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Background: Modern psychiatry focuses on self-stigma, coping strategies, and quality of life 

(QoL). This study looked at relationships among severity of symptoms, self-stigma, demograph-

ics, coping strategies, and QoL in patients with neurotic spectrum disorders.

Methods: A total of 153 clinically stable participants who met criteria for generalized anxi-

ety disorder, social phobia, panic disorder, agoraphobia, mixed anxiety–depressive disorder, 

adjustment disorders, somatoform disorders, or obsessive–compulsive disorder were included 

in a cross-sectional study. Psychiatrists examined patients during regular psychiatric checkups. 

Patients completed the Quality of Life Satisfaction and Enjoyment Questionnaire (Q-LES-Q), 

Internalized Stigma of Mental Illness Scale (ISMI), a sociodemographic questionnaire, the 

Stress Coping Style Questionnaire (Strategie Zvládání Stresu [SVF] 78), and the Clinical Global 

Impression (CGI) scale.

Results: The diagnostic subgroups differed significantly in age and use of negative coping 

strategies, but not in other measured clinical or psychological variables. The findings showed 

that neither sex nor partnership played a role in perceived QoL. All Q-LES-Q domains correlated 

negatively with all ISMI domains, except school/study. Unemployed and employed groups of 

patients differed in QoL. Each of the coping strategies, except the need for social support, was 

related to self-stigma. The findings showed that sex, partnership, education, and employment 

played no role in self-stigma. No differences between sexes in positive coping strategies, sever-

ity of disorder, self-stigma, or QoL were found. QoL correlated significantly with all coping 

strategies, except for guilt denial. Multiple regression showed the most important factors to be 

positive coping, employment, and overall self-stigma rating, explaining 32.9% of QoL. Mediation 

analysis showed self-stigma level and negative coping strategies to be the most influential. The 

most substantial factors associated with self-stigma, as indicated by regression analysis, were 

Q-LES-Q total, subjective CGI, and positive coping strategies, which clarified 44.5% of the ISMI.

Conclusion: The study confirmed associations among self-stigma, quality of life, disorder 

severity, and coping strategies of outpatients with neurotic spectrum disorders.

Keywords: self-stigma, quality of life, coping strategies, neurotic spectrum disorders

Introduction
ICD10 category F40–48, specifically “Neurotic disorders, stress-induced disorders, 

and somatoform disorders”, covers a wide range of specific disorders, such as phobic 

anxiety disorders (social phobia), other anxiety disorders (generalized anxiety disorder 

[GAD], panic disorder), somatoform disorders, reaction to severe stress and adjust-

ment disorders, obsessive–compulsive disorder (OCD), and dissociative disorders.1 

For brevity, we talk about neurotic spectrum disorders (NsDs). NsDs are accompanied 
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by high health-care utilization, significant impairment, and 

considerable economic burden. According to epidemiologi-

cal surveys, a third of the population suffers from an NsD 

during their lifetime, with higher incidence in women and 

especially the middle-aged.2 They are the most common 

reason for the first visit to a psychiatrist or general practi-

tioner for psychological problems in the Czech Republic.3 

NsDs are the most prevalent psychiatric problems connected 

with a high burden of disease.1 Core manifestations of NsDs 

are tension, appraising situations as demanding, worries or 

ruminations, ineffective coping strategies, inability to control 

drives, a tendency to complain, and experiencing negative 

emotions, such as panic (immediate threat), anxiety (future 

threats), and depression (chronic stress).4

The main reason for assessing quality of life (QoL) in 

different types of NsD is that most studies describe reduced 

QoL in connection with neuroticism or anxiety.5,6 Also, clini-

cal practice advocates that anxiety symptoms are negatively 

related to QoL.7,8 Specific subtypes of NsD may differ in 

significantly various QoL domains.9 However, there have not 

been many studies to measure differences in QoL in various 

subgroups of NsD or distinguish the effect of symptom sever-

ity on QoL.9 In Cramer et al,10 panic disorder, social phobia, 

and GAD had a negative effect on QoL, OCD had only a 

minor influence, and agoraphobia did not affect QoL at all.

According to Weidle et al,11 QoL increased while 

anxiety symptoms decreased in children with OCD. Youth 

with social anxiety reported lower QoL in association with 

higher severity of anxiety symptoms.12 Furthermore, lower 

socioeconomic status, ethnic minority, and female sex are 

described as predictors of reduced QoL and higher intensity 

of anxiety symptoms.13,14

While all NsDs seem to cause impairment through the 

distress connected with symptoms, avoidance, and self-

stigma, there has been no description of which specific 

aspects of QoL are affected in different subtypes of NsD.15 

For example, those with social anxiety disorder are more 

likely to have reduced QoL in the social domain of the World 

Health Organization Quality of Life – brief assessment, 

which includes personal relationships, social support, and 

social relationships.16

A standard definition of QoL has not been established. 

The World Health Organization outlines QoL as an individ-

ual’s perception of their position in life in the context of the 

culture and value systems in which they live and in relation 

to their goals, expectations, standards, and concerns.17 QoL 

is related to such conditions as life-threatening illness and 

chronic and long-term disorders, which lead to a noticeable 

decrease in QoL.18,19 Every area of a patient’s life affected 

by an illness, such as occupational and school functioning, 

household functioning, social functioning, emotional func-

tioning, life satisfaction, and functional performance, may be 

included as a part of the multidimensional QoL model.20 QoL 

assessment is based on a subjective observation of a patient’s 

life. This approach was built on several sociological surveys 

that demonstrated that objective life circumstances (such as 

income or education) have only a marginal effect on QoL.21 

Also, it is recommended to avoid the theoretical concepts 

and focus on personal observations associated with health.5

QoL could be connected to other psychological or social 

processes. One of the most important is self-stigma.22–25 

Self-stigma is a continuing process during which the 

patient accepts negative evaluations of the social milieu, 

which are based on social preconceptions of being socially 

inferior because of the psychiatric disorder.26,27 Given exist-

ing social prejudices and stereotypes about psychiatric 

disorders, patients may feel incompetent, weak-willed, not 

strong enough to manage their lives, inferior, and burdening 

those around them, due to their psychological problems.28,29 

Patients who agree with common prejudices about psychiatric 

patients do not believe in their own symptom improvement, 

feel depressed, and suffer from negative self-esteem.30–33 The 

worries of prejudices may influence the patient’s efforts to 

find adequate treatment.34

Ociskova et al34 found that self-stigma was connected with 

the severity of depression, anxiety, and global evaluations of 

mental state at the beginning of treatment in individuals with 

NsD. Participants with a higher degree of self-stigma had 

lower progress during the therapy. Cinculova et al35 showed 

no correlation between self-stigma and age of disorder onset, 

age, or duration of the posthospitalization period. However, 

there were links between self-stigma and number of previous 

hospitalizations, severity of the disorder, discontinuation of 

medication, antidepressant dosage, and the number of psy-

chiatrists visited by the patient. Additionally, self-stigma was 

negatively associated with adherence to treatment.

