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Schizophrenia patients’ family environment,
internalized stigma and quality of life

Schizophrenia is a chronic disease that leads ability loss with 
a set of symptoms including expansiveness, withdrawal 

and cognitive loss in attention, memory and executive func-
tion.[1] It is a serious psychological disorder that needs to be 
tackled on a people-to-people level. According to the Global 
Disease Burden study carried out in 2010 by the World Health 
Organization, schizophrenia is the disease that causes the 
most ability loss, and its point prevalence is between 0.21–
0.7%.[2] In Turkey, a systematic study of psychosis epidemiol-

ogy found that schizophrenia’s frequency is 8.9 out of 1000 
people, which is higher than that of other countries.[3]

Unhealthy family environment and internalized stigmatiza-
tion may worsen the quality of life in schizophrenia disease. 
Family is an important milestone in the development of men-
tal structure of a person and certain family environments can 
change the direction of psychiatric disorders.[4,5] Non-biolog-
ical components such as unhealthy family communication, 
psychiatric and social difficulties occur in the development 

Objectives: This descriptive study was performed to determine the family environment, internalized stigma and the 
quality of life of schizophrenia patients.
Methods: This study was performed between December 2011 and February 2012 with 51 outpatients and 51 patient 
relatives who were diagnosed with schizophrenia under DSM-IV-TR (American Psychiatric Association, 2000) and who 
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sonal relationships (43.94±8.20, 27.10±5.59) and control (46.29±6.72, 26.57±4.30) in the family environment (p>0.05). 
The patients’ mean score on the Internalized Stigma of Mental Illness Scale was 76.12±17.15. On its subscales, they 
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tions were at a moderate level. As their perceived internalized stigma level went up, their quality of life areas significantly 
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treatment such as family environment and internalized stigma. They should also develop and implement programs.
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of schizophrenia, and communication problems with parents 
who have high risk children can increase the vulnerability.[5] 
A study done in China found that families of schizophrenic 
patients were more conflict prone and inconsistent, and they 
thought that intellectual and entertaining activities were not 
sufficient than the control group.[6]

The effect of schizophrenia may narrow patients’ environment 
by negatively affecting other people’s approach towards them. 
Internalization or self-stigmatization is the adoption of stigma-
tizing opinions such as dangerousness and inadequacy by in-
dividuals with psychiatric disorders. Internalized stigmatization 
obstructs compliance to treatment and recovery.[7,8] A study 
showed that highly internalized stigmatization, low levels of 
self-respect and weak insight were the factors that affected 
compliance to treatment negatively.[9] Another study found 
that schizophrenic patients with high functionality, low per-
ception of internalized stigmatization and readiness to change 
their behavior were better at compliance to treatment.[10]

Studies have indicated that promoting quality of life was 
an important indicator in amelioration of symptoms and 
functional recovery and also a valid and beneficial outcome 
criterion.[11,12] Schizophrenics’ distortions in important func-
tionality fields such as work, interpersonal communication 
and self-care reduce quality of life.[13] The subjective determi-
nants of quality of life are clinical, sociodemographic, mental 
and social. Mental-social situations and treatment programs 
for depression can improve the quality of life of patients.[14] A 
study of the quality of life of schizophrenia and mood disorder 
patients found that disease factors such as mental problems, 
family burden, suicide attempts, attitude about self-care giver 
and living far from home were the most important determin-
ers of quality of life, and family factors were more significant 
than social factors in mental symptom level.[15]

The main aim of schizophrenia treatment is to help patients 
to recover and improve their quality of life by reducing symp-
toms and preventing relapses.[16] Cooperation between the 
patient, family and medical staff increases its efficacy. Psy-
chiatric nurses must consider the factors that affect recovery 
and quality of life such as family environment and internalized 
stigmatization. Patients’ quality of life can be boosted by in-
creasing their self-esteem, social abilities and decision-making 
ability with culturally suitable and evidence-based practices. 
In the light of these information, this study was conducted to 
determine family environment, internalized stigmatization 
and quality of life. It sought to answer these questions:
1.	 What are the family environment perception levels of the 

schizophrenic patients and the patient relatives?
2.	 Is there a difference between the family environment per-

ception levels of the schizophrenic patients and the patient 
relatives?

3.	 In what level does the schizophrenic patients perceive the 
internalized stigmatization and quality of life?

4.	 Is there a correlation between patients’ family environment, 
internalized stigmatization and quality of life scores?

