
© 2018 Poloni et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work 

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Psychology Research and Behavior Management 2018:11 123–131

Psychology Research and Behavior Management Dovepress

submit your manuscript | www.dovepress.com

Dovepress 
123

O R I G I N A L  R E S E A R C H

open access to scientific and medical research

Open Access Full Text Article

http://dx.doi.org/10.2147/PRBM.S159571

A naturalistic study on the relationship among 
resilient factors, psychiatric symptoms, and 
psychosocial functioning in a sample of residential 
patients with psychosis 

Nicola Poloni
Daniele Zizolfi
Marta Ielmini
Roberto Pagani
Ivano Caselli
Marcello Diurni
Anna Milano
Camilla Callegari
Department of Medicine and Surgery, 
Division of Psychiatry, University of 
Insubria, Varese, Italy

Objective: Resilience is a multidimensional process of adaptation aimed to overcome stress-

ful or traumatic life experiences; only in the last few years it has been considered as a personal 

resource in psychosis and schizophrenia. This study aimed to assess the relationship between 

intrapersonal and interpersonal resilience factors and schizophrenia, particularly whether and 

how resilience can improve the course of psychotic illness. 

Patients and methods: In this observational study, all patients recruited had to fulfill the following 

inclusion criteria: diagnosis of schizophrenia spectrum disorder (Diagnostic and Statistical Manual 

of Mental Disorders-5); aged between 18 and 65 years; provided written informed consent; to be 

clinically stable (Clinical Global Impression Scale <3); history of illness ≥5 years; to be compliant 

with antipsychotic therapy over the last year; and regular submission to periodic monthly psychiatric 

visits. Patients were evaluated through the following scales: Resilience Scale for Adults (RSA) for 

resilience; Brief Psychiatric Rating Scale-Anchored version (BPRS-A), Scale for the Assessment of 

Negative Symptoms (SANS), and Scale for the Assessment of Positive Symptoms (SAPS) for psy-

chotic symptomatology; and Life Skills Profile (LSP) for psychosocial functioning.  Statistical analysis 

was performed by SPSS. Partial correlations were evaluated to assess the relationship between RSA 

total scores and subscores and BPRS-A, SANS, SAPS, and LSP total scores, removing the common 

variance among variables. Then, a series of hierarchical multiple linear regression models were used 

to examine the association between resilience, psychopathology, and psychosocial functioning. 

Results: A statistically significant negative correlation among intrapersonal resilience factors 

and BPRS-A total score emerged, predicting psychiatric symptoms severity and explaining 

approximately 31% of the BPRS-A variance; otherwise, only the interpersonal resilience factors 

associated with social support were statistically and positively correlated with LSP total score, 

predicting psychosocial functioning and explaining the 11% of LSP variance.

Conclusion: The specific contribution that resilience factors may have in predicting the sever-

ity of symptoms and the extent of psychosocial functioning emphasizes the importance of 

personalizing treatment for patients affected by schizophrenia, promoting personal resources, 

and translating them into better outcomes.

Keywords: resilience, personal resources, psychosis, schizophrenia, residential patients, psy-

chosocial functioning

Introduction
Resilience has been extensively studied, but only in the last few years it has been con-

sidered as a personal resource and a therapeutic factor in severe psychiatric syndromes, 

such as schizophrenia.1–3
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However, resilience, which in psychology is defined as a 

dynamic process of adaptation aimed to face and overcome 

stressful or traumatic life experiences, emerging transformed 

and even strengthened,4–8 has often been considered as a 

unitary construct, not enhancing its various dimensions. 