Also, Kamaradova et al,36 who inspected 332 patients 

with schizophrenia, bipolar disorders, depressive disorders, 

personality disorders, anxiety disorders, or substance-abuse 

disorders, found positive correlations between self-stigma, 

number of hospitalizations, severity of disease, lack of part-

nership, number of psychiatrists visited, doses of antidepres-

sants, and nonadherence to treatment. A negative association 

was found with level of education.

Patients’ efforts to avoid social stigma may lead to their 

denial of the fact that they are mentally ill, prioritizing 
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somatic explanation of the causes of the problem, and trying 

to avoid or delay seeking appropriate psychiatric or psycho-

logical treatment.37–39 People with certain coping strategies, 

such as dissociation, are more inclined to feelings of guilt and 

shame. These individuals may be vulnerable to developing 

self-stigma as well, because the primary emotional source 

of self-stigma is the feeling of shame.40,41

Other critical psychological variables that have a sub-

stantial impact on QoL are coping strategies.22,42,43 Coping 

is a mental process of dealing with distress in different 

ways, with different approaches to the stressful situation, 

based on the individual’s resources. As a component of 

individual tools, coping strategies represent efforts made 

by a patient to deal with distress.44 They should play an 

important role by connecting stressors and health conse-

quences in both a physical and psychological way, and they 

could also relate to psychosocial factors, such as social 

support, subjective well-being, and resilience.45,46 Coping 

strategies can be divided according to different theories of 

stress management. In our study, we follow the parting of 

positive and negative management strategies in agreement 

with the authors of the Stress Coping Style Questionnaire 

(Strategie Zvládání Stresu [SVF] 78). Positive coping 

(Pos.Cop) and negative coping (Neg.Cop) mechanisms of 

patients reflected their maladaptive or adaptive problem-

solving potential.47

Efficient and flexible strategies for managing stress-

ful situations are reflected positively. Neg.Cop strategies 

include less flexible strategies in the context of the situation.48 

Numerous maladaptive coping strategies are very effective in 

decreasing symptoms, at least in the short-term perspective. 

Unfortunately, after long-term use, they result in increased 

dysfunction and strengthening the disorder.49 Coping strate-

gies may affect well-being, and are closely linked with QoL 

in many psychiatric disorders.50 The selection of coping 

strategies is influenced by the type of stressor, the individual’s 

perception of the threat, available personal resources, and the 

strategies’ effectiveness.51 Negative cognitive biases, negative 

self-esteem, and disturbed self-perception in coping with life 

may significantly weaken the possibility of using adaptive 

coping strategies.52

Models of NsD propose that inappropriate coping reac-

tions to stressors play an essential part in their pathogenesis. 

Friedman et al53 pointed out that a positive approach to life 

may have a promising impact on QoL in connection with Pos.

Cop (eg, more considerable effort to seek and accept sup-

port from social environment), but the question is whether 

patients who develop neurotic symptoms, such as anxiety in 

reaction to stress, can cope with stressful life events adap-

tively or not. Ociskova et al54 found that patients with an NsD 

who preferred maladaptive coping strategies profited from 

combined pharmacotherapy and psychotherapy considerably 

less than participants with more adaptive coping. Jacofsky 

et al49 described specific maladaptive coping strategies in 

different anxiety disorders that inhibited the individual’s 

capability to disrupt paired associations between the situation 

and linked symptoms of anxiety, like sensitization, anxious 

avoidance, escape tendencies, negative reinforcement, and 

safety behavior.

Aim and hypotheses
This investigation was designed to measure self-stigma, 

QoL, and coping strategies of NsD outpatients as its first 

aim, followed by efforts to find out how self-stigma, QoL, 

and coping strategies are linked to one another, along with 

other clinical and demographic variables in outpatients with 

NsDs. Hypotheses were:

1. QoL will correlate negatively with self-stigma

2. QoL will correlate positively with Pos.Cop strategies, 

and negatively with Neg.Cop strategies

3. QoL will correlate negatively with the severity of the 

disorder

4. QoL will vary for different subgroups of NsD

5. QoL will be significantly related to demographic factors, 

such as education, partnership, and employment

6. self-stigma will correlate positively with the severity of 

the disorder

7. self-stigma will correlate positively with Neg.Cop and 

negatively with Pos.Cop strategies

Methods
A total of 25 outpatient psychiatrists confirmed the diag-

noses, including and excluding criteria, and administered 

questionnaires. The investigation was carried out between 

March 2014 and November 2015. Inclusion criteria were 

adult age, diagnosis of anxiety disorder, adjustment disorder, 

somatoform disorder, or OCD according to the ICD10,2 cur-

rent mental state stabilized, and signing informal consent. 

Exclusion criteria were acute worsening of symptomatology, 

current hospitalization, current depressive disorder, mental 

retardation, substance-abuse disorder, and severe somatic 

illness. All patients attended the outpatient checkups and 

were treated with standard medication for anxiety and other 

NsDs according to the guidelines and principles of good 

clinical practice.
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Assessment instruments
The participants filled out several questionnaires during the 

routine psychiatric checkup.

Quality of Life Satisfaction and Enjoyment 
Questionnaire
The Quality of Life Satisfaction and Enjoyment Question-

naire (Q-LES-Q) comprises 93 articles divided into eight 

sections.55 Participants assess each section by picking out 

one number from a 5-point Likert scale according to agree-

ment with the statement. Elaboration takes 20–30 minutes. 

Sections of the questionnaire are physical health, feelings, lei-

sure, household, work, school/study, social relations, general, 

and a sum of QoL. The Czech version of the Q-LES-Q was 

validated by Müllerova.56 Analyses indicated high internal 

consistency (Cronbach’s α=0.8–0.9) and proved the stability 

of answers over time (test–retest).56 It is possible to get a total 

of 465 points from all domains together. The therapist guide 

contains average point values in individual domains, as well 

as the overall QoL of a healthy population for comparison 

with mentally ill patients. A healthy population in the thera-

pist guide reached an average of 308 points, and 100% on 

total QoL corresponds to 465 points.56

Internalized Stigma of Mental Illness scale
The Internalized Stigma of Mental Illness (ISMI) scale has 

29 items that assess five domains of self-stigma: alienation, 

perceived discrimination, stereotype endorsement, social 

withdrawal, and resistance to stigma.57,58 Internal consis-

tency of the questionnaire is excellent.58 The Czech version 

(α=0.91) has excellent reliability (split-half method, Spear-

man–Brown coefficient 0.93) and test–retest consistency 

at 3 weeks after the initial assessment (r=0.90, P<0.001).59 

Therefore, when evaluating ISMI, total and partial scores are 

subtracted. Respondents can get a total of 116 points within 

the maximum number of self-stigmatizations.

