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Background: Self-stigma is a maladaptive psychosocial phenomenon that can affect many areas
of patients’ lives and have a negative impact on their quality of life (QoL). This study explored
the association between self-stigma, QoL, demographic data, and the severity of symptoms in
patients with depressive disorder.

Patients and methods: Patients who met the International Classification of Diseases, 10th
revision, research criteria for depressive disorder were enrolled in this cross-sectional study.
All outpatients completed the following measurements: the Quality of Life Enjoyment and
Satisfaction Questionnaire, the Internalized Stigma of Mental Illness Scale, demographic
questionnaire, and the objective and subjective Clinical Global Impression-Severity scales
that measure the severity of disorder. A total of 81 depressive disorder patients (with persistent
affective disorder — dysthymia, major depressive disorder, or recurrent depressive disorder) and
43 healthy controls participated in this study.

Results: Compared with the healthy control group, a lower QoL was observed in patients with
depressive disorder. The level of self-stigma correlated positively with total symptom severity
score and negatively with QoL. Multiple regression analysis revealed that the overall rating of
objective symptom severity and score of self-stigma were significantly associated with QoL.
Conclusion: This study suggests a lower QoL in patients with depressive disorder in comparison
with healthy controls and a negative impact of self-stigma level on QoL in patients suffering
from depressive disorders.
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Introduction

Psychiatric diagnoses are often disappointing news for patients and their families.!
Prejudgment and discrimination by the public against people with psychiatric disorders
are common and socially harmful, and they are a part of more general stigmatiza-
tion. Several biased opinions, emotions, and behaviors cause discrimination against
people labeled as mentally ill. It is not surprising that patients often deny the pres-
ence of symptoms and delay seeking psychiatric care because of the fear of people’s
prejudices and their impact.? Self-stigma is an adverse psychosocial issue upsetting a
considerable number of psychiatric patients.' Similarly, self-stigma is associated with
non-adherence to various medical procedures.** People with a high level of self-stigma
agree on the societal preconceptions about individuals with psychiatric disorders and
thus are convinced of their inferiority or untreatability of their mental problems.?
Self-stigma frequently leads to dysphoria and decline in self-esteem and quality of
life (QoL).® Social avoidance or other forms of potentially maladaptive behavior are
also common. Self-stigma might also lead to suicide.®” Self-stigma may also have a
deleterious impact on the treatment efficacy in mental disorders.® !
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According to the World Health Organization (WHO),
QoL characterizes the individual’s subjective evaluation of
physical, psychological, and social areas of life.!*!> Depres-
sive disorder, which is the prominent basis of disability
affecting ~350 million people worldwide, is associated with a
significant decrease in QoL."*"'" Notably, QoL insufficiencies
have been shown to continue beyond the clinical resolution
of depressive symptoms,'® retaining patients at an increased
possibility of relapse.’” A reduced QoL often corresponds
to the severity of depressive symptoms.?® Nevertheless,
some investigations have shown that the seriousness of the
symptoms explained only a minor amount of the variance
in QoL.'%!""2! These results show that measuring only the
symptom reduction may not be the best way to gage the
efficacy of antidepressant strategies. Despite being gradually
documented as an imperative measure of health in medical
and psychiatric patients, the QoL of patients with depres-
sive disorder needs more attention in research and clinical
efforts.?>%

Self-assessed approaches to measure QoL and health
status have been linked to the severity of the disorder, dis-
ability, and the development of disorder, and they are now
reflected as the fundamental aspect of the process of policy
creation, distribution of services, and provision of care.?*%
These evaluations capture a multidimensional vision of a
personalized state of well-being and health and therefore
incorporate a wide-ranging description of health, as well
defined by the WHO." Different studies have suggested
that self-assessed QoL and health status are modified by
various factors including age, education, physical activity,
and depressive symptoms.?+26-28

A study by Rapaport et al'® reported that ~63% of patients
with major depressive disorder (MDD) and 85% of patients
with chronic/double depression (ie, a major depressive
episode on top of dysthymia) entering clinical trials had
uncompromising QoL deficiencies. Several investigations
have shown that impairments in QoL often continue beyond
the medical resolution of the depressive symptoms, engaging
patients at a higher risk of relapse.'®!* Notably, the sever-
ity of depressive symptoms has been found to explain only
partially the impairment of QoL.!%!#2-3! Papakostas et al*?
reviewed studies concentrating on the relationship between
depression and QoL, particularly focusing on the impact of
the treatment of depression on QoL.