Moreover, resilience does not mean adapting passively to 

the context, but it rather reflects the ability to redesign the 

relationship with one’s own environment, enhancing them-

selves and their context.9 

Several authors have identified three different factors 

of resilience:10–18 psychological and dispositional abilities, 

family cohesion, and external support. Personal resources 

include personality traits that distinguish the resilient sub-

ject: emotional stability, autonomy, adaptability, and strong 

ability to plan and organize life.19,20 Family and individual 

microcosms have a particular role for the development of 

resilience: some authors13,15,21 emphasize the importance of 

external protection factors such as having positive parental 

figures, emotional support with friends and family solidar-

ity, work and job prospects, marriage, and relationship with 

children. Also, interpersonal relationships, external support, 

and real and perceived social role, such as good inclusion 

in the sociocultural context, facilitate the development of 

resilient attitudes, making it easier to get external support 

from others and satisfy the human need to participate in a 

wider context.13,18 In conclusion, resilience must be consid-

ered as a multidimensional construct. It does not only refer 

to psychological skills but also to the individual’s ability 

to use family, social, and external support systems to cope 

better with stress.22,23 

Resilience, such as recovery style and coping style, is 

therefore considered a key factor in dealing with major psy-

chiatric disorders; several authors showed that it can contrib-

ute to influence the course of some important diseases.1–3,7,24–27 

Starting from this evidence, it is interesting to study the 

correlation between resilience and schizophrenia. In fact, 

despite the latest advances in psychopharmacology and the 

use of integrated treatments (pharmacological, psychological, 

and psychoeducational approaches), schizophrenia is still 

among the major causes of disability worldwide.28 The most 

common psychotic symptoms, such as positive and negative 

symptoms, disorganization, and neurocognitive impairment, 

are responsible for a serious mental illness, affecting severely 

the patients’ quality of life of everyday living.29,30 They 

involve a range of emotional and behavioral dysfunctions 

and have a negative impact on patients’ relatives, caregiv-

ers, and psychiatric professionals;31–33 finally, they seriously 

compromise real-life psychosocial functioning, including 

independent living, productive activities, and social relation-

ships.34,35 The lessening of symptoms attributable to psycho-

pharmacological therapy contributes to improve the quality 

of life and the psychosocial functioning, but is not enough to 

obtain functional recovery;36–38 psychological, psychosocial, 

and rehabilitative interventions are essential to guarantee the 

development of patient recovery and promote its social rein-

tegration.39–41 The identification and development of personal 

resources could integrate and empower recovery strategies 

and ensure more positive outcomes, in both psychosocial 

functioning and symptomatology.1–3,24,25,39–42

Some recent research showed a correlation between 

resilience and real-life functioning in patients with schizo-

phrenia, and no associations between resilience and psychotic 

symptoms;1–3,42 however, these studies have taken into account 

resilience as a unitary construct, not enhancing its different 

factors; furthermore, they valued only positive and negative 

symptoms of psychosis, leaving general psychopathology.

In this study, we assess the relationship between resilience 

factors and schizophrenia, particularly whether and how 

resilience can improve the course of psychotic illness. The 

primary aim is to identify, in a sample of patients affected 

by schizophrenia, any correlations between resilience fac-

tors and psychotic symptoms, general psychopathology, and 

psychosocial functioning, highlighting any statistically sig-

nificant difference between two different psychotic disorders 

belonging to schizophrenia spectrum disorders: schizophre-

nia and schizoaffective disorder. Second, the study aimed to 

verify if resilience factors can predict symptoms severity and 

the level of psychosocial functioning. Finally, the possible 

interplay between resilience factors and psychopathology on 

psychosocial functioning was evaluated. 

Patients and methods
Participants and procedures
In this observational, retrospective, naturalistic study, partici-

pants were recruited from residential, accredited psychiatric 

facilities in Lombardy, Italy (Deliberate no. VIII/4221, Febru-

ary 28, 2007). The Lombardy region has mandated Agenzie di 

Tutela della Salute (ATS) to control all health services which 

can be delivered from public or private/accredited hospitals. 

Some public hospitals are university hospitals with many 

university units, as our psychiatric unit, headed by university 

professors; in this case, researchers work alongside clinicians. 