Clinical Global Impression
The Clinical Global Impression (CGI) measure evaluates the 

global severity of psychopathology.60 The score is grounded 

on signs, behaviors, and functioning over the last 7 days, both 

observed and reported. It is assessed on a 7-point scale from 1 

(normal) to 7 (most extremely ill). Assessment is accomplished 

by an experienced rater via the objective version (ObjCGI). 

Participants also evaluate themselves with the subjective 

version (SubjCGI).60 The scale has satisfactory internal con-

sistency.61 Intraclass correlations lie in the range 0.88–0.92.61

Stress Coping Style Questionnaire
The Stress Coping Style Questionnaire47 (Strategie Zvládání 

Stresu [SVF] 78) contains 78 items distributed into 13 

subscales, each representing a certain way of reacting to 

a stressful condition. The Czech version has a Cronbach’s 

α-value of 0.77–0.94.62 Regular use of coping strategies is 

confirmed with t=40–60:47 t>60 indicates increased usage 

of coping strategies, and t<40 means decreased usage of 

suitable strategies. Neg.Cop strategies include escape ten-

dency, perseveration, resignation, and self-accusation. Pos.

Cop strategies include underestimation, guilt denial, diver-

sion, compensatory satisfaction, situation control, reaction 

control, and positive self-instruction (Table 1). Only need 

for social support and active avoidance are not recognized 

in the total score.62

Demographic questionnaire
This form contained age, sex, marital status, education, 

employment status, type of pension, heredity, number of sib-

lings, number of psychiatric hospitalizations, age at disorder 

onset, duration of attendance at outpatient treatment center, 

and current medication.

Statistical evaluation and ethics
GraphPad Prism 3 and SPSS 24.0 were used for statistical 

analysis. Demographic data and mean total scores were 

 calculated using descriptive statistics. The distribution of 

data, means, medians, and SDs were defined. Means were 

compared using the unpaired t-test and the Mann–Whitney 

test. Relationships between specific sets were examined 

using correlation coeff icients (Pearson or Spearman, 

according to data distribution) and linear regression. Con-

nections between alternative variables were calculated 

using χ2 or Fisher’s test (sex, marital status, partnership, 

education). Regression analysis was used to determine 

the significance of correlations of particular factors. For 

all statistical tests, a 5% level of significance was estab-

lished. To evaluate correlation coefficients, the Cohen 

model of correlation force developed for psychological 

testing (1988) was used, with a very weak correlation being 

0–0.09, weak correlation 0.09–0.29, moderate relationship 

0.30–0.49, and strong relationship 0.50–1.00. The study 

was approved by the local ethics committee of the Univer-

sity Hospital Olomouc. All participants provided signed 

informed consent. The study was performed in accordance 

with the Declaration of  Helsinki and guidelines for good 

clinical practice.63
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Results
Sample characteristics
A total of 153 outpatients with NsD diagnosed according 

to ICD10 criteria completed the scales (73.9% women) and 

questionnaires (150 SVF78, 152 ISMI, 153 Q-LES-Q). The 

mean age was 48.72±13.41 years. The majority of the patients 

were married (49.0%). Almost half the patients had secondary 

education (47.1%) and around a fifth university level (18.3%, 

Table 2). Family psychiatric history was recognized in 29 

participants (34.3%), and 57.5% of patients were employed. 

In total, 22.8% of participants received disability benefits 

(full disability benefits [7.8%] and partial disability benefits 

[14.4%]), 19.6% were retired, and 19.0% of the patients had 

been hospitalized (Table 2).

Patients with NsD were assessed by their psychiatrist as 

mildly mentally ill (2.67±1.19) [according ObjCGI]. Similarly, 

the severity of mental illness was also evaluated by patients 

(2.31±1.17, Table 2) [according SubjCGI]. Of the total 465 

points of the QoL, patient scores averaged 287.9±55.4 (62%, 

Table 2). ISMI total score averaged 53.49±11.84 (t=43), with 

lower scores on ISMI – perceived discrimination (7.76±2.58, 

Table 1 Coping strategies according to the SVF78

Specification

Underestimation (Pos.Cop) Tendency to attribute lower levels of stress to oneself compared to others; leads to underestimation of the 
reaction or favorable evaluation of it

Guilt denial (Pos.Cop) Not taking responsibility for one’s burdens; emphasizes a defensive approach

Diversion (Pos.Cop) Diversion from stressful situations and activities or diversion to situations unrelated to the stressful situation; 
tendency to avert load or induce states of relieving stress, eg, using humor

Compensatory satisfaction 
(Pos.Cop)

Tendency to draw attention to positive activities; discussions focused on positive emotions not related to 
stress, leading to self-empowerment by external rewards (eg, food, shopping)

Situation control (Pos.Cop) Tendency to gain control of the situation, situation analysis, planning, action, and active intervention in the 
situation; this form of stress management is considered constructive

Reaction control (Pos.Cop) Effort to control one’s own reactions, not allowing them to overwhelm the situation

Positive self-instruction 
(Pos.Cop)

Tendency to embrace responsibility for oneself, effort to gain and maintain a positive attitude, perseverance, 
and ability to sustain

Need for social support 
(neutral)

Tendency to seek support and assistance in the social arena, either in the form of passive-resignation attitudes 
or actively seeking concrete support in solving the problem

Active avoidance (neutral) Tendency to avoid the actual problem and attempts to avoid other similar situations

Escape tendency (Neg.Cop) Tendency to escape from maximum-stress situations, which leads to decreased ability to face and solve them; 
this strategy is a form of resignation

Perseveration (Neg.Cop) Increased and prolonged reflection on the situation and overthinking the stress; negative thoughts on the stress 
situation are intrusive and occupy the capacity of thought processes

Resignation (Neg.Cop) Subjective feelings of lack of ability to handle stressful situations; resignation is accompanied by feelings of 
helplessness and hopelessness, and the individual surrenders without even an attempt to overcome the 
problem, believing that the situation is unsolvable, or that they cannot cope with it

Self-blame (Neg.Cop) Tendency to depressive mood and to attribute errors related to stressful situations to oneself

Abbreviations: SVF, Strategie Zvládání Stresu (Stress Coping Style Questionnaire); Pos.Cop, positive coping; Neg.Cop, negative coping.

Table 2 Demographic and clinical characteristics of the patients

Patients (n=153)

Age, years 48.72±13.41

Sex (M:F) 39:114

Age at disease onset, years 38.60±16.02

Lifetime duration of treatment, years 9.27±10.12

Number of hospitalizations 0.32±0.82

Education
Elementary
Vocational training
Secondary school
University
Not completed

10
40
72
28
3

Marital status
Single
Married
Divorced
Widowed
Not completed

32
75
39
9
7

Partner
No
Yes
Not completed

70
35
48

(Continued)
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the disease groups differed significantly, patients with social 

phobia used the highest use of Neg.Cop strategies from all 

NsD groups. Patients with panic disorder and agoraphobia 

had the lowest average use of Neg.Cop strategies (Table 3).