IsHak et al*! analyzed the complete data of 2,280 adult
outpatients with MDD at entry/exit of each level of antidepres-
sant treatments and after 12 months of entry to follow-up from
the Sequenced Treatment Alternatives to Relieve Depression

(STAR*D) trial. The QoL was assessed using the Quality of

Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q).

Some patients scoring “within-normal” QoL (within 10%

of Q-LES-Q community norms) and those with “severely

impaired” QoL (>2 SD below Q-LES-Q community norms)
were analyzed. At the start of the treatment, only ~3% of
the depressive patients experienced “within-normal” QoL.

After treatment, significant improvements were identified.

However, the percentage of the patients reaching “within-

normal” QoL did not go above 30%, with >50% of the

patients experiencing “severely impaired” QoL. Although
remitted patients had greater improvements compared to non-
remitters, 32%—60% of the individuals continued to experi-
ence reduced QoL. The 12-month follow-up data revealed
that the patients experiencing “within-normal” QoL showed

a statistically significant decrease in QoL compared to non-

remitters. The authors concluded that symptom-focused

treatments of MDD may leave a misleading impression
that the patients have recovered when, in fact, they may be
experiencing ongoing QoL deficits.

The aim of this study was to measure QoL and self-
stigma in outpatients with depressive disorder. The second
objective was to find how QoL and self-stigma are related to
each other and which clinical and demographic data could
influence them. The following three main research hypoth-
eses were defined:

1. The probands from the healthy control group will have a
higher level of QoL in comparison with the patients with
depressive disorder.

2. The degree of self-stigma and QoL will be related to
demographic data such as age, relationship, family bur-
den, and education.

3. The self-stigma and QoL will correlate negatively with
each other.

Patients and methods

A total of 25 experienced outpatient psychiatrists, who par-
ticipated in this study, confirmed the diagnoses using the
inclusion and exclusion criteria of the study and ensured
the collection of questionnaires from their outpatients who
were also treated by them. The study was performed between
March 2014 and November 2015. In addressing psychiatrists
to collaborate on data collection, a sheet of outpatient psy-
chiatrists in the Czech Republic was compiled. Based on this
data sheet and the available email addresses, an application
was sent to >200 psychiatrists to participate in the study, of
whom 25 participated in the study. Inclusion criteria were
a) the diagnosis of depressive disorder according to the
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criteria of the International Classification of Diseases, 10th
revision; b) adult age; ¢) current mental state was stabilized;
d) signing of the consent form; and e) both sexes. Exclusion
criteria were acute symptomatology, <18 years of age, cur-
rent hospitalization, intellectual disability, severe physical
illness, and comorbid substance abuse disorder. A physical
examination was performed in all outpatients, and they were
treated with standard medication for the depressive disorder
according to the guidelines and principles of Good Clinical
Practice. The controls with acute symptomatology were
excluded from the study by the psychiatrists, who knew the
patients for a long time. Patients who attended the outpatient
psychiatric facilities were in stable condition; thus, according
to the psychiatrists, it meant that they had a reduced acute
symptomatology, did not require hospitalization, and did not
need changes in medication or other therapeutic intervention,
and the medication was the same as in the last 3 months. The
University Hospital Olomouc ethics committee approved the
study. All patients signed an informed consent. The investi-
gation was carried out according to the latest version of the
Declaration of Helsinki and the Guidelines for Good Clinical
Practice.® Subjects received no monetary compensation for
participation in the study.

Healthy controls were selected from the general popula-
tion in the Czech Republic using the “snowball technique”.3*
Mail was sent to them with a request to fill out the question-
naire (in the case of absence of a history of mental illness or
previous examination by a psychiatrist). We asked a group
of employees from the University Department of Psychiatry
to invite their relatives and friends to participate in the study.
Controls anonymously filled out the Q-LES-Q and an anony-
mous demographic questionnaire with questions about their
age, sex, employment, level of education, and past and actual
psychiatric or somatic illnesses. No individuals with a history
of psychiatric disorder and/or a serious somatic disorder were
included. No other personal data were gathered.