Inclusion criteria were diagnosis of a schizophrenia 

spectrum disorder (schizophrenia or schizoaffective disorder) 

according to Diagnostic and Statistical Manual of Mental 

Disorders-5; aged between 18 and 65 years; to sign a written 
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informed consent statement; to be clinically stable (Clinical 

Global Impression Scale <3); history of illness ≥5 years; to 

be compliant with antipsychotic therapy over the last year; 

and regular submission to periodic monthly psychiatric visits.

Exclusion criteria were inability to provide informed con-

sent; history of significant organic and physical handicaps or 

mental retardation; phase of symptomatic acuity at the time 

of inclusion; and current pregnancy or lactation.

All patients provided written informed consent to par-

ticipate after receiving a comprehensive explanation of the 

study procedures and goals for processing the personal data. 

Data were made anonymous and unidentifiable. The Pro-

vincial Health Ethical Review Board was consulted prior to 

the beginning of the study, and it confirmed that, as it was a 

retrospective naturalistic study, it did not need authorization 

from the Board. The assessment tools and scales were admin-

istered by clinicians at the patients’ facilities as part of the 

clinical routine. Researchers were able to collect the data of 

patients of residential psychiatric facilities of the same ATS.

Assessment tools
Resilience Scale for Adults (RSA)
RSA is a self-administered scale including 33 items; it is 

based on the use of a seven-point semantic differential, with 

the purpose to limit acquiescence.43–45 Items are divided 

into six subscales that explore resilient factors that can 

help people face and overcome stressful or traumatic life 

experiences. Subscales cover six different intrapersonal 

and interpersonal resilient factors: “perception of self ” (six 

items), “perception of the future” (four items), “structured 

style” (four items), “social competence” (six items), “family 

cohesion” (six items), and “social resources” (seven items). 

“Perception of self,” “perception of the future,” “structured 

style,” and “social competence” reflect personal abilities of 

the subjects assessing the level of self-esteem, self-efficacy, 

and self-liking; hope, determination, and a realistic orienta-

tion to life; the ability to uphold daily routine, to plan and 

organize; and finally, the individual’s competence to provide 

support. “Family cohesion” measures instead the amount of 

family conflict, cooperation, support, loyalty, and stability; it 

refers to the domains of family support. The external support 

system was finally expressed by the subscale “social support” 

that measured access to external support from friends and 

relatives and intimacy. RSA total score is used as a global 

index of resilience: higher score reflects higher resilience. 

In this study, we also used the scores of each subscale, to 

identify which factors are more closely associated with 

psychosocial functioning and psychiatric symptoms. The 

internal consistency of the subscales was satisfactory, rang-

ing from 0.67 to 0.90; also, the test–retest correlations were 

all good for the subscales of RSA, ranging from 0.69 to 0.84 

(p<0.01). We used an Italian version of the scale comprising a 

five-point semantic differential, which is easier to understand 

for the poorly educated population or subjects with cognitive 

impairment, like some of those affected by schizophrenia.46

Brief Psychiatric Rating Scale-Anchored version 
(BPRS-A)
BPRS-A is one of the best known tools for the assessment of 

general psychopathology used in restricted settings.47 BPRS-

A assesses expected symptoms and problems in psychiatric 

patients. It is a hetero-administered 24-item scale rated in 

interview format using Likert scale ratings from 1 (“absent”) 

to 7 (“very severe”). 

Scale for the Assessment of Negative Symptoms 
(SANS)
SANS is a 25-item scale used by clinicians to measure nega-

tive symptoms in patients with schizophrenia.48 Assessments 

are conducted on a six-point scale (0= not at all to 5= severe); 

the items are divided into five subscales: “affective flatten-

ing or blunting,” “alogia,” “avolition-apathy,” “anhedonia-

asociality,” and “attention.” Cronbach’s alpha and test–retest 

reliability were 0.83 and 0.79, respectively. 