Materials and Method
Population and Sample
This study is descriptive research. It was conducted at the psy-
chiatry clinic of Erzincan State Hospital between December 
2011 and February 2012. The population of the study were 64 
outpatients who were diagnosed with schizophrenia accord-
ing to criteria of DSM-IV-TR (American Psychiatric Association, 
2000) in the past year (December 2010-December 2011). Sam-
ple selection was not performed, and 51 patients who met the 
research criteria and 51 patient relatives were included in the 
study for family environment assessment because the percep-
tions of patient relatives are important.

Inclusion and Exclusion Criteria for Patients
According to the criteria of DSM-IV-TR, the inclusion criteria 
included being an outpatient diagnosed with schizophrenia, 
being in clinical remission, being between 18 and 65 years old 
and voluntary participation in the study. The exclusion criteria 
included being diagnosed with any physical disorder (hearing 
or speech disorders), neurological disorder and being men-
tally retarded.

Inclusion and Exclusion Criteria for Patient Relatives
The inclusion criteria included living with a schizophrenic pa-
tient at least 1 year, being between 18 and 65 years old and 
voluntary participation in the study. The exclusion criteria 
included any physical (hearing, speech disorder) and mental 
(psychotic disorder, mentally retarded) obstacle.

Process
The data of the study were collected by the first author at the 
psychiatry polyclinic of Erzincan State Hospital in 25–30 min-
utes. The interviews were done face-to-face with the patients’ 
relatives in a suitable room.

Data Collection Tools
The Descriptive Form for Patients: This form has 10 ques-
tions, 7 about the sociodemographic features of the patients 
(age, gender, marital status, education level, working status, 
who they live with and economic status) and about the fea-
tures of the disease (duration of the disease, number of hospi-
talizations, disease/treatment information status).
The Descriptive Form for Patient Relatives: This form has 8 
questions about the patient relatives’ sociodemographic fea-
tures (age, gender, marital status, education level, occupation, 
degree of closeness with the patient, their roles and support 
status).
The Family Environment Scale (FES): This scale was devel-
oped by Fowler (1982), and the validity and reliability study 
of the scale was done by Usluer (1989).[17] It assesses the men-
tal and social perception of the family environment and can 
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be used for patients and family members. The scale has 26 
items in two subscales: relationships among individuals and 
control. The highest possible scores for relationships among 
individuals and control are 64 and 40, respectively. Subscale 
scores indicate perceived levels of relationships among in-
dividuals and control. The Cronbach’s alpha values were 
found to be 0.82 and 0.74, respectively, for the subscales in 
the internal consistency calculation, and 0.83 and 0.67 in this 
study.[18]

The Internalized Stigma of Mental Disorders Scale (ISMI): 
This scale was developed by Ritsher et al. (2003). Its validity 
and reliability study was done by Ersoy and Varan (2007).
[19] It assesses internalized stigmatization and consists of 29 
items in five subscales: alienation, stereotype endorsement, 
perceived discrimination, social withdrawal and stigma resis-
tance. Total scores range from 29 to 116. High scores indicate 
more internalized stigmatization. In the validity and reliability 
study, the Cronbach’s alpha coefficient of the subscales were 
0.84, 0.71, 0.87, 0.85, 0.63, respectively. The entire scale's in-
ternal consistency coefficient was 0.93. This study found the 
subscale coefficients to be 0.69, 0.58, 0.75, 0.86, 0.48, respec-
tively, and total alpha value was 0.90 due to the difference of 
alpha values.

The World Health Organization Quality of Life-Short Form-
Turkish Version (WHOQOL-BREF-TR): This scale was devel-
oped by the WHO, and its validity and reliability was done by 
Eser et al. (1999).[21] It assesses mental, social and environmen-
tal well-being and consists of 26 questions. The environmen-
t-TR subscale score is used in the Turkish version. Subscale 
scores range from 4 to 20, with higher scores indicating higher 
quality of life. In the validity and reliability study, the Cron-
bach’s alpha coefficients of the subscales were 0.83, 0.66, 0.53 
and 0.73, respectively.[20] This study found them to be 0.72, 
0.55, 0.59 and 0.60, respectively.

