
aan te kunnen?

Helemaal Weinig   , Middelmatig Hevig Een extreme I
niet hoeveelheid

1 2 3 4 5]

F24.4 In welke mate helpt uw persoonlijke geloof u om moeilijkheden in het leven te
begrilpen?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

F24.2 In welke mate voelt u dat uw leven betekenisvol is?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1            2            3            4            5

-1,





Appendix 11 Dutch version of the WHOQOL-Bref





WHOQOL-Bref

Instructies

Wij vragen u om in deze vragenlijst aan te geven wat u vindt van uw kwaliteit van
leven, gezondheid en andere levensgebieden. Beantwoord alstublieft alle vragen.
Als u onzeker bent over het antwoord dat u wilt geven op een vraag, kies dan het
antwoord dat het meest toepasselijk lijkt. Dit kan vaak uw eerste reactie zijn.

Houd uw normen, hoop, genoegens en zorgen in gedachten. We vragen u te
denken aan uw leven in de afgelopen twee weken. Bijvoorbeeld, denkend aan de
laatste twee weken, zou een vraag kunnen luiden:

Krijgt u het soort steun dat u nodig heeft, van anderen?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid  

 

1 2           3           4           5    - 

U moet het cijfer omcirkelen dat het beste past bij hoeveel steun u in de afgelopen
twee weken van anderen heeft gekregen. Dus u zou het cijfer 4 omcirkelen, als u
veel steun van anderen hebt gekregen, op de volgende manier.
U moet het cijfer 1 omcirkelen als u van anderen helemaal niet de steun heeft
gekregen waar u behoefte aan had in de afgelopen twee weken. Leest u alstublieft
elke vraag, ga uw gevoelens na en omcirkel voor elke vraag het cijfer van de schaal
dat het beste bij u past.

Dank u voor uw hulp.



1 (Gl) Hoe zou u uw kwaliteit van leven inschatten?

Erg slecht Tamelijk Goed noch Tamelijk Erg goed
slecht slecht goed

1 2 3 4 5

2 (64) Hoe tevreden bent u met uw gezondheld?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden
1 2 3 4 5

In de volgende vragen wordt gevraagd in welke mate (hoeveel) u in de afgelopen
twee weken bepaalde dingen hebt ervaren.

3 (Fl.4) In welke mate vindt u dat pijn u afhoudt van wat u moet doen?

Helemaal Weinig Middelmatig Hevig Een extreme  
niet hoeveelheid |

1 2 3 4 5*

4 (Fll.3) Hoeveel behoefte hebt u aan medische behandeling om in uw dagelijkse leven
te kunnen functioneren?

Helemaal Bijna niet   f  Gemiddeld | Nogal Helemaal
niet

1 2 3 4 5

5 (4.1) Hoeveel geniet u van het leven?

HeleA-aa -
-

Bijna niet Gemiddeld Nogal Helemaal
niet

2            3            4            5L _ -1- _-
6 (F24.2) In welke mate voelt u dat uw leven betekenisvol is?

Helemaal Weinig Middelmatig Hevig Een extreme
niet hoeveelheid

1 2 3 4 5

In de volgende vragen wordt gevraagd naar de mate waarin u in de afgelopen twee
weken bepaalde dingen heeft ervaren of in staat was te doen .

7 (F5.3) Hoe goed kunt u zich concentreren?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5



8 (F16.1) Hoe vellig voelt u zich in uw dagelijkse leven?

Helemaal Bijna niet Gemiddeld     --No/- -1
-

Helemaal

nlet                                                  - - -4- --1      2      3      4   1   5

9 (F22.1) Hoe gezond is uw omgeving?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

10 (F2.1)   Hebt u genoeg energie voor het leven van alledag?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1            2            3            4     j      5

11 (F7.1)   Kunt u uw lichamelijke ulterlijk accepteren?
IHelemaal Bijna niet Gemiddeld Nogal

' Helemaal
niet

1                2                3                4      -r-     5  --  1
12 (F18.1) Hebt u genoeg geld om in uw behoeften te voorzien?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

13 (F20.1) Hoe beschikbaar voor u is de informatie, die u nodig hebt in uw dagelijkse
leven?