Scale for the Assessment of Positive Symptoms 
(SAPS)
SAPS is a 34-item six-point scale (0= not at all to 5= severe) 

designed to assess positive symptoms in psychotic patients.49 

This instrument is designed to be complementary to SANS; 

positive symptoms can be divided into four different catego-

ries: “hallucinations,” “delusions,” “bizarre behavior,” and 

“positive formal thought disorders.” Alpha reliability was 

0.75, and test–retest reliability was 0.73. 

Life Skills Profile (LSP)
LSP is an assessment scale administered by psychiatrists, 

nonexperts (such as family members), and paramedical staff 

that explores many aspects of functioning.50 It consists of 39 

multiple choice items with four alternatives of response, and 

a corresponding score of 1 (negative end) to 4 (positive end). 

It is possible to calculate a total score (which can range from 

a minimum of 39 to a maximum of 156), and a score for each 

of the five subscales, which refer to distinct social benefits 

in everyday life: “self-care” (10 items), “non-turbulence” 

(12 items), “social contact” (six items), “communicative” 
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(six items), and “responsibility” (five items). Higher scores 

correspond to better functioning. For this study, we used the 

Italian validated version of the scale. An alpha coefficient and 

a test–retest reliability of 0.88 and 0.79 have been reported, 

respectively. 

An Italian validated version for each scale was used.51,52 

Statistical analysis 
Continuous variables of the study were summarized using 

mean and SD, while categorical variables were expressed as 

relative frequencies. 

Independent t-test was used to evaluate any statistically 

significant difference between patients with schizophrenia 

and those affected by schizoaffective disorder. 

Partial correlations were used to assess the relationship 

between resilience and its dimensions, based on RSA total 

scores and subscores, with psychosocial functioning (LSP 

total score), psychopathology (BPRS total score), posi-

tive psychotic symptoms (SAPS total score), and negative 

psychotic symptoms (SANS total score), being aware of 

the effect of any possible variable not directly considered 

in the analysis, removing thus the common variance among 

variables. Two multiple linear regression models were used 

to examine the association between resilience and psychopa-

thology and between resilience and psychosocial functioning; 

we used in both cases a hierarchical method to understand the 

effect of the single predictor and to reduce the common vari-

ance among variables and exclude less important variables.

In the first analysis (model 1), BPRS-A total score was 

set as a dependent variable; the predictors subsequently 

added were “RSA perception of self,” “RSA perception of 

the future,” and “RSA structured style,” followed by “RSA 

social resources” and “RSA social competence.” Predictors 

were entered in this order, based on the correlation results. 

We removed the subscale “RSA family cohesion” from this 

analysis since there was no significant correlation with gen-

eral psychopathology. In the second analysis (model 2), LSP 

total score was set as the dependent variable; the predictors 

included in the model were “RSA family cohesion” and “RSA 

social resources,” entered in this order, as they were the only 

subscales showing significant correlation with psychosocial 

functioning. 

A series of multiple linear regression analysis with the 

calculation of direct, mediated, and total effect were finally 

used to estimate the interplay between resilience factors and 

psychopathology on psychosocial functioning. In the present 

study, each resilient factor was considered as a possible medi-

ator between the symptoms and functioning: consequently, 

we first valued BPRS-A’s effect on each of the resilient fac-

tors; then, we assessed BPRS-A’s and RSA factor’s effect on 

global functioning; finally, we calculated the direct, mediated, 

and total effect of resilient factors and psychopathology on 

psychosocial functioning.

Results
Demographic and clinical data
Among the 200 patients evaluated, 122 patients met the 

inclusion criteria. The average age was 48.8 years (SD 

11.80), with 67% males and 33% females. Among these, 

77% of patients (N=94) had a diagnosis of schizophrenia 

and 23% (N=28) a diagnosis of schizoaffective disorder. At 

recruitment, the average duration of disease history of the 

patients was 23.1 years (SD 10.6), with the first psychotic 

episode occurring at the average age of 25.5 years (SD 7.1). 

Descriptive statistics of demographic and clinical variables 

are provided in Table 1.