Ethical Principles
Erzincan State Hospital and the Erzincan Local Health Author-
ity gave written consent and ethical approval was obtained 
from Erzincan University Ethics Committee of Health Sciences 
(dated 12/7/2011 and numbered 4/1). In addition, verbal con-
sent was obtained after explaining the purpose, method and 
contribution of the research to the patients and patient rela-
tives who met the study inclusion criteria.

Statistical Analysis
SPSS 22.0 software was used for the statistical analysis, and the 
threshold for statistical significance was p<0.05. The descrip-
tive characteristics were indicated as numbers, percentages 
and mean values. The t-test was used to assess the difference 
between the mean scores of the patient and patient relatives, 
and Pearson’s correlation analysis was used to determine the 
correlations between scales.

Results

The Descriptive and Disease-related Features of the
Patients and the Patient Relatives
Of the patients in the study, 70.6% were male, 62.8% were 
single, and 35.3% had completed primary school. Of them, 
31.4% had temporary jobs, 47.1% had less income than their 
expenses, and 58.8% were living with their parents. Of the pa-
tients, 45% stated that they had little information about their 
disease. The mean duration of the disease was 16.08±10.87 
years, the mean number of hospitalizations was 5.04±7.22, 
and the patients’ mean age was 38.61±11.29 (Table 1).

Table 1. The distribution of the patients’ descriptive 
characteristics (n=51)

Descriptive characteristics	 n	 %	 Mean±SD 

Gender		
	 Female	 15	 29.4 
	 Male	 36	 70.6
Marital status		
	 Single	 32	 62.8
	 Married	 12	 23.5
	 Widow/divorced	 7	 13.7
Education level		
	 Illiterate	 13	 25.5
	 Primary school 	 18	 35.3
	 Middle school 	 9	 17.6
	 High school 	 11	 21.6
Working status		
	 Never worked	 14	 27.5
	 Not working	 9	 17.6
	 Worked in temporary jobs	 16	 31.4
	 Working	 12	 23.5
Income level perception		
	 Income less than expenses	 24	 47.1
	 Income equal to expenses	 21	 41.2
	 Income greater than expenses	 6	 11.7
People he/she lives with		
	 Alone 	 2	   3.9
	 Mother-father	 30	 58.8
	 Spouse and children	 13	 25.5
	 Another relative
	 (sibling or cousin)	 6	 11.8
	 Information about the
	 treatment of the disease
	 No	 20	 39.2
	 Yes-a little bit 	 23	 45.1
	 Yes-moderate	 8	 15.7
Duration of illness (years)			   16.08±10.87
Number of hospitalizations			   5.04±7.22
Age (year)			   38.61±11.29

SD: Standard deviation.



83Ebru Karaağaç Özçelik, Schizophrenia, family environment, stigmatization / dx.doi.org/10.14744/phd.2017.07088

Of the patient relatives, 60.8% were female, 72.6% were mar-
ried, and 39.2% had completed primary school. Of them, 51% 
were housewives and mothers of the patients, 49% were 
caregivers of the patient and other family members. Of the 
patient relatives, 45.1% had no support. Their mean age was 
48.37±14.68 (Table 2).

The Patients and Patient Relatives’ Mean Scores on the 
Family Environment Scale
Among subscale of FES, patients’ interpersonal relations and 
control mean scores were 43.94±8.20 and 27.10±5.59, respec-
tively, and the patient relatives’ interpersonal relations and con-
trol mean scores were 46.29±6.72 and 26.57±4.30, respectively.

No significant difference was found between the mean inter-
personal relations and control scores in family environment of 
the patients and the patient relatives.

Internalized Stigmatization and Quality of Life Levels of 
Patients
The patients’ ISMI subscale mean scores for alienation, stereo-
type endorsement, perceived discrimination, stigma resis-
tance and social withdrawal were 15.63±4.41, 18.24±4.20, 
13.67±4.09, 12.35±3.36 and 16.24±5.21, respectively. The ISMI 
mean score was 76.12±17.15. The patients perceived an inter-
nalized stigmatization above a moderate level in all the sub-
scales. The quality of life physical, mental, social and environ-
mental subscale mean scores were 12.00±2.75, 11.11±3.02, 
9.15±3.72 and 11.56±2.61, respectively. It was found that 
quality of life was at a moderate level. The physical subscale 
mean score was highest, and the social subscale mean score 
was the lowest (Table 5).