Helemaal Bijna niet Gemiddeld Nogal T- Helemaal

niet                                                                                                    --_-_- 5-1  Il1 2 3 4

14 (F21.1) Hebt u mogelijkheden tot recreatie?

Helemaal Bijna niet Gemiddeld Nogal Helemaal
niet

1 2 3 4 5

In de volgende vragen wordt gevraagd naar hoe tevreden of ontevreden u in de
afgelopen twee weken bent geweest met de verschillende aspecten van uw leven.

15 (F3.3) Hoe tevreden bent u met uw slaap?

Erg Ontevreden Tevreden Content Erg tevreden  i
ontevreden noch

ontevreden
1 2     3 |4 5--



16 (F10.3) Bent u tevreden met uw vermogen om alledaagse activiteiten te verrichten?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1                   2                    3                   4                   5

17 (F12.4) Bent u tevreden met uw werkvermogen?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1 2 3 4 5_

18 (F6.3)  Bent u tevreden met uzelf?

Erg Ontevreden Tevreden Content Erg tevreden

ontevreden noch

ontevreden
1 2 3 4 5 J

19 (F13.3) Hoe tevreden bent u met uw persoonlijke relaties?

Erg Ontevreden Tevreden     |      Content
Erg tevreden

ontevreden
noch    I

ontevreden

2  _          _3_-11__  --4_  _     __51

20 (F15.3) In welke mate bent u tevreden met uw sexuele leven?
1--      ----  -  r

Erg
|

Ontevreden Tevreden Content Ergtevreden  I

ontevreden
 

noch

ontevreden

1                           2                           3                           4                           5

21 (F14.4) Hoe tevreden bent u met de steun die u krijgt van uw vrienden?

1 Erg Ontevreden Tevreden Content Erg tevreden   
' ontevreden noch

f                          ontevreden
i 1 2 3 4 5

22 (F17.3) Bent u tevreden met uw leefomstandigheden?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden
1 2 3 4 5



23 (F19.3) Hoe tevreden bent u met uw toegang tot gezondheidsdiensten?

Erg Ontevreden i Tevreden | Content Erg tevreden   

ontevreden noch

ontevreden

 --_    1_-__    _  2    _          3  - -     4         _                5
24 (F213) Hoe tevreden bent u met uw vervoer?

Erg Ontevreden Tevreden Content Erg tevreden
ontevreden noch

ontevreden
1 2 3 4 5

25 (F9.1)  Hoe goed kunt u zich verplaatsen?

Erg slecht Tamelijk Goed noch Tamelijk Erg goed
slecht decM        _ gged

1 2 3 4 5

De volgende vraag verwijst naar hoe vaak u bepaalde dingen hebt gevoeld of
ervaren, bijvoorbeeld de steun van uw familie of vrienden of negatieve ervaringen,
zoals zich onveilig voelen.

26 (F8.1)  Hoe vaak heeft u negatieve gevoelens, zoals een sombere stemming,
wanhoop, angst, depressie?

Nooit Zelden Zo  n u en RedeWk Altijd

dan vaak

1 2 3 4 5

Heeft iemand u geholpen bij het invullen van deze vragenlijst?

Hoe lang heeft u erover gedaan om deze vragenlijst in te vullen?



Appendix 111  List of abbreviations





List of abbreviations

APL Alledaagse Problemen Lijst (see also: EPCL).

CISS Coping Inventory for Stressfull Situations.

DSM-IV Diagnostic and Statistical Manual of Mental Disorders, 4th edition.

EPCL Everyday Problems Check List (see also: APL).

GAF Global Assessment of Functioning.

GSBQ Groningen Social Behavior Questionnaire (see also: GVSG).

GVSG Groningen Vragenlijst voor Sociaal Gedrag (see also: GSBQ).

HRQOL Health Related Quality of Life.

NEO-PI-R N(euroticism) E(xtraversion) 0(penness) Personality Inventory
Revised.

PSSS Perceived Social Support Scale.

QOL Quality of Life.

SCAN Schedules for Clinical Assessment in Neuropsychiatry.

SCID-11 Structured Clinical Interview for DSM-IV Axis-11 personality
disorders.

SCL-90 Symptoms Check List 90 (90 questions).