At recruitment, the average RSA total score was 109.80 

(SD 20.9), the average BPRS-A score was 48.3 (SD 12), 

the average SANS total score was 62.3 (SD 26.3), while 

the average SAPS total score was 26.4 (SD 19); finally, the 

average LSP total score was 120.3 (SD 12.7), as shown in 

Table 2.

Table 1 Characteristics of the sample (N=122)

Gender (male/female) 82/40
Age (years, mean SD) 48.8±11.8
Education (years, mean SD) 10.1±2.8
Age at first psychotic episode (years, mean SD) 25.5±7.1
History of disease (years, mean SD) 23.1±10.6
Diagnosis (schizophrenia/schizoaffective disorder) 94/28

Table 2 Data on resilience, psychopathology, and psychosocial 
functioning

Mean Min/max

RSA total score 109.8 49/153
RSA perception of self 19.64.9 8/30
RSA perception of the future 11.2 4/20
RSA structured style 13.1 7/20
RSA social competence 20.5 9/30
RSA family cohesion 26.3 11/35
RSA social resources 19.1 6/30
BPRS-A total score 48.3 28/89
SANS total score 62.3 5/141
SAPS total score 26.4 0/69
LSP total score 120.3 82/143

Abbreviations: RSA, Resilience Scale for Adults; BPRS-A, Brief Psychiatric Rating 
Scale-Anchored version; SANS, Scale for the Assessment of Negative Symptoms; 
SAPS, Scale for the Assessment of Positive Symptoms; LSP, Life Skills Profile; min, 
minimum; max, maximum.
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Primary results
Independent t-test between the two groups 
(schizophrenia and schizoaffective disorder) and 
partial correlations among resilience, psychotic 
symptoms, and psychosocial functioning 
First of all, we investigated differences between the two 

different psychotic disorders under consideration: schizo-

phrenia and schizoaffective disorder. As shown in Table 3, 

there were no statistically significant differences in any 

of the scales and subscales between the two groups com-

pared; therefore, we did not perform any group-specific 

analysis.

Partial correlations are presented in Table 4. Common 

variance among BPRS-A, SANS, SAPS, and LSP was elimi-

nated in order to better investigate the relationship among 

variables. A statistically significant negative correlation 

Table 3 Independent t-test between schizophrenia and schizoaffective disorder

Group A 
(schizophrenia) 
(N=94)

Group B (schizoaffective 
disorder) 
(N=28)

p 

Mean SD Mean SD t df Sig (2-tail)

RSA total score 110.49 18.925 107.57 26.796 0.538 35.392 0.594
RSA perception of self 20.23 4.948 17.29 4.081 3.188 52.876 0.062
RSA perception of the future 11.43 3.772 10.36 4.365 1.171 39.774 0.248
RSA structured style 13.06 3.072 13.36 3.165 −0.433 43.292 0.667
RSA social competence 20.96 4.925 19.00 6.896 1.399 35.589 0.170
RSA social support 26.21 5.491 26.71 7.358 −0.334 36.409 0.740
RSA family cohesion 18.60 6.137 20.86 7.179 −1.511 39.492 0.139
BPRS-A total score 51.93 17.965 47.17 10.632 −1.334 32.824 0.191
SANS total score 52.57 14.477 65.21 28.337 3.158 89.828 0.062
SAPS total score 34.00 19.634 24.17 18.331 −2.360 42.019 0.073
LSP total score 118.07 16.328 121.00 11.435 0.887 35.247 0.381

Abbreviations: RSA, Resilience Scale for Adults; BPRS-A, Brief Psychiatric Rating Scale-Anchored version; SANS, Scale for the Assessment of Negative Symptoms; SAPS, 
Scale for the Assessment of Positive Symptoms; LSP, Life Skills Profile; df, degrees of freedom; Sig, statistical significance.