Assessment instruments

The patients completed the following questionnaires during

the routine psychiatric examination:

e The Q-LES-Q: This questionnaire with 93 items is divided
into eight domains to assess.* The patients assess each
domain by choosing one number from a 5-point Likert
scale according to their level of satisfaction in the item.
The completion takes 20—30 minutes. Patients fill out the
domains of physical health, feelings, leisure, household,
work, school/study, social relations, general, and a sum
of Q-LES-Q. The Czech version of the Q-LES-Q was

validated by Miillerova.*® The analyses indicated the high
internal consistency (Cronbach’s 0=0.8—0.9) and proved
the stability of the answers over time (test—retest).*

e The Internalized Stigma of Mental Illness (ISMI) scale:
This questionnaire has 29 items that evaluate five areas
of'the internalized stigma.?” The scale assesses five facets
of self-stigma, alienation, perceived discrimination, ste-
reotype endorsement, social withdrawal, and resistance
to the stigma.>”* Internal consistency of the scale is
excellent.’” The same goes for the Cronbach’s o of the
Czech translation of the scale (0=0.91), which also has
a very good reliability analyzed by the split-half method
(Spearman—Brown coefficient =0.93) and test—retest after
3 weeks of the first measurement (#=0.90, P<<0.001).4°

e Clinical Global Impression (CGI): This scale represents
a global assessment of severity of psychopathology.*!
The CGI severity score is based on symptoms, behaviors,
and functioning over the last 7 days, both reported and
observed. It is evaluated on the 7-point scale extending
from 1 (normal) to 7 (most extremely ill). The evaluation
is performed by the professional rater (psychologist or
psychiatrist) using the objective version (objCGI) of the
scale. The patient also assesses himself/herself by the
subjective version (subCGI) of the scale, which includes
seven levels of severity of the psychopathology.*' The
measure may be completed by a physician (objCGI)
or a patient (subCGI). Internal consistency of the scale
is satisfactory.*” The intra-class correlations lie in the
interval 0.88-0.92.

e Demographic questionnaire: This questionnaire concerns
sex, age, employment status, education, marital status,
heredity, type of pension, the number of siblings, the
age at the onset of disorder, the length of attendance at
outpatient clinic, duration of attendance at the outpatient
clinic, the number of psychiatric hospitalizations, and
current medication.

Statistical analysis

The statistical package software Prism3 and SPSS 24.0 were
used for statistical analysis. Demographic data and mean total
scores of the particular scales were assessed using descrip-
tive statistics. The mean, median, standard deviation, and
distribution of data were defined. The Shapiro-Wilk W-test
was used to determine the Gaussian distribution of the data.
The unpaired #-test and the Mann—Whitney (MW) tests were
used for the comparisons of the mean values. The relation-
ship between particular categories was analyzed using the
correlation coefficients (Pearson or Spearman according to
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the distribution of data) and linear regression. The Fisher’s
exact test or chi-squared test was used to verify the relation-
ship between alternative variables (sex, education, marital
status, partnership). Multiple stepwise regression analysis
was used to calculate the significance of correlations of cer-
tain factors. The 5% level of significance was considered to
be satisfactory for all statistical tests.

Results

Sample characteristics
A total of 81 outpatients with depressive disorder (persistent
affective disorder — dysthymia, MDD, or recurrent depressive
disorder) agreed to participate in the study and completed the
scales (76.5% were women). Out of them, 76 patients com-
pleted all the questionnaires (only a few demographic data were
missed). Mean age was 52.08+13.57 years. Most patients were
married (54.3%). Nearly half of the patients achieved a second-
ary education (49.4%; Table 1). Family psychiatric history was
found in 29 patients (35.8%). The healthy control group and
the clinical group did not show any statistical differences in
age, sex ratio, education, and marital status (Table 1).
Approximately 56.8% of patients were employed. Of the
75 patients who completed these questionnaires, 42 (56.0%)
patients received disability benefits; the most frequent were
complete disability benefits (n=10; 13.3%), followed by par-
tial disability benefits (n=10; 13.3%) and retirement (n=22;
29.3%). Among the controls, 82.9% were employed. There
was a statistically significant difference between the groups
in the ratio of employed and unemployed people (Table 1).
The number of hospitalized patients in the past years was
22 (the remaining patients were not hospitalized yet, who
stated this figure, were treated in the outpatient clinic), and
the average number of hospitalizations was 0.51+1.05. Out
of 56 (71.8%) patients, 22 (28.2%) were hospitalized once
at least, and 10 patients (12.8%) were hospitalized twice or
more (Table 1).

