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ABSTRACT: Schizophrenia remains one of the major psychiatric disorder with huge social and economic costs for 

the individual and community. The role of psycho-social factors is important both on the etiopathogenesis of the 
illness and its evolution, lack of social functioning and associated stress have impact on everyday life of people with 
this diagnosis. Our study of 100 subjects with schizophrenia has showed significant correlations between clinical and 
social items: bigger number of admissions, longest duration of the evolution, cognitive deficits, smoking, suicidal 
behavior, age, marital status, smoking, level of perceived stress. The social functioning was influenced by these 
factors, and the therapeutically management during the hospitalization does not showed an improvement of the 
social function. 
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Introduction 

Schizophrenia represents a major psychiatric 

disorder with an important impact, both on the 

individual with this diagnosis and community as 

well, through its prevalence of approximatively 

1% of population [1] and its huge social and 

economic costs generated by disabilities 

provoked. 

Etiopathogenesis of schizophrenia is yet not 

well known, the most discussed theory being the 

one who refers to a complex of genetic, 

biochemical, biological and psycho-social 

factors, in which each category has its 

determined role. 

Data from the literature mentioned an 

incidence of up to 50% in families where both 

parents are affected by schizophrenia, or even by 

over 80% when one of the monozygotic twins 

was diagnosed [2], while other genetic studies 

have identified a number of genes that appear to 

be involved in different measures in 

etiopathogenesis schizophrenia [3]. Another 

etiopathogenic model has as background the 

biochemical imbalances of the brain's main 

neurotransmitters with implications in the 

electrical transmission channels, these theories 

subsequently constituting the basis of the 

antipsychotic drugs used in the treatment 

schizophrenia, whose therapeutic goal is 

precisely the restoration of biochemical balance 

[4]. Among the biological factors involved in the 

etiopathogenesis of schizophrenia are obstetrical 

traumas, influenza virus infection of pregnant 

women, diabetes and malnutrition of pregnant 

women, rubella during pregnancy and smoking 

[5], while among psychosocial factors we can 

mention psychotrauma, low social support, 

discrimination, poverty, urban environment, and 

migration [6]. 

Having in mind this complex picture of 

schizophrenia, we need to emphasize the impact 

of illness on everyday life of people affected, 

this category of people being confronted not 

only with the effects of an erroneous social 

perception of labeling and avoidance, but also 

with self-stigmatization, such as loss of self-

esteem, major difficulties in creating and 

maintaining social relationships, or serious 

problems on educational and professional level, 

leading to a low socio-economic level [7]. All of 

these are leading to a level of stress which could 

influence not only the severity of the symptoms, 

but also the response to pharmacological 

treatment strategies, and as we hypothesized, to 

a low level of social adjustment for the people 

affected. 

Material and methods 

The present study was non-interventional, 

following the natural evolution of the patient, 

and it was conducted on a sample consisting of 

100 patients diagnosed with chronic paranoid 
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schizophrenia, according to ICD-10 criteria, who 

were hospitalized in the Chronics Psychiatry 

Hospital Dumbraveni, Vrancea County, during a 

one-year period (January 1st, 2016-December 

31st, 2016). 

In the study were not included subjects with 

associated diagnosis of organic cerebral 

pathologies, neurodegenerative diseases, mood 

disorders, and substance use disorders.  

The severity of symptomatology was 

assessed using the Positive and Negative 

Syndrome Scale (PANSS) [8], while the level of 

cognitive status was evaluated through MMSE 

(Mini Mental Examination) scale [9], both items 

being measured at the begining and at the end of 

hospitalizing period. The level of social 

functioning was assessed at the moment of 

patient’s discharge using Global Assessment of 

Functioning Scale (GAFS) [10], and the level of 

stress was measured at same moment, using 

Perceived Stress Scale (PSS) [11]. 