Table 4 Partial correlations between resilience, symptomatology, and psychosocial functioning

BPRS-A total score
(contr var: 
SANS-SAPS-LSP)

SANS total score
(contr var: 
BPRS-A-SAPS-LSP)

SAPS total score
(contr var: 
BPRS-A-SANS-LSP)

LSP total score
(contr var: 
BPRS-A-SANS-SAPS)

RSA total score Correlation
Sig (2 tails)

−0.387***
<0.0001

0.220*
0.016

0.170
0.065

0.149
0.105

RSA perception 
of self

Correlation
Sig (2 tails)

−0.448***
<0.0001

0.168
0.068

0.057
0.539

−0.111
0.228

RSA perception 
of the future

Correlation
Sig (2 tails)

−0.408***
<0.0001

0.050
0.588

0.062
0.505

−0.145
0.115

RSA structured 
style

Correlation
Sig (2 tails)

−0.292***
0.001

0.107
0.247

0.084
0.366

0.054
0.558

RSA social 
competence

Correlation
Sig (2 tails)

−0.202*
0.027

0.114
0.215

0.058
0.528

0.114
0.215

RSA social 
resources

Correlation
Sig (2 tails)

−0.219*
0.017

0.151
0.102

0.147
0.111

0.198*
0.031

RSA family 
cohesion

Correlation
Sig (2 tails)

−0.102
0.271

0.224*
0.014

0.204*
0.026

0.291***
0.001

BPRS-A total score
(contr var: 
SANS-SAPS-RSA)

SANS total score
(contr var: 
BPRS-A-SAPS-RSA)

SAPS total score
(contr var: 
BPRS-A-SANS-RSA)

LSP total score Correlation
Sig (2 tails)

−0.386***
0.000

−0.321***
0.000

−0.163
0.076

Note: ***p≤0.001; and *p≤0.05.
Abbreviations: RSA, Resilience Scale for Adults; BPRS-A, Brief Psychiatric Rating Scale-Anchored version; SANS, Scale for the Assessment of Negative Symptoms; SAPS, 
Scale for the Assessment of Positive Symptoms; LSP, Life Skills Profile; contr var, control variables; Sig, statistical significance.
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(p<0.001) among BPRS-A total score (general psychiatric 

symptomatology severity), RSA total score, “RSA percep-

tion of self,” “RSA perception of the future,” and “RSA 

structured style” emerged (correlation coefficients =−0.448 

to −0.292, p<0.001). However, a weak negative correlation 

among BPRS-A total score, “RSA social competence,” and 

“RSA social resources” was observed (correlation coef-

ficients =−0.219 to −0.202, p<0.017–0.027). With regard 

to the SANS total score, only a weak positive correlation 

with RSA total score and “RSA family cohesion” emerged 

(correlation coefficients 0.220–0.224, p<0.014–0.016); 

similarly, SAPS total score was only positively correlated 

with resilience’s subscale “family cohesion” (correlation 

coefficients =0.204, p<0.026).

Psychosocial functioning instead was significantly and 

positively correlated with resilience only by the subscales 

“RSA family cohesion” (correlation coefficients =0.291, 

p<0.001) and “RSA social resources” (correlation coeffi-

cients =0.198, p<0.031).

Secondary results
Hierarchical linear regression 
Results from multiple regression analyses are displayed 

in Table 5. In model 1, BPRS-A total score was set as a 

dependent variable; the predictors subsequently added were 

RSA perception of self, RSA perception of the future, RSA 

structured style, RSA social resources, and RSA social 

competence. Predictors were entered in this order, based 

on the correlation results: we removed the subscale “RSA 

family cohesion” from these analysis since there was no 

significant correlation with general psychopathology. Three 

different possibilities were obtained: model 1C, comprising 

“RSA perception of self,” “RSA structured style,” and “RSA 

perception of the future,” explained 31.5% of the general 

psychopathology variance in the sample being examined 

(R2=0.315, F (118) =18.1, p<0.001); “RSA social resources” 

and “RSA social competence” were not been included in 

the final model because they did not have a statistically 

significant beta value. Particularly, “RSA perception of 

self ” was negatively associated with BPRS-A (b=−285, 

SEM =0.249, p<0.05), suggesting that in psychotic patients 

higher “RSA self-perception” scores corresponded to 

lower BPRS-A. Also, “RSA structured style” (b=−235, 

SEM =0.302, p<0.05) and “RSA perception of the future” 