The Patients’ Family Environment, Internalized
Stigmatization and Quality of Life Relations
As Table 5 shows, the correlation between ISMI alienation 
and the WHOQOL-BREF-TR physical, mental and environmen-
tal subscale mean score was found to be weak and negative 

Table 2. Distribution of the descriptive characteristics of the 
patient relatives  (n=51)

Descriptive characteristics	 n	 % 

Gender		
	 Female 	 31	 60.8 
	 Male	 20	 39.2
Marital status		
	 Single	 7	 13.7
	 Married	 37	 72.6
	 Widow	 7	 13.7
Education level		
	 Illiterate	 19	 37.3
	 Primary school  	 20	 39.2
	 Middle school  	 4	  7.8
	 High school 	 8	 15.7
Profession		
	 Not working	   5	 9.8
	 Housewife	 26	 51.0
	 Retired	   6	 11.8
	 Industrial worker	 10	 19.6
	 Office worker	  4	   7.8
Degree of closeness with the patient		
	 Spouse 	 9	 17.7
	 Mother 	 26	 51.0
	 Children	 4	  7.8
	 Relative	 4	  7.8
	 Sibling 	 8	 15.7
Role		
	 Only patient	 24	 47.0
	 Family and other family member	 25	 49.0
	 Patient and his/her disease	 2	  4.0
Support status		
	 No 	 23	 45.1
	  Other family members/environment	 10	 19.6
	 Institution/association/foundation	 18	 35.3
Yaş (yıl), (Mean±SD)			   48.37±14.68

SD: Standard deviation.

Table 3. FES mean score distribution of the patients and 
patient relatives (n=51)

FES 	 Obtainable	 Obtained	   Mean±SD
		  score	 score 
            	 interval	 interval	

Patient			 
	 Interpersonal relations	 16–64	 22–64	 43.94±8.20
	 Control 	 10–40	 13–40	 27.10±5.59
Patient relative			 
	 Interpersonal relations	 16–64	 23–60	 46.29±6.72
	 Control	 10–40	 13–39	 26.57±4.30

FES: Family Environment Scale; SD: Standard deviation.

Table 4. Comparison of FES mean score distribution of the 
patients and patient relatives (n=51)

	 Family Environment Scale

	 Interpersonal relations	 Control
	 Mean±SD	 Mean±SD

Patient 	 43.94±8.20	 27.10±5.59
Patient relative	 46.29±6.72	 26.57±4.30
Test and importance	 t=1.827	 t=-.481
	 p=.071	 p=.631

FES: Family Environment Scale; SD: Standard deviation.	
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(p<0.01, p<0.05), and a weak positive correlation was found 
with the control subscale (p<0.05). A weak negative correla-
tion was found between stereotype endorsement and the 
physical and mental subscales (p<0.05), and the correlation 
with control subscale was weak and positive (p<0.05). The 
correlation between social withdrawal and stigmatization 
resistance and the physical, mental, social and environmen-
tal subscales was found to be weak and negative (p<0.01, 
p<0.05). A weak negative correlation was found between 
total score on the ISMI and the physical, social and environ-
mental subscales (p<0.01, p<0.05), and a moderate negative 
correlation with the mental subscale and a weak positive 
correlation with the control subscale were found (p<0.01, 
p<0.05) (Table 6).

Discussion

A positive family environment is protective for individuals with 
psychosis. It helps to reduce symptoms, increase social func-
tionality and mitigate the effects of having difficulties. Difficul-
ties in family environments with conflicts, low protectiveness 
level and specifically violence, negligence and aggressiveness 
cause poor health outcomes and allostatic load. Within this 
scope, nonfunctional family environments have negative ef-
fects on mental health and increases the risk of being inde-
pendent from family history.[22,23] Positive family characteristics 
affect treatment positively, and determinants of positive fam-
ily relationships such as sincerity or positive efforts by family 
members for patients with psychosis reduce symptoms of the 
disease and boost social functionality.[24] This study found that 

Table 5. Distribution of the patients’ ISMI and WHOQOL-BREF-TR mean scores (n=51)