The statistical analysis of results was 

performed using the SPSS software package 

(SPSS Inc.) and Microsoft Excel (Microsoft 

Office 2010 package). We used descriptive 

statistics and cross-tabulation analysis, and 

Spearman and chi-square tests to evaluate the 

association between categorical variables, where 

correlations were considered statistically 

significant for values of p inferior to 0.05. 

All the subjects recruited were volunteers, 

and they have participated to the study following 

the informed consent. The study was approved 

by the Committee of Ethics and Academic and 

Scientific Deontology of the University of 

Medicine and Pharmacy of Craiova. 

Results 

The study sample population had an average 

age of 48.22±11.94 years, out of the total 

number of 100 subjects 57.00% being male, 

respectively 43.00% female. According to the 

residence, 72.00% of subjects were living in the 

rural environment, and 60.00% were unmaried, 

23.00% married, respectively 17.00% divorced 

or widowed.  

Most of them were high-school graduates 

(33.00%), followed by graduates of gymnasium 

(32.00%), respectively primary school graduates 

(7.00%).  

None of the subjects were graduated superior 

studies (faculty), and 7.00% did not follow any 

study program.  

The disability provoked by schizophrenia 

was proved once more through professional 

status of the subjects, none of them were 

professionally active, the huge majority of them 

(91.00%) receiving social financial support 

(disability pension) (Table 1). 

Table 1. Social and demographical characteristics 
of the subjects 

Characteristic Number (%) 

Gender  

Female 43 (43.00%) 

Male 57 (57.00%) 

Environment  

Urban 28 (28.00%) 

Rural 72 (72.00%) 

Marital status  

Married 23 (23.00%) 

Unmarried 60 (60.00%) 

Divorced/Widowed 17 (17.00%) 

Educational status  

No study 7 (7.00%) 

Primary school 28 (28.00%) 

Gymnasium 32 (32.00%) 

High-school 33 (33.00%) 

Professional status  

Retired 91 (91.00%) 

Unemployed 9 (9.00%) 
 

According to the clinical status of the 

subjects, it was observed that the population of 

the study sample was almost equally divided 

between persons with only one admission 

(44.00%) in the hospital during the studied year 

and those with two admissions (49.00%) during 

the same period, and for the majority of them 

(85.00%), schizophrenia had a reactive onset. 

Also, the suicidal behavior was present in only 

21.00%, while substance use disorders (alcohol 

consumption-42.00%, respectively smoking 

52.00%) were present in a ratio comparable with 

data from literature [12, 13]. According to the 

results obtained by using GAF scale, the level of 

social adjustment for 93.00% of the subjects 

remains a poor one, even if they had an improved 

clinical status at discharge (94.00%), and this 

could be considered an indicator that remission of 

symptoms alone does not represents a condition 

for the good social functioning of people with 

schizophrenia (Table 2). 

Table 2. Clinical characteristics of the subjects 

Characteristic Number 

(%) 

Number of hospital admissions  

1 admission 44 (44.00%) 

2 admissions 49 (49.00%) 

>2 admissions 7 (7.00%) 

The form of onset of the disease 

 Reactive 85 (85.00%) 

Insidious 15 (15.00%) 

Suicidal behaviour  

Absent 79 (79.00%) 

Suicidal ideation / atempts 21 (21.00%) 
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Alcohol consumption  

Abstinents 58 (58.00%) 

Occasional / moderate 10 (10.00%) 

Abuse 32 (32.00%) 

Smoking  

Non-smokers 48 (48.00%) 

Smokers 52 (52.00%) 

Clinical status at discharge  

Improved 94 (94.00%) 

Stationary / aggravated 6 (6.00%) 

Social adjusment  

Positive 7 (7.00%) 

Poor 93 (93.00%) 

PANSS scale administrated at the moment of 

admission in hospital showed the presence of the 

severe psychotic symptoms by an average score 

of 87.03±12.07 for the subjects of the study 

sample, a score who slightly decreased to an 

average of 77.38±14.03 after at the moment of 

discharge, as an effect of the therapeutical 

management process.  