Treatment
A total of 147 patients used psychopharmacological drugs 

(96.1%), only six did not use any psychiatric medication 

(3.9%), while 139 (90.9%) reported using prescribed anti-

depressant medication. Most patients took the medication 

in prescribed dosages regularly (90.2%), and nine (6.0%) 

irregularly (occasionally forgetting to take it). Individual 

doses were not checked in this investigation.

Demographic factors, quality of life, self-
stigma and coping strategies
There were no differences between the sexes in disorder 

severity (measured by ObjCGI or SubjCGI), Q-LES-Q total, 

ISMI total, or Pos.Cop and Neg.Cop strategies (Table 4).

No statistically significant differences were found among 

subgroups defined by education in connection with disorder 

severity evaluated by ObjCGI, SubjCGI, self-stigma mea-

sured by ISMI total, Pos.Cop, or Neg.Cop. Nevertheless, 

there was significant difference among educational subgroups 

in Q-LES-Q (one-way ANOVA, F
148

=3.11; P<0.05), more 

concretely among elementary and university education 

(Table 4). Partnership and employment have no significant 

influence on subjectively or objectively evaluated severity of 

the disorder assessed by SubjCGI and ObjCGI, self-stigma 

assessed by ISMI total, Pos.Cop, or Neg.Cop. QoL repre-

sented by Q-LES-Q total showed a statistically significant 

difference between unemployed and employed participants, 

while partnership had no significant effect on QoL (Table 4).

Quality of life
Subgroups of participants classified by diagnosis did not 

differ significantly in relation to the severity of the disorder 

(Kruskal–Wallis test), ISMI (one-way ANOVA), or Pos.Cop 

variables.

Relationships between QOL and demographic and 
clinical variables
Many correlations were found between domains of QoL 

and clinical and demographic factors (Table 5). Physical 

health and feelings correlated negatively with ObjCGI and 

SubjCGI. The work domain correlated negatively with age, 

onset of disorder, and ObjCGI. All domains of the Q-LES-Q 

correlated negatively with ObjCGI and SubjCGI, except for 

Table 2 (Continued)

Patients (n=153)

Employment
No
Yes
Not completed

64
88
1

ObjCGI severity 2.67±1.19

SubjCGI severity 2.31±1.17

Physical health (max 65p)
Feelings (max 70p)
Work (max 65p)
Household (max 50p)
School/study (max 50p)
Leisure (max 30p)
Social activities (max 55p)
General (max 80p)
Sum Q-LES-Q (max 465p)
Sum Q-LES-Q

40.68±8.74
49.54±9.86
35.21±19.27
39.53±9.37
11.75±6.47
20.95±5.26
38.86±7.78
53.78±10.54
287.9±55.4
61.91%±11.91%

Alienation
Stereotype endorsement
Perceived discrimination
Social withdrawal
Stigma resistance
ISMI overall score

10.93±3.85
11.52±2.98
7.76±2.58
10.49±3.33
12.53±2.41
53.49±11.84

Positive coping
Negative coping
Underestimation
Guilt denial
Diversion
Compensatory satisfaction
Situation control
Reaction control
Positive self-instruction
Need for social support
Active avoidance
Escape tendency
Rumination/perseveration
Resignation
Self-accusation

12.86±3.19
13.11±3.88
8.83±4.35
11.99±4.09
13.09±4.62
11.98±4.69
14.73±4.05
15.47±3.99
14.56±4.62
13.31±5.10
15.46±3.95
12.67±4.37
16.22±5.38
11.24±4.68
12.14±5.19

Abbreviations: ObjCGI, objective Clinical Global Impression; SubjCGI, subjective 
CGI; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; ISMI, 
Internalized Stigma of Mental Illness; p, points. 

Table 2). Use of Pos.Cop strategies showed t=50 (12.86±3.19), 

and Neg.Cop strategies t=60 (13.11±3.88, Table 2).

Diagnostic subgroups
The sample was diagnostically heterogeneous in this cat-

egory of mental illness, comprising six subgroups of NsD 

diagnoses: panic disorder and/or agoraphobia, social phobia, 

GAD and mixed anxiety–depression disorder, adjustment 

disorder, somatoform disorders, and OCD. The diagnostic 

subgroups differed significantly only in age and use of Neg.

Cop strategies, but not in other measured clinical and psycho-

logical variables (Table 3). Considering Neg.Cop, in which 
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the domain school/study. The sum of Q-LES-Q correlated 

negatively with SubjCGI and ObjCGI, but not other demo-

graphic factors (Table 5).

Relationships between self-stigma and quality of life
All Q-LES-Q domains significantly negatively correlated 

with all ISMI domains, except school/study. Strong correla-

tions were mainly between social withdrawal and the Q-LES-

Q total score. The domain of feelings correlated strongly with 

alienation and stereotype endorsement. (Table 6).

Relationships between coping strategies and quality 
of life
The sum of Pos.Cop significantly positively correlated 

with all Q-LES-Q domains except school/study. Q-LES-Q 

domains correlated negatively with Neg.Cop, except for the 

domains work and school/study (Table 7). Q-LES-Q total has 

either statistically significant positive/negative correlations 

with all domains, except for the strategy called guilt denial 

(not taking responsibility for burdens, emphasizes defensive 

approach).

Table 3 Differences in assessment scales according to diagnoses

ObjCGI SubjCGI ISMI total Pos.Cop Neg.Cop Q-LES-Q total

Panic disorder with or without 
agoraphobia (n=21)

2.52±0.98 1.95±0.67 50.4±7.9 13.3±2.3 10.9±3.7 310.6±37.3

Social phobia (n=8) 3.38±0.74 2.63±1.41 54.1±10.9 10.7±2.4 15.7±3.4 272.4±50.2

Generalized anxiety disorder and mixed 
anxiety–depressive disorder (n=65)

2.77±1.24 2.23±1.22 52.9±12.4 13.2±3.7 13.1±3.5 293.3±53.4

Adjustment disorders (n=33) 2.39±1.30 2.67±1.32 56.8±14.0 13.0±3.1 13.7±4.5 279.5±46.2

Somatoform disorders (n=20) 2.56±1.28 2.10±1.07 52.4±10.2 12.3±2.6 13.9±3.6 278.3±57.0

Obsessive–compulsive disorder (n=6) 3.17±0.75 2.67±0.52 55.7±10.8 11.9±2.3 12.0±3.3 298.2±41.9

Statistics NS* NS* F151=0.896, NS# F149=1.19, NS# F149=2.56, P<0.05 
(panic vs social 
phobia, P<0.05)#

F152=1.16, NS#

Notes: *Kruskal–Wallis test; #one-way ANOVA.
Abbreviations: ObjCGI, objective Clinical Global Impression; SubjCGI, subjective CGI; ISMI, Internalized Stigma of Mental Illness; Pos.Cop, positive coping; Neg.Cop, 
negative coping; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; NS, not significant.