Current medication

A total of 76 patients (93.8%) reported that they used pre-
scribed antidepressive medication. Most of the patients
indicated that they were using the medication in prescribed
dosages regularly (91.3%), and four patients (4.9%) reported
taking the medication irregularly (sometimes they had forgot-
ten to use it). The precise dosages of medication taken were
not monitored in this study.

Severity of the disorder
Psychiatrists evaluated the actual severity of the depressive
syndrome in their patients using objCGI severity scores.

On average, the objCGI score was 3.16£1.25. The average
rating of subCGI was 2.50%1.16. The average difference
between objCGI severity rating and subCGI rating was
0.66x1.01 (Table 1). There was a statistically significant
difference between objective and subjective assessment of
the severity of the disorder (MW U-test =2,257; P<<0.001);
psychiatrists evaluated the severity as more severe than the
patients themselves.

Self-stigma

A total of 80 patients completed the ISMI questionnaire.
Only one patient did not fully complete this questionnaire,
so his/her data were not used in the analysis.

Relationship between self-stigma and

demographic and clinical variables

The overall score of ISMI did not statistically significantly
correlate with the age of patients, the age at the onset of
the disorder, the length of the disorder, and the number of
hospitalizations. However, self-stigma highly significantly
correlated with the objCGI and subCGI severity of the dis-
order in all subscales of ISMI (Table 2).

There were no differences between the sexes in the
overall score of ISMI (Table 2). However, the employed and
unemployed patients significantly differed in self-stigma,
where those without a job had a higher degree of stigmatiza-
tion of themselves. The overall rating of ISMI also depended
on the different amounts of education; patients with a sec-
ondary school education stigmatized themselves more than
patients with a university education (Table 2). Regarding
marital status or having a partner, the comparison of the
overall score of ISMI did not show any differences between
the groups (Table 2).

Quality of life

A total of 80 patients completed the Q-LES-Q. From the maxi-
mum of 465 possible points, patients received 280.9+59.87;
the mean relative sum of Q-LES-Q was 60.41%%12.88%.
The healthy controls received 316.10+45.04 points on aver-
age, and the relative sum of Q-LES-Q was 67.99%19.69%
of the maximum. This difference in QoL between out-
patients and healthy controls was highly significant
(Table 1).

The QoL of patients with depression was lower espe-
cially in the domains of feelings, work, leisure time, social
activities, and general of Q-LES-Q compared with the con-
trol group. This difference was not found in the domains of
physical health, household, and school (Table 1).
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Table | Demographic and clinical characteristics of the patients and controls

Variables Patients (n=81) Controls (n=43) Statistics
Age (years) 52.08%13.57 48.23+8.77 Unpaired t-test: t=1.677; df=121; ns
Sex (M:F) 19:62 16:27 Fisher’s exact test: ns
Age at the onset of disease (years) 42.30+12.81
Lifetime duration of treatment (years) 10.45+9.99
Number of hospitalizations 0.51£1.05
Psychiatric heredity 29
Same disorder 14
Other disorder 15
Without heredity 52
Education Chi-square: ns
Elementary 5 |
Vocational training 19 6
Secondary school 40 25
University 17 8
Marital status Chi-square: ns
Single I 2
Married 44 27
Divorced 21 6
Widowed 2 2
Not completed 3 0
Partner
No 24
Yes 54
Not completed 3
Employment Fisher’s exact test: P<<0.01
No 32 7
Yes 46 34
Not completed 3 2
objCGl severity 3.16+1.25
subCGl severity 2.50x1.16
objCGl-subCGl severity 0.66x1.01
Physical health (max 65p) 39.50+9.94 43.23%11.62 Unpaired t-test: t=1.870; df=121; ns
Feelings (max 70p) 47.98+10.55 53.19£11.02 Unpaired t-test: t=2.572; df=121; P<0.05
Work (max 65p) 35.88+£19.36 46.81+15.50 MW U-test: U=1,190; P<0.01
Household (max 50p) 36.76+10.03 36.95%11.39 MW U-test: U=1,642; ns
School/study (max 50p) 12.7848.13 12.51+8.34 MW U-test: U=1,688; ns
Leisure (max 30p) 20.7945.54 24.21+4.14 Unpaired t-test: t=3.549; df=121; P<0.001
Social activities (max 55p) 36.48+9.09 42.23+8.24 Unpaired t-test: t=3.458; df=121; P<<0.001
General (max 80p) 50.76x11.79 57.00+10.85 Unpaired t-test: t=2.876; df=121; P<<0.01
Sum of Q-LES-Q (max 465p) 280.90+59.87 316.10+45.04 Unpaired t-test: t=3.376; df=121; P<<0.001
Sum of Q-LES-Q (%) 60.41+12.88 67.991+9.69 Unpaired t-test: t=3.376; df=121; P<<0.001
Alienation 11.98+3.74
Stereotype endorsement 12.04+2.72
Perceived discrimination 8.7412.69
Social withdrawal 11.58+3.80
Stigma resistance 12.53+2.31
ISMI overall score 56.93+12.31