The presence of severe and mild cognitive 

deficit was also highlighted by the MMSE’s 

scores of 15.87±4.11 at the moment of 

admission, respectively 18.92±4.14 at the end of 

hospitalization period (Table 3). 

Table 3. PANSS and MMSE’s scores of the 
subjects 

PANSS Admission Discharge 

Min 59 47 

Q1 79 66.75 

Median 84 76.5 

Q3 94.25 88 

Max 115 113 

MMSE Admission Discharge 

Min 7 8 

Q1 13 16 

Median 16 19 

Q3 19 22 

Max 25 28 
 

In our study samply we have found higher 

stress levels according to the scores over 20 on 

the PSS (average score 29.02±5.75), this 

psychological marker could be related with the 

inpatient status, the severity of symptoms, and 

the poor level of social adjustment for majority 

of the subjects (Table 4). 

Table 4. PSS scores of the subjects 

PSS PSS score 

Min 20.00 

Q1 24.00 

Median 27.00 

Q3 33.00 

Max 42.00 
 

The statistical analysis revealed the existence 

of significant correlations between a number of 

items in our study, which were confirmed 

partially our hypothesis that for schizophrenic 

patients the level of social functioning represents 

the result of a complex context in which are 

involved factors related with psychiatric 

treatment, their psychological status and the way 

in which they are perceiving and they are 

perceived by the community (social adjustment). 

Thus, we have discovered significant statistical 

correlations between the bigger number of 

admissions and the longest duration of the 

evolution of schizophrenia and poor social 

adjustment (Chi square p<0.05). 

On the clinical side of the items analyzed, the 

improved status at the discharge was correlated 

in a significant statistical relation with the 

longest evolution of the illness (Chi square 

p<0.05), as we found same level of correlation 

with age less than 50 years (Chi square p<0.05). 

Moreover, it was revelead that suicidal behavior 

was significant correlated (Chi square p<0.05) 

with marital status, respectively smoking, while 

the form of the onset of schizophrenia had a 

direct significant relation (Chi square p<0.05) 

with the number of the admissions during the 

year in which our study was realized (Table 5). 
Table 5. Statistical significant correlations between clinical items 

Social adjustment Positive Poor Chi square p 

1 admission 13.64% 86.36% 0.021 

>1 admissions 1.79% 98.21% 

≤5 years from onset 14.29% 85.71% 0.036 

>5 years from onset 3.08% 96.92% 

Clinical status Improved Stationary Chi square p 

Age < 50 years 89.09% 10.91% 0.022 

Age ≥ 50 years 100.00% 0.00% 

≤5 years from onset 85.71% 14.29% 0.010 

>5 years from onset 98.46% 1.54% 

Suicidal ideation Absent Present Chi square p 

Married 95.65% 4.35% 0.025 

Non-married/Divorced 74.03% 25.97% 

Smoker 69.23% 30.77% 0.012 

Non-smoker 89.58% 10.42% 

Onset Reactive Insidious Chi square p 

1 admission 93.18% 6.82% 0.042 

>1 admissions 78.57% 21.43%  
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Finally, were highlighted highly significant 

correlations (p Spearman <0.0001) between age 

of the subjects and the level of cognitive deficit 

expressed through MMSE scores, which are 

directly influencing the social skills of the 

persons with schizophrenia, as well as between 

the high level of the perceived stress and the 

longest duration from the onset of the disease 

(over 5 years) (p Spearman <0.05) (Table 6, 

Fig. 1, Fig. 2, Fig. 3). 