Table 4 Differences according to demographic factors in assessment scales

ObjCGI SubjCGI ISMI total Pos.Cop Neg.Cop Q-LES-Q total

Sex
Male (n=39)
Female (n=114)

2.72±1.12
2.66±1.23

2.26±1.02
2.33±1.22

52.8±10.1
53.7±12.4

12.7±3.4
12.9±3.1

12.3±3.7
13.4±3.9

289.2±39.4
287.5±50.0

Statistics NS* NS* t150=0.44,# NS t148=0.27,# NS t148=1.5,# NS t151=0.17,# NS

Education
Elementary (n=10)
Vocational training (n=40)
Secondary school (n=72)
University (n=28)

2.30±1.25
2.85±1.08
2.68±1.27
2.46±1.04

2.20±1.32
2.33±1.14
2.29±1.14
2.21±0.92

53.3±16.6
53.8±11.5
53.5±11.8
50.9±8.5

13.7±4.0
12.8±3.3
12.8±3.1
12.8±3.3

13.0±4.5
13.1+3.7
13.1±3.8
12.8±4.1

261.9±54.9
283.9±46.8
290.7±49.7
312.1±49.1

Statistics NS** NS** F148=0.42,## NS F148=0.26,## NS F148=0.05,## NS F148=3.11,## P<0.05 (elementary 
vs university, P<0.05)

Partner
No (n=49)
Yes (n=98)

2.78±1.34
2.62±1.11

2.41±1.46
2.26±1.03

52.3±14.2
54.0±10.7

13.1±3.3
12.9±3.1

12.8±4.1
13.1±3.8

298.0±50.9
287.0±50.8

Statistics NS* NS* t144=0.79,# NS t142=0.33,# NS t142=0.34,# NS t144=1.24,# NS

Employment
No (n=64)
Yes (n=88)

2.88±1.18
2.52±1.20

2.47±1.38
2.19±0.98

55.7±13.2
52.1±10.5

12.7±3.6
12.9±2.9

13.2±4.3
13.1±3.5

267.9±43.4
304.4±48.2

Statistics NS* NS* t149=1.8,# NS t147=0.34,# NS t147=0.22,# NS t149=4.797,# P<0.0001

Notes: *Mann–Whitney test; #unpaired t-test; **Kruskal–Wallis test; ##one-way ANOVA.
Abbreviations: ObjCGI, objective Clinical Global Impression; SubjCGI, subjective CGI; ISMI, Internalized Stigma of Mental Illness; Pos.Cop, positive coping; Neg.Cop, 
negative coping; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; NS, not significant.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Psychology Research and Behavior Management 2019:12submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

88

Holubova et al

Table 5 Correlations between QoL and demographic or clinical variables

Age Disorder onset Disorder duration ObjCGI SubjCGI Hospitalizations

Physical health –0.06P 0.01P –0.19S –0.21S** –0.30S*** –0.19P*

Feelings 0.04P 0.09P –0.11S –0.18S* –0.51S*** –0.12P

Work –0.35S*** –0.22S*** –0.09S –0.17S* –0.15S –0.01S

Household 0.19S* 0.24S** –0.01S –0.21S** –0.32S*** –0.12S

School/study –0.22S** –0.19S* –0.01S 0.02S 0.14S –0.04S

Leisure time –0.17S* 0.15S –0.07S –0.36S** –0.41S*** –0.15S

Social activities 0.01P 0.11P 0.05S –0.27S*** –0.36S*** –0.02P

General –0.03P 0.07P –0.10S –0.24S** –0.32S*** –0.04P

Sum Q-LES-Q –0.14S –0.02P –0.14S –0.28S*** –0.47S*** –0.14P

Notes: *P<0.05; **P<0.01; ***P<0.001.
Abbreviations: ObjCGI, objective Clinical Global Impression; SubjCGI, subjective CGI; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; P, Pearson’s 
r; S, Spearman’s r.

Table 6 Relationships between Q-LES-Q domains and self-stigma

Overall ISMI 
score

Alienation Stereotype 
endorsement

Perceived 
discrimination

Social 
withdrawal

Stigma 
resistance

Physical health –0.50P*** –0.44S*** –0.45P*** –0.46S*** –0.46S*** –0.25S***

Feelings –0.65P*** –0.57S*** –0.57P*** –0.52S*** –0.59S*** –0.36S***

Work –0.26S*** –0.17S* –0.18S* –0.21S** –0.29S*** –0.23S**

Household –0.50S*** –0.46S*** –0.46S*** –0.46S*** –0.49S*** –0.14S*

School/study -0.00S –0.20S –0.09S –0.07S 0.04 –0.03S

Leisure –0.45S*** –0.44S*** –0.41S*** –0.34S*** –0.39S*** –0.32S***

Social activities –0.57P*** –0.48S*** –0.42P*** –0.43S*** –0.50S*** –0.34S***

General –0.55P*** –0.55S*** –0.44P*** –0.49S*** –0.54S*** –0.32S***

Sum Q-LES-Q 0.59P*** –0.55S*** –0.50P*** –0.51S*** –0.61S*** –0.37S***

Notes: *P<0.05; **P<0.01; ***P<0.001.
Abbreviations: Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; ISMI, Internalized Stigma of Mental Illness; P, Pearson’s r; S, Spearman’s r.

Table 7 Relationships among Q-LES-Q domains and coping strategies

Physical 
health

Feelings Work Household School/
study

Leisure Social 
activities

General Sum 
Q-LES-Q

Pos.Cop 0.28P*** 0.33P*** 0.19S* 0.35S*** 0.06 0.27S*** 0.31P*** 0.31P*** 0.40P***

Neg.Cop –0.38P*** –0.47P*** –0.15 –0.34S*** –0.09 –0.33S*** –0.33P*** –0.38P*** –0.38P***

Underestimation 0.04 0.16 0.06 0.26S** 0.04 0.16 0.11 0.16P* 0.19P*

Guilt denial 0.18P* 0.10 0.02 0.18S* –0.09 0.19S* 0.03 0.19P* 0.13

Diversion 0.25P** 0.31P*** 0.05 0.37S*** 0.06 0.29S*** 0.36P*** 0.25P** 0.36P***

Compensatory satisfaction 0.19P* 0.15 0.08 0.18S* 0.07 0.12 0.23P** 0.12 0.24P**

Situation control 0.13 0.17P* 0.24S** 0.21S** –0.01 0.21S* 0.20P* 0.20P** 0.23P**

Reaction control 0.29P*** 0.34P*** 0.19S* 0.27S*** 0.15 0.23S** 0.28P*** 0.28P*** 0.36P***

Positive self-instruction 0.31P*** 0.42P*** 0.21S** 0.34S*** 0.11 0.27S*** 0.33P*** 0.32P*** 0.39P***

Need for social support 0.10 0.03 0.06 0.19S* 0.01 0.03 0.30P*** 0.17P* 0.16P*

Active avoidance 0.12 0.04 0.09 0.14 0.10 0.04 0.04 0.08 0.20P*

Escape tendency –0.33P*** –0.38P*** –0.10 –0.29S*** –0.09 –0.19S*** –0.20P* –0.31P*** –0.20P*