Notes: Data presented as n or mean + standard deviation. Sex is presented as a frequency. Bold values represent statistically significant results.
Abbreviations: CGI, Clinical Global Impression; ISMI, Internalized Stigma of Mental lliness Scale; MW, Mann—Whitney; ns, non-significant; subCGl, subjective version;
objCGl, objective version; p, points; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire.

Relationship between QoL and but not with other demographic or clinical features such as
demographic and clinical variables the age at the onset of the disorder and duration of the dis-
The sum of Q-LES-Q and most of the domains of Q-LES-Q order. If the patients feel that they are severely depressed,
correlated negatively only with the objective and subjective  then there will be a negative impact mainly on their physical
assessment of severity of the disorder (objCGI and subCGI)  health, feelings, and functioning in the household (Table 3).
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Table 2 Relationship between self-stigma and demographic and clinical variables

Variables Overall score Alienation Stereotype Perceived Social Stigma
endorsement discrimination withdrawal resistance
Pearson or Spearman correlations
Age —-0.03 —-0.08 0.02 —-0.03 0.0l —0.11
Onset of the disorder 0.01 —-0.10 0.02 0.04 —0.04 0.08
Duration of the disorder —-0.05 0.12 -0.03 0.002 —-0.001 -0.14
Number of hospitalizations 0.20 0.225 (P=0.051) 0.07 0.19 0.21 0.17
objCGl severity 0.495#k* 0.485#¥* 0.358%* 0.365** 0.485#¥* 0.265*
subCGl severity 0475k 0.435%kk 0.308%* 0.305#* 0.425%%% 0.425%
Sex (mean * SD)
Men 59.00+14.25 Statistics: unpaired t-test: t=0.8982; df=78; ns
Women 56.19+11.59
Employment (mean £ SD)
Yes 53.15+11.37 Statistics: unpaired t-test: t=2.828; df=72; P<<0.01
No 61.00+12.34
Education (mean £ SD)
Elementary + vocational 55.88+9.58 Statistics: one-way ANOVA: F=3.348; df=79; P<<0.05
training (n=24) Posttest:
Secondary school (n=39) 60.05+13.94 Bonferroni’s multiple comparison test: ISMI secondary school vs ISMI university (P<<0.05);
University (n: | 7) 51.2449.76 other comparisons; ns
Marital status (mean * SD)
Single (n=11) 60.09+12.03 Statistics: one-way ANOVA: F=0.3092; df=76; ns
Married (n=44) 57.18+12.14
Divorced + widowed (n=26) 56.64+12.95
Having partner (mean * SD)
No (n=23) 58.43+13.57 Statistics: unpaired t-test: t=0.4621; df=7; ns
Yes (n=54) 57.02+11.74

Notes: Statistically significant values are marked by bold or by asterisk. *P<<0.05; **P<<0.01; ***P<0.001. SSpearman r.
Abbreviations: ANOVA, analysis of variance; CGI, Clinical Global Impression; ISMI, Internalized Stigma of Mental lliness Scale; subCGl, subjective version; objCGl, objective

version; ns, non-significant; SD, standard deviation.

The age of the patients correlated negatively with the domain
of work, and the number of hospitalizations correlated sig-
nificantly negatively with the domains of physical health,
work, leisure time, social activities, general, and the sum of
Q-LES-Q (Table 3).

Relationship between self-stigma and

demographic and clinical factors
The overall score of self-stigma correlated significantly with
the objCGI and subCGI (Table 2), but not with the age, the

age at the onset of the disorder, duration of the disorder, or
the number of hospitalizations. From the subscales of ISMI,
it was found that the results of the correlation analysis were
the same as of the overall score of ISMI (Table 2), where all
of them correlated with objCGI and subCGl.