 

Table 6. Statistical significant correlations between clinical items and scores on the evaluation tools 

Variable 1 Variable 2 ρ Spearman correlation coefficient p Spearman 

Age MMSE score-admission -0.476 < 0.0001 

Age MMSE score-discharge -0.492 < 0.0001 

PSS score Duration of the illness 0.223 0.0260 

 

 

Fig. 1. Correlation between age and MMSE score 
at admission 

 

Fig. 2. Correlation between age and MMSE score 
at discharge 

 

Fig. 3. Correlation between duration of the illness 
and PSS score 

Discussion 

Is it well recognized that deficits in social 

functioning expressed through poor social 

interactions and difficulties in building and 

maintaining familial or friendly relationships 

[14] are a core feature of schizophrenia and they 

are influenced both by social and demographic 

characteristics of the people with this diagnosis, 

and clinical factors. In this context, social 

functioning has received more attention and it 

was recognized as a one of the therapeutical 

targets by Diagnostic and Statistical Manual, 4th 

edition (DSM-IV), where the level of social 

functioning was correlated with the the 

effectiveness of antipsychotic treatment [10]. 

Even more, the level of social functioning 

became one of the items measured in the 

schizophrenia studies as an indicator of the 

outcome of various therapeutical approaches 

[15]. 

The results of our study are consistent with 

these assertions, as it was mentioned above, the 

majority of the subjects having a poor socio-

economical status, without being involved in 

professional activities, and also, they were not 

able to have a stable familial or social 

relationship. Unemployed patients (actually the 

whole population of our study) show 

significantly worse functional outcomes [16,17], 

according to our results these being expressed 

through a poor social adjustment and were 

correlated also with the longer overall illness 

duration (over five years of evolution) and many 

recurrences [16]. 

If we found out that were statistical 

significant correlations between duration of the 

illness, the clinical status of the patients at 

discharge and their levels of the social 

adjustment, previous studies have also proved 

that not only the improvement of the psychotic 

symptoms could lead to an improvement in the 

social functioning of the suffering people [18], 
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an important role being played by the cognitive 

deficits of the persons with schizophrenia, 

combined with the presence of the negative 

symptoms [19]. 

Cognitive deficits represent also a core 

feature of schizophrenia [20] and they could be 

identified even before its onset, with a process of 

worsening during the evolution of illness, 

especially when number of episodes is 

increasing, despite all therapeutical approaches 

[21], as it was revelead by our data, where level 

of cognitive deficit was directly correlated with 

the age of the subjects. Cognitive impairment 

(mild or severe, as in our study sample) is 

directly connected with impairment in social 

functioning [22,23,24], one of its impact being 

on person’s independent living skills 

(professional activities, care abilitiles) [25]. 

Previous studies have showed that patients 

with schizophrenia are known to be at high risk 

for suicide, suicidality in patients with 

schizophrenia being also a predictive factor for a 

worse functional outcome [16]. According to 

data from literature, suicidal behavior typically 

occurred four and a half years after the first 

psychotic episode, with a prevalence of 30.2% to 

34% [26,27], while our results showed 21% 

presence of suicidal ideation and behavior 

among the subjects of our study. It was reported 

at 7.2% of the persons with schizophrenia a 

suicide attempt in the month before admission 

[26], and also that there could be a link between 

smoking and suicidal behavior, especially in 

women [28], which is consistent with our 

results. 

The action of stress in persons with 

schizophrenia it is not uniform, mostly due to 

lack of personal skills to cope with stressors, and 

its effects could lead to the greater severity of 

symptoms, and more frequent relapses [29], as 

we have found that it was a significant 

correlation between higher level of stress and 

longest period of the disease’s evolution. 

Conclusion 

The social functioning of the individuals with 

schizophrenia in our study was influenced by a 

complex of factors, both clinical and psycho-

social: longer duration of the disease’s 

evolution, multiple admissions in hospital 

settings, cognitive deficits, suicidal behavior. 

The outcome of the therapeutically management 

during the hospitalization does not showed an 

improvement of the social function, nor of the 

cognitive skills, the effect of perceived stress 

being present at the moment of discharge. In this 

context, it is recommended to include 

complementary therapies in order to improve 

social skills of the persons with schizophrenia 

and to give them better chances to obtain the 

recovery. 
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