ISMIS	 Score Range of the Scale	 Obtained Score Range on the Scale	  Mean±SD

Yabancılaşma	 6–24	 7–24	 15.63±4.41
Kalıp yargıların onaylanması	 7–28	 8–26	 18.24±4.20
Algılanan ayrımcılık	 5–20	 5–20	 13.67±4.09
Damgalanmaya karşı direnç	 5–20	 5–19	 12.35±3.36
Sosyal geri çekilme	 6–24	 6–24	 16.24±5.21
RHİDÖ toplam 	 29–116	 36–105	 76.12±17.15
WHOQOL-BREF-TR			 
	 Bedensel 	         	 4–17	 12.00±2.75
	 Ruhsal 	 4–20	 4–16	 11.11±3.02
	 Sosyal 		  4–16	 9.15±3.72
	 Çevre-TR		  6–16	 11.56±2.61

ISMI: Internalized Stigma of Mental Disorders Scale, WHOQOL-BREF-TR: The World Health Organization Quality of Life-Short Form-Turkish Version; SD: Standard deviation.

Tablo 6. The correlation between the patients’ mean scores on the WHOQOL-BREF-TR, FES and ISMI (n=51)

	 WHOOQ-BREF-TR 	 FES

	 Physical	 Mental	 Social	 Environmental	 Interpersonal	 Control
					     relations

 Scales	 r	 p	 r	 p	 r	 p	 r	 p	 r	 p	 r	 p

ISMIS												          
	 Alienation	 -.406	 .003**	 -.448	 .001**	 -.230	 .105	 -.332	 .017*	 .055	 .703	 .355	 .011
	 Stereotype endorsement	 -.294	 .036*	 -.320	 .022*	 -.239	 .091	 -.271	 .055	 .054	 .708	 .377	 .006**

	 Perceived discrimination	 -.290	 .039*	 -.300	 .032*	 -.307	 .029*	 -.213	 .134	 .120	 .400	 .358	 .010*

	 Social withdrawal	 -.402	 .003**	 -.492	 .001**	 -.354	 .011*	 -.354	 .011*	 -.049*	 .731	 .184	 .197
	 Stigma resistance	 -.324	 .020*	 -.463	 .001**	 -.376	 .006**	 -.355	 .011*	 -.180	 .206	 -.245	 .083
	 Total ISMI	 -.432	 .002**	 -.505	 .001**	 -.372	 .007**	 -.379	 .006**	 .006**	 .968	 .277	 .049*

FES												          
	 Interpersonal relations	 -.016	 .913	 .222	 .118	 .072	 .615	 .247	 .081	 1	 –	 .501	 .001**

	 Control	 -.201	 .158	 -.029	 .839	 -.116	 .418	 -.019	 .893	 .501	 .001**	 1	 –

FES: Family Environment Scale, ISMI: Internalized Stigma of Mental Disorders Scale, WHOQOL-BREF-TR: The World Health Organization Quality of Life-Short Form-Turkish Version. 
*p<0.05; **p<0.01.
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patients perceived interpersonal relations more negatively 
and sensed more control than patient relatives, but the differ-
ence was not significant. This answered the first two research 
questions. Another study conducted with patients diagnosed 
with schizophrenia and mood disorders and their relatives 
demonstrated that patient relatives were more positive and 
sensed more control than patient relatives, but the difference 
was not significant.[25] Studies carried out in Spain and the US 
with schizophrenic patients found a significant correlation 
between the FES scores of patients and patient relatives.[4,26] 
Another study showed that patients had more positive inter-
personal relationship than patient relatives, but control per-
ception levels were the same.[27] Yet another study found that 
distorted family functionality affected the ability to express 
emotion expression,[28] the family and social support perceived 
by patients.[23] Patients were able to deal with difficulties eas-
ily when they sensed that their families were more interested 
in them, attached to each other, organized, independent and 
less disturbed by conflict. A study carried out in Egypt found 
that excessive symptoms, male gender, noncompliance with 
treatment, history of violence and perceived family criticism 
had a relation with violent behaviors. Easing family criticism 
and developing healthy family communication were impor-
tant ways of reducing violence.[29] This study’s results suggest 
that patients’ family environment perception may have a rela-
tion with violence and characteristics related to disease.