Relationship between QoL and

self-stigma
The overall rating of ISMI and ISMI subscales correlated
highly significantly with all the domains of Q-LES-Q except

Table 3 Correlations between demographic or clinical variables and QoL (Pearson or Spearman r)

Domain Age Onset of Duration of objCGI subCGl Number of
the disorder the disorder hospitalizations
Physical health -0.16° 0.02° 0.028 —0.455%%¢ —0.635%% —0.23%*
Feelings 0.06 0.09° —0.05% —0.535%+ —0.675++ -0.215
Work —0.245* -0.21° —-0.02% —0.395k —0.445wwx —0.265*
Household 0.03° 0.08° —0.06° —0.375%+* —0.50%++¢ —0.09°
School/study 0.03° —0.08° —0.02° —0.11°% —-0.11% —0.15°
Leisure time 0.10° 0.13° -0.09° —0.36%+* —0.425%wx —0.265*
Social activities 0.07° 0.07° 0.02% —0.315% —0.38%¥¥* —0.235*
General -0.03° 0.07° —-0.19% —0.445wx —0.6 15%wx —0.285##*
Sum of Q-LES-Q —0.06° —0.04° —0.11% —0.535##¢ —0.665%%¢ —0.275*

Notes: Statistically significant values are marked by bold or by asterisk. *P<<0.05; **P<<0.01; ***P<0.001. PPearson r; SSpearman r.
Abbreviations: CGI, Clinical Global Impression; subCGl, subjective version; objCGl, objective version; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire;

Qol, quality of life.
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Table 4 Relationship between Q-LES-Q domains and facets of ISMI

Domain Overall Alienation Stereotype Perceived Social Stigma
score of ISMI endorsement discrimination withdrawal resistance

Physical health —0.38Pkx —0.4 | PRk -0.21° —0.275% —0.3 8Pk -0.21°
Feelings —0.47Prx —0.42Pk —0.33P* -0.245* —0.45 Pk -0.287*
Work —0.355%* —0.255* —0.23%* —0.375#¢ —0.275* —0.285*
Household —0.305%* —0.335*%* —0.265* -0.16° —0.3 5% —0.23%*
School/study -0.10° —-0.17¢ —0.002° —-0.07¢ 0.04° —0.345*
Leisure —0.26"* —0.32P%* —0.08" —-0.13% -0.27%* —0.11°7
Social activities —0.33P%* —0.35P%* -0.17° —0.245% —0.43Pkk —0.04°
General —0.42Pk —0.46PH5x —0.24%* —0.245* —0.3 8Ptk -0.20°
Sum of Q-LES-Q —0.48P#x —0.46"#+¢ —0.28"* —0.325%* —0.43Pk* —0.30°**

Notes: Statistically significant values are marked by bold or by asterisk. *P<<0.05; **P<<0.01; ***P<0.001. PPearson r; SSpearman r.
Abbreviations: ISMI, Internalized Stigma of Mental lliness Scale; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire.

school/study (Table 4). “Stereotype endorsement” correlated
with the domains of feelings, work, household, general, and the
sum of Q-LES-Q but not with physical health, school/study,
leisure, and social activities. The subscale “stigma resistance”
correlated with the domains of feelings, work, household,
school, and the sum of Q-LES-Q but not with physical health,
leisure time, social activities, and general (Table 4).

Regression analysis

Because several factors were significantly related to the sum
of Q-LES-Q, the multiple stepwise regression analysis was
performed to identify the most important factors associ-
ated with QoL in the outpatients with depressive disorder.
The multiple regression analysis was performed only on
the patient group. The dependent variable was the sum of
Q-LES-Q. The independent variables were the factors, which
significantly correlated, in the previous analysis, with the
sum of Q-LES-Q (objCGI, the number of hospitalizations,
the overall score of ISMI, and the ISMI domains of alien-
ation, stereotype endorsement, discrimination experience,
and withdrawal). The most significant factors associated
with the sum of Q-LES-Q were objCGI, the overall rating
of ISMI, and the number of hospitalizations, which totally
explained 36.8% of the sum of Q-LES-Q scores (F=15.545,
df=75; P<0.001; Table 5).