Rumination/perseveration –0.25P** –0.33P*** –0.09 –0.25S** –0.13 –0.21S* –0.27P*** –0.27P*** –0.30P***

Resignation –0.37P*** –0.49P*** –0.25S** –0.36S*** –0.13 –0.34S*** –0.39P*** –0.39P*** –0.42P***

Self-accusation –0.28P*** –0.35P*** –0.07 –0.25S** 0 –0.29S*** –0.26P*** –0.32P*** –0.33P***

Notes: *P<0.05; **P<0.01; ***P<0.001.
Abbreviations: Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; Pos.Cop, positive coping (SVF78); Neg.Cop, negative coping (SVF78); P, Pearson’s r; S, 
Spearman’s r; SVF, Strategie Zvládání Stresu (Stress Coping Style Questionnaire).
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Table 8 Relationships between self-stigma and demographic, clinical variables, and coping strategies

ISMI total Alienation Stereotype 
endorsement

Perceived 
discrimination

Social 
withdrawal

Stigma 
resistance

Age –0.03 –0.05 0.05 –0.06 0.06 –0.05

Onset of disorder –0.06 –0.19S** –0.10 –0.08 0 0.05

Duration of disorder 0.06 –0.10 0.08 0.02 0.06 0

Number of hospitalizations 0.23S** 0.22 S** 0.19S* 0.18S* 0.22S** –0.02

ObjCGI – severity 0.24 S** 0.27S*** 0.16S* 0.19S* 0.21S* 0.13

SubjCGI – severity 0.43S*** 0.50S*** 0.37S*** 0.36S*** 0.43S*** 0.12

Pos.Cop –0.51P*** –0.52S*** –0.40S*** –0.40S*** –0.45S*** –0.34S***

Neg.Cop 0.48P*** 0.53S*** 0.45S*** 0.36S*** 0.48S*** 0.30S***

Underestimation (Pos.Cop) –0.30P*** –0.42S*** –0.29S*** –0.23S** –0.29S*** –0.19S*

Guilt denial (Pos.Cop) –0.27P*** –0.30S*** –0.21S* –0.20S* –0.25S** –0.12

Diversion (Pos.Cop) –0.49P*** –0.48S*** –0.35S*** –0.32S*** –0.36S*** –0.26S**

Compensatory satisfaction (Pos.Cop) –0.30P*** –0.32S*** –0.18S* –0.19S* –0.22S** –0.28S***

Situation control (Pos.Cop) –0.30P*** –0.17S* –0.20S* –0.22S** –0.20S* –0.30S***

Reaction control (Pos.Cop) –0.46P*** –0.39S*** –0.37S*** –0.39S*** –0.44S*** –0.33S***

Positive self-instruction (Pos.Cop) –0.54P*** –0.52S*** –0.49S*** –0.44S*** –0.51S*** –0.32S***

Need for social support –0.15 –0.05 –0.06 –0.13 –0.12 –0.08

Active avoidance –0.24P** –0.13 –0.22S** –0.21S* –0.19S* –0.11

Escape tendency (Neg.Cop) 0.36P*** 0.38S*** 0.32S*** 0.30S*** 0.38S*** 0.22S**

Rumination/perseveration (Neg.Cop) 0.30P*** 0.36S*** 0.34S*** 0.19S* 0.35S*** 0.11

Resignation (Neg.Cop) 0.51P*** –0.50S*** 0.45S*** 0.38S*** 0.49S*** 0.34S***

Self-accusation (Neg.Cop) 0.42P*** –0.53S*** 0.38S*** 0.29S*** 0.39S*** 0.27S**

Notes: *P<0.05; **P<0.01; ***P<0.001.
Abbreviations: ISMI, Internalized Stigma of Mental Illness; ObjCGI, objective Clinical Global Impression; SubjCGI, subjective CGI; Pos.Cop, positive coping (SVF78); Neg.
Cop, negative coping (SVF78); P, Pearson’s r; S, Spearman’s r; SVF, Strategie Zvládání Stresu (Stress Coping Style Questionnaire).

Self-stigma
Relationships between demographic or clinical 
variables and self-stigma
Self-stigma measured by an overall score of ISMI sig-

nificantly correlated positively with SubjCGI – severity, 

ObjCGI – severity, and number of hospitalizations. The 

onset of the disorder correlated only with alienation, dura-

tion of disease did not correlate with any ISMI domains, 

and number of hospitalizations correlated positively with 

alienation, stereotype endorsement, perceived discrimi-

nation, and social withdrawal, but did not correlate with 

stigma resistance (Table 8). SubjCGI and ObjCGI cor-

related significantly positively with all domains of ISMI 

except stigma resistance.

Relationships between coping strategies and 
self-stigma
The sum of Pos.Cop strategies correlated negatively with 

all domains of self-stigma, just as Neg.Cop strategies cor-

related positively with all domains of self-stigma measured 

by ISMI (Table 8).

Regression analyses
Because several factors were related to the sum of the Q-LES-

Q, multiple stepwise-regression analyses were performed to 

detect the major critical factors linked to QoL in outpatients 

with NsD. The dependent variable was Q-LES-Q total. The 

independent variables were partnership, diagnostic sub-

group, number of hospitalizations, ObjCGI, SubjCGI, Pos.

Cop, Neg.Cop, employment, and ISMI total. Six steps of 

backward-regression analysis identified the most significant 

factors connected with Q-LES-Q total. Those were Pos.Cop, 

employment, and overall ISMI rating, which explained 32.9% 

of Q-LES-Q total scores (Table 9).

According to the hypothesis, self-stigma was significantly 

related to many factors, so we performed the multiple-regres-

sion analyses for this as well. Independent factors included 

age, sex, partnership, education, employment, retirement, 

onset of disorder, duration of disorder, number of hospital-

izations, Q-LES-Q total, Pos.Cop, and Neg.Cop. The most 

significant factors connected to self-stigma were SubjCGI, 

Pos.Cop, and Q-LES-Q total, which explained 44.5% of ISMI 

total (F
88

=18.673, P<0.001; Table 9).
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Mediation analysis
Previous analyses showed that QoL (Q-LES-Q total) might 

be significantly influenced by Pos.Cop, Neg.Cop, self-stigma 

(ISMI total), and ObjCGI. Amos software was used for the 

analysis. The specific method was maximum likelihood, 

as it is a golden standard in structural equation modeling 

and robust against normality violations.38 Figure 1 shows 

standardized estimates of the pathways. The two paths link-

ing ObjCGI with Q-LES-Q were significant. Fit indices 

also revealed a relatively appropriate model fit (χ2
1
=4.463 

[P=0.035], CFI 0.976, GFI 0.985, NFI 0.970, RMSEA 

0.154). As such, levels of self-stigma and Neg.Cop strategies 

influenced QoL.