SPSS Statistical Package of the Social Sciences.

TCI Temperament and Character Inventory.

WHO World Health Organization.

WHOQOL World Health Organization Quality of Life assessment instrument.

WHOQOLBref WHOQOL, short version (26 questions).

WHOQOL-100 WHOQOL, long version (100 questions).
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Dankwoord

Zoals bij alle proefschriften, zou ook dit proefschrift niet tot stand kunnen zijn
gekomen zonder de hulp van een aantal mensen, die wij bij deze willen bedanken
voor hun bijdrage. Allereerst willen wij in dit verband onze promotor Paul
Hodiamont noemen. Beste Paul, jij hebt ons niet alleen opgeleid tot psychiaters,
maar je hebt ook ons geleerd evidence-based te denken. Daarnaast heb je je hard
gemaakt om van de Stichting GGZ Midden-Brabant een instituut te maken waar
wetenschappelijk onderzoek kan worden uitgevoerd. Jij was de initiator van dit
onderzoek (waarvoor je zelfs een Gideonsbende formeerde), hebt de voorwaarden
geschapen om dit onderzoek uit te kunnen voeren bij de Stichting GGZ Midden-
Brabant en zorgde voor de broodnodige contacten binnen de academische wereld -
in ons geval de Universiteit van Tilburg - die jij zo goed kent. Aan onze promotor
Guus van Heck zijn wij eveneens veel dank verschuldigd. Beste Guus, jij liet ons
'het kwaliteit-van-leven-licht' zien en gaf ons kritisch commentaar op de inhoud van
ons werk, waardoor dit, ook dankzij jouw vaardige literaire handreikingen, naar een
hoger wetenschappelijk niveau is getild. Niet op de laatste plaats willen we jouw
anekdotische illustraties tijdens onze (soms nogal taaie) wetenschappelijke
exercities roemen en de humoristische en relativerende benadering van de hele
onderneming. Voor het tot een goed einde brengen van onze wetenschappelijke
expeditie en het afronden van ons proefschrift moeten wij in het bijzonder en heel
nadrukkelijk onze co-promotor Jolanda de Vries bedanken. Beste Jolanda, we
hadden al twee professoren, en toen kwam jij ........ . Toen jij je bij onze 'scientific
task force' voegde werd de vaart er pas echt in gezet: je hebt ons flink afgeknepen,
ons voortdurend achter de vodden gezeten, de deadlines strak in de gaten
gehouden, vele manuscript-versies van commentaar voorzien en ons de externe
wetenschappelijke structuur geboden, die we vaak hard nodig hadden. Opgewekt,
vrolijk drop-etend en body-pumpend boog jij onze twijfels om in wetenschappelijk
opportunisme. Je hebt waarschijnlijk zoveel tijd moeten steken in het ons
bijbrengen van statistische vaardigheden, dat je er niet meer toe kon komen de
vele stapels papier in je kamer op te ruimen. Dat je op korte termijn zelf
hooggeleerd zult worden, is naar onze mening niet meer dan terecht ! De overige
leden van de promotiecommissie, Prof.dr. Ch. van Nieuwenhuizen, Prof.dr. J.M.G.A.
Schols, Prof.dr. A.J.J.M. Vingerhoets, Prof.dr. A.H. Schene en Dr. J.W. Furer danken
wij voor het beoordelen van ons proefschrift. Dr. Helen Michielsen danken wij voor
haar hulp en adviezen bij het tot stand komen van hoofdstuk 12 van dit
proefschrift. Wij zijn de Stichting GGZ Midden-Brabant uit Tilburg en de bij het
onderzoek betrokken medewerkers daarvan dank verschuldigd voor het mogelijk
maken en faciliteren van ons onderzoek. Har Golsteijn bedanken wij voor alle
moeite die hij gedaan heeft om de fraaie omslag van ons proefschrift te ontwerpen.
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Tot slot zijn wij Peter van Panhuis en Jan Cees Zwemstra van de Forensisch

Psychiatrische Dienst te 's-Hertogenbosch zeer erkentelijk voor het feit dat zij ons

de mogelijkheden geboden hebben om ons onderzoek te kunnen afronden.
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