Table 5 Multiple regression analysis with the sum of Q-LES-Q as
a dependent variable

Self-stigma in outpatients with depressive disorder
measured by ISMI (dependent variable) was significantly
related to many factors; therefore, the multiple regression
analysis was performed. Between independent factors,
variables significantly associated with the degree of self-
stigma, such as objCGI, the sum of Q-LES-Q, all domains
of Q-LES-Q except school activities, were included. The
most significant factors associated with self-stigma measured
by the overall score of ISMI were objCGI and the sum of
Q-LES-Q, which totally explained 27.4% of the overall rating
of ISMI (F=14.585, df=72; P<<0.001; Table 6).

Discussion

This study assessed the associations between self-stigma,
QoL, and demographic and clinical data in outpatients suf-
fering from depressive disorder. Similar to other investiga-
tions on different psychiatric disorders, the sum of Q-LES-Q
in patients was lower than that in healthy controls. 284>
Statistical analysis revealed differences in all the Q-LES-Q
domains, except household and school/study domains. This
result was partly in agreement with the outcome of the
study by Sidlova et al* in schizophrenia, where patients
with schizophrenia reported lower QoL in the domains of
physical health, feelings, leisure, and general. The authors
did not report the differences in the domains of social activi-
ties, which demonstrated contrasting findings in our study.

Table 6 Multiple regression analysis with the overall score of
ISMI as a dependent variable

Regressors B SE 8 t Significance

objCGl —18.191 4959 —0.377 -3.668 0.00I Regressors B SE B t Significance
Overall score of ISMI —1.201 0506 —0.249 -2.373 0.020 Sum of Q-LES-Q -0.076 0.024 -0368 -3.117 0.003
Hospitalizations —12.242 5522 -0213 -2217 0.030 objCGlI 2439 1160 0248 2102  0.039

Note: Adjusted R=0.368.

Abbreviations: CGl, Clinical Global Impression; ISMI, Internalized Stigma of
Mental lliness Scale; objCGl, objective version; Q-LES-Q, Quality of Life Enjoyment
and Satisfaction Questionnaire; SE, standard error.

Note: Adjusted R=0.274.

Abbreviations: CGlI, Clinical Global Impression; ISMI, Internalized Stigma of
Mental lliness Scale; objCGl, objective version; Q-LES-Q, Quality of Life Enjoyment
and Satisfaction Questionnaire; SE, standard error.
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The different diagnoses could explain the discrepancies in
the results be because of higher mean age of the patients
in the current study (but in the linear regression analysis,
there was no significant correlation between the age of our
patients and their level of Q-LES-Q) and the lower level of
education in the patients reported in the study by Sidlova
et al.* A comparable study by Holubova et al*’ conducted
with patients with schizophrenia showed practically the same
results in comparison with healthy controls as those of the
current study with depressive disorder patients. The ques-
tion for further research consideration is whether this type
of mental disorder affects the level of QoL or the diagnosis
have no impact on the outcome.

The level of self-stigma in the depressive disorder patients
was similar to that of patients suffering from other mental
disorders, such as patients with anxiety spectrum disorders
and schizophrenia spectrum disorders.**® This result can be
explained by the fact that the degree of self-stigma is prob-
ably not influenced as much by a diagnosis of the mental
illness. Maybe, just the fact of being a person who needs
treatment because of mental health problems and who has
been hospitalized or visited a psychiatrist can be problematic
for a patient’s self-image.

The second aim of this study was to focus on the demo-
graphics in association with self-stigma, wherein we found
no evidence of a relationship between age, sex, marital
status, having a partner, the age at the onset of the disorder,
duration of the disorder, the number of hospitalizations, and
self-stigma. These findings partly correspond to the results
of Vrbova et al* and Gerlinger et al*® in a population of
schizophrenic patients, who showed that sex, marital status,
and partnership are not statistically significantly related to the
degree of self-stigma. On the other hand, our results showed
that patients with secondary school education showed a higher
level of self-stigma than patients with university level of
education, which is different in comparison with the above-
mentioned studies of schizophrenia. Kamaradova et al’! found
that the degree of self-stigma among men and women does not
differ, which was also confirmed in the current study. The rate
of self-stigma was significantly associated with employment.
Unemployed patients showed a higher degree of self-stigma
than the employed patients. The same results were described
in our previous study in schizophrenia.”’” An important associa-
tion was found between subjectively or objectively assessed
severity of the illness and all subscales of ISMI.