Discussion
This study evaluated relationships among demographic and 

clinical data, self-stigma, QoL, and coping strategies. The 

demographic characteristics of the sample were comparable 

to other outpatient investigations on NsD for age, age at 

onset, sex, and marital and occupational status.64–66 In the first 

analysis, relationships between self-stigma and QoL, coping 

strategies, and demographic data were evaluated. The findings 

showed that sex, partnership, education, and employment 

played no role in self-stigma. Identical results were found 

in other studies where no differences of self-stigma in con-

nection with sex, ethnicity, education, or occupation were 

shown.36,37,67 Yen et al68 did not confirm associations between 

Table 9 Multiple regression analysis with sum of Q-LES-Q or ISMI total as a dependent variable

Q-LES-Q Regressors B SE b t Significance

Employment –21.292 9.268 –0.190 –2.297 0.024

ISMI total –1.871 0.512 –0.361 –3.654 0.001

Pos.Cop 4.373 1.663 0.259 2.629 0.010

F99=17.191, P<0.001; adjusted R2=0.329

ISMI total Regressors B SE b t Significance

SubjCGI 2.667 0.925 0.264 2.883 0.005

Pos.Cop –0.750 0.339 –0.224 –2.212 0.030

Neg.Cop 0.475 0.250 0.178 1.903 0.060

Q-LES-Q total –0.049 0.017 –0.260 –2.833 0.006

F88=18.673, P<0.001; adjusted R2=0.445

Abbreviations: Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; ISMI, Internalized Stigma of Mental Illness; ObjCGI, objective Clinical Global Impression; 
SubjCGI, subjective CGI; Pos.Cop, positive coping; Neg.Cop, negative coping.

0.46

–0.58 e4

e2

ISMI

Neg.Cop

Q-LES-QobjCGI

0.16
–0.16

0.33

e3

e1

Figure 1 Mediation-analysis model.
Abbreviations: ISMI, Internalized Stigma of Mental Illness; ObjCGI, objective Clinical Global Impression; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire;  
Neg.Cop, negative coping. 
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age, sex, and self-stigma either. On the other hand, Girma 

et al69 described higher self-stigma scores in women than in 

men. The level of self-stigma diminished with increasing 

levels of education. In the same way, participants who had 

a partner stigmatized themselves less than those without 

a partner. Also, the effect of education was important, as 

participants who had achieved higher education stigmatized 

themselves less. Marital status also influenced self-stigma. 

The differences in results could be attributed to different 

subpopulations of patients with various diagnostic and clini-

cal conditions.

The findings showed that sex and partnership played no 

role in perceived QoL. However, QoL was different between 

patients with elementary education and patients with univer-

sity education. Also, patients with a job displayed statisti-

cally significantly higher QoL than unemployed patients. 

These outcomes are similar to our results with patients with 

schizophrenia, where employed patients described higher 

QoL than unemployed patients.70

Hypotheses
QOL will correlate negatively with self-stigma
As in our previous studies in other patient groups, this hypoth-

esis was confirmed.22,24,25,70 All Q-LES-Q domains negatively 

correlated with all ISMI domains, except school/study (prob-

ably caused by the small number of studying participants). It 

seems that patients who feel more socially excluded because 

of stigma experience lower QoL to a greater extent. The same 

applies to feelings of alienation from one another or society 

because of experiencing stigma. The findings are also in 

agreement with Vrbova et al,25 who also showed that self-

stigma negatively predicted QoL in schizophrenic patients. 

Multiple-regression and mediation analyses confirm the 

results from correlations that self-stigma is one of the most 

powerful factors influencing QoL. Also, our previous studies 

showed that self-stigma correlated negatively with QoL in 

schizophrenia and depression.22,70

QOL will correlate positively with positive coping 
and negatively with negative coping
A hypothesis that QoL correlates positively with Pos.Cop was 

confirmed in correlation analysis and multiple regression. 

Pos.Cop strategies were significantly correlated with QoL. 

As Friedman et al53 pointed out, a positive approach to life 

may cause a promising effect on QoL in connection with 

Pos.Cop. However, the question is if patients who develop 

neurotic symptoms, such as anxiety, in reaction to stress can 

cope with stressful life events adaptively or not. Patients with 

social phobia use more Neg.Cop than others in that diagnostic 

category, so we can assume that Neg.Cop strategies, such as 

avoidant and escape tendencies and resignations used in this 

group of NsD due to ill-fated fear of contact with the outside 

world, are represented to a more considerably maladaptive 

degree. On the other hand, patients with panic disorder and 

agoraphobia may be evasive somewhat selectively in certain 

situations or focus specifically rather than in general. There-

fore, they may have the lowest degree of negative manage-

ment. Jacofsky et al49 pointed out that specific maladaptive 

coping strategies in different anxiety disorders affect the 

individual’s capability to break the paired link between 

circumstances and symptoms of anxiety. Escape tendencies 

are frequently used by individuals with panic attacks and 

(social) phobia. Negative reinforcement (social phobia), 

safety behavior (panic and GAD), sensitization (GAD), and 

anxious avoidance (GAD, panic disorder, social phobia). 

Gattino et al71 posited that problem-focused approaches 

(positive reframing, active coping, using support) increase 

QoL in all its proportions, whereas emotion-focused coping 

(self-blame) reduces both psychological and physical QoL. 

Analogous outcomes were found in our previous studies on 

patients with schizophrenia and depression.22,43

On the other hand, mediation analysis indicated that QoL 

was mostly influenced by self-stigma and Neg.Cop strategies, 

which were both influenced by ObjCGI. It is interesting that 

according to the regression analysis, one of the main fac-

tors correlated with the Q-LES-Q were Pos.Cop strategies, 

but mediation analysis showed Neg.Cop strategies to be the 

main factor. In structural equation modeling, their interrela-

tions are analyzed. Based on the theoretical background, 

several specific models explaining relationships between 

studied variables were selected. The significance of predic-

tors of Q-LES-Q depends not only on isolated connections 

between each factor and the dependent variable but also on 

the structure of the model, ie, the associations among all 

these variables. As such, although Pos.Cop strategies were 

considered related to Q-LES-Q in multiple regression, they 

lost their impact in a model that tries to explain the relation-

ships among the variables. Also, Neg.Cop strategies, which 

did not pass into the last step of the multiple regression 

(being pushed out by variables that showed a stronger isolated 

connection with the dependent variable) were meaningful in 

the supposed explanatory model. In this model, the factor of 

Neg.Cop strategies was a significant mediator. Therefore, it 

is not a strong dependent factor influencing Q-LES-Q, but 

significantly influences Q-LES-Q as a “middleman” between 

the severity of the disorder and Q-LES-Q.
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QOL will correlate negatively with severity of 
disorder
Subjectively and objectively evaluated severity of the 

disorder correlated negatively in most of the Q-LES-Q 

domains, except school/study. The mean age of the patients 

in the sample was around 48 years. We also confirmed this 

hypothesis in our previous study in schizophrenia, where 

QoL and severity of disorder were significantly related 

as well.70 Also, in another study, Q-LES-Q total and most 

Q-LES-Q domains correlated negatively with subjective 

and objective evaluation of the severity of the disorder in 

patients with depression.42

When subjectively and objectively evaluated severity 

of the disorder were put into multiple-regression analysis, 

they were removed by other more influential factors, such 

as self-stigma, employment, and Pos.Cop. However, in the 

mediation-analysis model, which considers interactions 

between factors, objective assessment of the severity of the 

disorder was a factor that impacted QoL indirectly through 

self-stigma and Neg.Cop strategies, as is visible in Figure 1.