(b=−205, SEM =0.336, p<0.05) were negatively associ-

ated with BPRS-A total score, showing that the ability to 

plan and organize life events and good expectations for the 

future are important protective factors against development 

of severe psychiatric symptoms. 

In model 2, LSP total score was set as the dependent 

variable; the predictors subsequently added were the two 

RSA subscales statistically correlated with psychosocial 

functioning, which were “RSA family cohesion” and “RSA 

social resources.” The final model revealed that only “RSA 

social resources” had a statistically significant beta value 

(b=0.334, SEM =0.184, p<0.001) and explained 11.2% of 

the psychosocial functioning variance in the clinical sample 

(R2=0.112, F (120) =15.0, p<0.001), while the other subscales 

did not show a statistically significant association with LSP. 

Results showed that only social resources are related to better 

psychosocial functioning.

Multiple linear regression and calculation of direct, 
mediated, and total effect of resilience factors and 
psychopathology on psychosocial functioning
Results from the multiple regression analyses and calcula-

tion of direct, mediated, and total effect between resilience 

factors and psychopathology on psychosocial functioning 

are shown in Table 6. In our sample, only a very weak par-

tial mediation in observed; no resilient factor was able to 

significantly influence the direct effect of psychopathology 

on psychosocial functioning. 

Table 5 Hierarchical linear regression with psychotic symptomatology and psychosocial functioning

Predictors Dependent variable R R2 F Beta SEM

Model 1A RSA perception of self BPRS-A 0.482 0.232 36.2*** −0.482*** 0.208
Model 1B RSA perception of self

RSA structured style BPRS-A 0.536 0.287 23.9***
−0.397***
−0.250***

0.248
0.311

Model 1C RSA perception of self
RSA structured style
RSA perception of the future

BPRS-A 0.561 0.315 18.1***
−0.285***
−0.235**
−0.205****

0.249
0.302
0.336

Model 2 RSA social resources LSP 0.334 0.112 15.0*** 0.334*** 0.184

Note: ***p≤0.001; and **p≤0.01.
Abbreviations: RSA, Resilience Scale for Adults; BPRS-A, Brief Psychiatric Rating Scale-Anchored version; LSP, Life Skills Profile; SEM, standard error of the mean.
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Discussion
The originality of this study consists in considering differ-

ent intrapersonal and interpersonal factors of resilience in 

psychotic people, in order to identify any associations among 

these factors and psychosocial functioning or symptoms; in 

contrast, scientific literature evaluates resilience as a unitary 

construct, not valorizing its dimensions.1–3,42 

Mastering resilience and its factors could allow the 

creation of customized therapeutic plans, built from the 

individual resources of each patient and able to improve the 

social functioning or reduce the discomfort arising from the 

symptoms. 

According to the literature,1–3,42 in this study no strong 

correlation among resilience and positive and negative psy-

chotic symptoms was observed. A weak positive correlation 

between resilient dimension inherent in family support and 

positive and negative symptoms severity emerged, as well as 

a weak positive correlation between resilience and negative 

psychotic symptoms. These unexpected results could suggest 

how an important addiction to the family could be counter-

productive for psychotic people: excessive stimulation could 

be connected to the persistence of positive symptoms, while 

on the contrary an overprotective environment could promote 

negative symptoms; these hypotheses require and deserve to 

be verified with other studies. 