The third aim was to assess the relationship between
QoL and self-stigma. The results showed that the level of
self-stigma significantly negatively correlated with QoL.
A similar result was described by Tang and Wu* and

Holubova et al*’ in a population of patients with schizophrenia
and by Ociskova et al*® in patients with anxiety spectrum dis-
orders. Yen et al** examined the association between QoL and
self-stigma, and found that depressive individuals had lower
QoL on the physical, psychological, and social relationship
domains than the nondepressed control group. These results
are in agreement with our conclusion. Patients with depres-
sion, who had more severe self-stigma, had lower QoL. The
question is whether self-stigma changes QoL or leads to a
decrease in QoL, or whether the low QoL predicts a higher
level of self-stigma.

The results of this study also showed that self-stigma of
the patients with depressive disorder negatively correlated
with all the domains of QoL. It is also possible that the
symptomatology affects QoL, as well as the readiness to
develop self-stigma. QoL also highly depended on the degree
of severity of the disorder. The stepwise regression analysis
showed that objCGI, the overall score of ISMI, and the number
of hospitalizations correlated with a Q-LES-Q score to the
greatest extent. The objective and subjective severities of the
disorder contribute to a significant proportion of the overall
QoL in depression. Depressive disorders are characterized by
distorted negative and pessimistic view of the person itselfand
also by the negative view on other people; hence, it is under-
standable that the perception of their life circumstances and
qualities will be reduced according to the nature of this mental
illness. It is possible, that after depressive episode remitted,
the severity of the disorder could not have such impact on the
QoL. The same consideration applies to self-stigma, which
was also mainly influenced by the objective and subjective
severity of the disorder. The rate of self-stigmatization may
also be different after a reduction in depressive symptoms.
Prospective studies are needed to answer this question.

These findings are similar to our study of schizophrenia
patients,*” where the most significant factors associated with
QoL were self-stigma, objective and subjective severity, and
the age at the onset of the disorder, which totally explained
49.2% ofthe Q-LES-Q scores. The only difference is that the
regression model of these variables in depression explained
36.8% of the sum of Q-LES-Q scores.

Because of the cross-sectional design of this study, it is dif-
ficult to make a conclusion about the causative factors. Hence,
prospective studies are needed to answer this question.

Limitations

The main limitation of this study is using the self-report scales
and questionnaires, since filling out the questionnaire can
be significantly affected by the current state of the patient.
This applies mainly to the questionnaire evaluating the QoL.
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In addition, the severity of the disorder was assessed only by
the overall clinical rating, rather than a more specific assess-
ment instrument. The other limitation is that patients showed
various severities of the disorder, which highly influence
the results. The small sample size is also a limitation of the
study. The mental health of the healthy control group was
not evaluated by any diagnostic assessment, but only by own
reports, and hence we should not be confidently convinced
of their comprehensive mental health. The engagement of
the healthy control using relatives is also problematic to the
research, because an individual’s QoL could affect his/her
decision to participate in the study. In addition, this cross-
sectional study does not allow us to explore the causality of
the study phenomena, which requires a prospective study.

Conclusion

Self-stigma and QoL could be reflected as significant fea-
tures for patients, who suffer from depressive disorders.
The outcomes of the investigation presented a lower level
of QoL in patients compared with healthy controls in almost
all measured domains. Patients with a higher level of self-
stigma reported a lower standard of QoL and a greater degree
of severity of the disorder. Our data suggest the importance
of a subsequent study and longitudinal assessment of the
symptoms and their influence on the subjectively perceived
QoL during the disorder. In addition, answering the question,
whether and how the QoL could change after the therapy,
remains the significant challenge for research in the future.

The implications of the findings into practice should be
important because of the message for the clinicians that the
self-stigma and QoL are interrelated. Talking with the patients
about their experiences how to be a psychiatric patient and
how to be a person treated in psychiatry, needs empathy to
his/her fears of the changes in life roles and empathy how
painful is his/her self-stigma itself, and encouraging him/
her to modify this view of himself or herself, can be quite
important for patients and their mental recovery.

Depressed disorder patients had lower QoL on the physi-
cal, psychological, and social relationship domains than that
of the nondepressed control group. These results are in agree-
ment with our conclusion. The patients with depression, who
had more severe self-stigma, had lower QoL.

The results of this study showed that self-stigma of
patients with depressive disorder negatively correlated with
all the domains of QoL.
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