QOL will vary for different groups of neurotic 
illnesses
The diagnostic subgroups differed significantly only in age 

and using Neg.Cop strategies, but not in other measured 

clinical or psychological variables. As such, such variables 

as severity of disorder, self-stigma, Pos.Cop, and QoL did 

not play a significant role in connection with the type of 

diagnosis. Norberg et al72 showed that patients diagnosed 

with anxiety disorders stated lower QoL than healthy con-

trols. Reviews by Mogotsi et al73 and Mendlowicz and Stein5 

about QoL in different anxiety disorders gave a practically 

identical portrait of anxiety disorders as disorders that 

noticeably decrease QoL and psychosocial functioning. A 

meta-analysis by Olatunji et al74 evaluated dissimilarities in 

QoL between individuals suffering from anxiety disorders 

and nonclinical controls. No anxiety-disorder diagnosis 

was linked with significantly poorer QoL than in any other 

diagnosis of anxiety disorder. On the contrary, Cramer et 

al10 investigated the influence of specific anxiety disorders 

on specific QoL indicators in a typical population. The 

outcomes indicated that panic disorder and social phobia 

within the past year, lifetime, and GAD within the past year 

had an independent influence on QoL when controlling for 

some sociodemographic variables, physical health, and other 

DSM-III-R Axis I psychiatric disorders. OCD and specific 

phobias had only an insignificant effect, and agoraphobia 

displayed no impact.

QOL will be significantly related to demographic 
factors, such as education, partnership, and 
employment
Employment is recognized as an essential factor in QoL. It is 

such a substantial factor that it passed the regression analysis 

as an independent factor. However, a connection between 

QoL and partnership was not found: patients with a partner 

had the same level of QoL as patients without a partner. 

Patients with elementary education had significantly lower 

QoL than university-graduated patients, but education was 

not a strong enough factor to pass the multiple regression 

analysis and did not show an effect in the mediation-analysis 

model.

QoL assessed by Q-LES-Q total showed a statistically 

significant difference between unemployed and employed 

patients. Employment was such a substantial factor that it 

passed the multiple-regression analysis as one of the three 

most powerful individual factors influencing QoL (with 

self-stigma and Pos.Cop). Having a job is quite an essential 

factor in QoL. Being employed was positively related to QoL 

in schizophrenia patients.75 However, the causal direction 

of this link is uncertain: employment did not show up as an 

essential factor in the mediation-analysis model. Our study 

did not show a correlation of QoL with partnership status 

of the patient, in opposition to many previous studies.75–77

Self-stigma will correlate positively with severity of 
disorder
Disorder severity, especially in connection with subjective 

perception of severity, was significantly associated with self-

stigma in all domains. Subjective evaluation of the severity 

of the disorder also passed multiple-regression analysis as 

one of the most influential factors influencing self-stigma. 

Self-stigma is typically greater in participants with more 

severe symptoms of psychiatric disorder.22,24,35,36,54,67,70,78 It 

can also relate to the finding that patients with greater self-

stigma tend to experience more serious signs of anxiety and 

depression.58,79

Self-stigma will correlate positively with negative 
coping and negatively with positive coping strategies
This hypothesis was confirmed in this study. Each of the 

coping strategies, whether positive or negative, except need 

for social support, which is considered a neutral strategy, 

was significantly related to self-stigma and its domains 

(except stigma resistance, in which most coping strategies 

were not associated). In the case of avoiding social contact 

within a self-stigma, positive self-instruction and resignation 
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positively and negatively impacted the positive and negative 

effects of whether or not a particular individual was looking 

for a connection and could gain a positive experience with 

people and environment or whether the patient avoided social 

contact and hence could stigmatize themselves to a greater 

extent. Rüsch et al80 showed that persons who stigmatize 

themselves have a tendency to experience social anxiety. 

Social anxiety produces and is strengthened by safety and 

avoidant behavior. Persons with internalized stigma have a 

tendency to isolate themselves from society.81 In our previous 

investigation of schizophrenia-spectrum-disorder patients, 

we also found significant associations between coping strate-

gies and self-stigma. The capacity to use Pos.Cop is linked 

to decreasing self-stigma, and using Neg.Cop strategies 

mainly increases the self-stigma.70 We cannot answer ques-

tions about causality in this cross-sectional study. Positive 

self-instruction and resignation are also essential strategies 

relating to alienation and stereotype agreement.

The regression analysis indicated that the most impor-

tant aspects associated with QoL were Pos.Cop strategies, 

employment, and total self-stigma score. Other factors 

were not strong enough to pass the regression analysis. 

According to many studies, these factors are important in 

QoL.5,10,22,53,72–75 It seems that there could exist a significant 

interaction between having a job as an essential part of QoL 

and good life feeling, which can be associated with positive 

management of life events and reduced self-stigma because 

of a positive perception of one’s self. A cross-sectional study 

cannot answer questions on interactions and causality among 

these variables.

Limitations
The study had several shortcomings. The information was 

derived primarily from self-assessment. The use of such 

methods is limited by the ability of self-reflection of par-

ticipants and willingness to be open with their information. 

Another limitation was the broad range of the NsD and 

comorbidities that the probands experienced. We did not 

assess the level of depression in this cross-sectional study, 

because “current depressive episode” was in the exclusion 

criteria. Serious somatic illness was also in the exclusion 

criteria. The patients were also treated with different medica-

tions, but the exact doses of the drug used were not monitored 

in this study.

Conclusion
Self-stigma, QoL, and coping strategies were revealed as 

important factors for people with NsD. The study confirmed 

links between self-stigma, QoL, severity of disorder, and 

coping strategies of outpatients with NsD. Self-stigma 

was not affected so much by the particular diagnosis. 

However, participants with higher severity of disorder, 

higher self-stigma, and Neg.Cop described a lower QoL. 

Future investigations should focus on paths of self-stigma 

and the impact of coping strategies on QoL in longitudinal 

studies of NsD.

Suggestions for practice include conveying the message to 

clinical workers that self-stigma, coping strategies, and QoL 

are interconnected. Speaking with patients about their under-

standing of being a psychiatric patient and being “cured”, 

understanding their fears of changes in life roles and their 

self-stigma directly, and encouraging them to change this 

opinion of themselves can be reasonably central for patients 

and their recovery.
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