However, statistically strong associations between resil-

ience and general psychiatric symptoms emerged. Specifi-

cally, no association between interpersonal resilient factors, 

such as family or social resources, and symptoms severity 

was found: social support did not have a predictive role in 

mental illness severity. On the contrary, according to some 

authors, we found that intrapersonal resilient factors, such 

as a good perception on one’s own capabilities and a struc-

tured style, allow psychotic patients to overcome symptoms 

distress:11,12,19 the better the self-perception, expectations for 

the future, and the ability to plan and organize the routine, 

the less the perception of psychological discomfort. 

Interventions aimed at the recognition and use of personal 

resilient resources in specific recovery strategies, such as 

psychological, psychosocial, and rehabilitative programs, 

could be effective to reduce symptomatology, especially in 

patients clinically stable and not in the acute phase.39–41,50,51,53,54

As far as the relationship between resilience and psy-

chosocial functioning is concerned in psychotic patients, 

some studies have shown direct correlation, while other 

research have shown how resilience can act as a mediator 

between illness-related variables and real-life functioning.1,2 

In the present study, only the interpersonal resilient factor 

associated with social resources is directly related to psy-

chosocial functioning; furthermore, in our sample, resilient 

factors must be considered as intervening variables between 

symptoms and functioning and not as mediators between 

psychopathology and global functioning. According to the 

literature,1,13,18,39–41 interpersonal relationships and external 

support could help people to achieve better functional recov-

ery, even in patients with schizophrenia. Resilience factors 

Table 6 Multiple  linear regression  and  calculation  of  direct,  mediated,  and  total effect of resilience factors  and  psychopathology  
on psychosocial functioning 

Predictor Mediator Dependent 
variable

Predictor’s effect on 
mediator

Predictor’s and mediator’s 
effect on dependent variable

Direct 
effect

Mediated 
effect

Total 
effect

B Beta B Beta

BPRS-A – LSP – – −0.656 −0.656*** – – −0.656
BPRS-A RSA perception 

of self
LSP −0.185 −0.482*** −0.722

−0.370
−0.725***
−0.143

−0.722 0.068 −0.656

BPRS-A RSA perception 
of future

LSP −0.131 −0.426*** −0.713
−0.455

−0.716***
−0.141

−0.713 0.059 −0.654

BPRS-A RSA structured 
style

LSP −0.093 −0.384*** −0.647
0.072

−0.650***
0.018

−0.647 −0.006 −0.653

BPRS-A RSA social 
competence

LSP −0.138 −0.321*** −0.632
0.154

−0.635***
0.066

−0.632 −0.021 −0.653

BPRS-A RSA social 
resources

LSP −0.158 −0.340*** −0.611
0.267

−0.614***
0.125

−0.611 −0.042 −0.653

BPRS-A RSA family 
cohesion

LSP −0.101 −0.201* −0.618
0.347

−0.621***
0.176*

−0.618 −0.035 −0.653

Note: ***p≤0.001; and *p≤0.05.
Abbreviations: BPRS-A, Brief Psychiatric Rating Scale-Anchored version; LSP, Life Skills Profile; RSA, Resilience Scale for Adults.
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could therefore be considered as important elements in social 

skill training programs and recovery strategies to improve 

real-life functioning.39–41,55 

In conclusion, data show that intrapersonal resilient fac-

tors can predict psychiatric symptoms severity and explain 

~31% of the BPRS-A variance; only the interpersonal resil-

ient factor associated with social support can predict psycho-

social functioning, explaining the 11% of LSP variance. The 

selected sample was stable, and the mean psychopathological 

scores were relatively low. 

The specific contribution that resilience factors may 

have in predicting the severity of symptoms and the extent 

of psychosocial functioning emphasizes the importance to 

personalize treatments for patients affected by schizophrenia, 

to promote personal resources and translate them into better 

outcomes.

Despite the strengths of this study, the particularity of 

the sample, and the choice to evaluate different factors of 

resilience to identify specific predictors, there are some 

limitations such as the small sample size and the design 

of the study. A future proposal is the evaluation of a larger 

sample and follow-up in order to allow the identification of 

causal links.
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