Psychological mechanisms such as stigmatization, self-respect 
and reduced self-efficacy, deformity, hopeless and depression 
can affect compliance to treatment and reduce the likelihood 
of objectives such as living independently.[30] In this study, 
patients perceived internalized stigmatization above a mod-
erate level according to their lowest and highest ISMI scores. 
The studies by Tel and Ertekin Pınar,[31] Coşkun and Güven 
Caymaz found that total ISMI and subscale scores were low, 
and patients perceived moderately high levels of internalized 
stigmatization.[32] A study carried out with forensic psychiatry 
patients found that patients diagnosed with psychotic disor-
ders and high social withdrawal had higher self-stigmatization 
perception.[33] According to a study done in Ethiopia, approx-
imately half of the patients perceived moderately high levels 
of stigmatization, and living in a rural area, being single and 
specific psychotic symptoms were related with high level of 
internalized stigmatization. A study conducted in China found 
that schizophrenic patients’ ISMI score had a significant posi-
tive correlation with self-esteem and experienced discrimina-
tion scores.[34]

Another study found that most schizophrenic patients had 
low resistance to stigmatization, and a statistically significant 
relationship between living in a rural area, difficulty in adapt-
ing to anti-psychotic medicine, high levels of internalized 
stigmatization, alienation and stigmatization resistance to so-
cial alienation.[35]

Quality of life is a treating measure but affects schizophrenic 
patients negatively in terms of pharmacological, psychologi-

cal and social treatment, recovery and health care costs in the 
long term. Patients’ subjective quality of life is an important 
determinant in relapses and suicide attempt risks. In this study 
considering the lowest and highest values obtained from the 
scale, the patients’ physical, mental, social, and environmental 
quality of life perceptions were at a moderate level. Physical 
scale perception was the highest, and social field perception 
was the lowest.[36,37] These findings answer this study’s third re-
search question. According to Güneş[38] and Doğanavşargil,[39] 
patients’ perception of quality of life, environmental scale 
and social scale were generally at the moderate, highest and 
lowest levels, respectively. A study conducted by Rayan and 
Obiedate (2017)[40] in Jordan found that the quality of life per-
ception levels of schizophrenic patients were poor. Another 
study showed that all subscale scores of psychiatric patients’ 
quality of life were lower than those of a healthy control group. 
The schizophrenic patients had less social relation satisfaction 
than the schizoaffective or mood disorder patients, and their 
quality of life was affected by mental-social factors rather 
than psychopathological symptoms.[41] The physical subscale 
assesses daily functions such as vitality, pain, sleep and rest. 
In this study, the patients stated that they had high physical 
subscale perception, with outpatient recovered to a certain 
level. Most outpatients (56.9%, n=29) did not experience side 
effects, and they perceived better vitality and energy.
This study found that the higher internalized stigmatization 
levels, the lower quality of life scales became and a positive 
significant increase in interpersonal relations and control per-
ceptions. These findings answer this study’s fourth research 
question. The stigmatizing effect of the disease may narrow 
patient’s environment due to other people’s negative ap-
proaches towards them.[13] Additionally, patients whose ne-
cessities were not met due to deficiencies in social commu-
nication experience reduced quality of life. They feel alone, 
blocked and isolated because of not establishing relation-
ships with other deprived patients.[42] Many studies have ob-
served stigmatization perception in schizophrenic patients. 
The higher their stigmatization level, the lower their subjec-
tive quality of life was, and it has been shown that low life sat-
isfaction is an important aspect of subjective stigmatization.
[16,39,43,44] Studies done in China and Jordan have reported that 
the stigmatization and quality of life perceptions of schiz-
ophrenic patients were correlated negatively.[40,45] Internal-
ization of stigmatization and avoiding stigmatization made 
patients uncomfortable and reduced their quality of life. Due 
to low self-esteem, internalized stigmatization affects objec-
tive quality of life negatively by increasing symptoms and 
decreasing social functionality.[46] A study of 170 patients with 
schizophrenia and schizoaffective disorder found that the 
subjective quality of life and drug compliance of patients with 
high stigmatization levels were significantly low.[47] According 
to a study conducted with a multi-dimensional question form, 
patients who perceive high quality of life had low positive and 
negative syndrome, and their scores on the Calgary Depres-
sion Scale for Schizophrenia and the Global Assessment of 
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Functioning Scale were low and high, respectively.[48] A study 
comparing quality of life assessments by patients (subjec-
tive) and assessors (objective) with patients diagnosed with 
schizophrenia or a related disorder (schizo-affective, paranoid 
disorders) was conducted.[12] It found that patients with de-
pressive symptoms and patients with low insight perceived 
their quality of life as low and high, respectively, according 
to subjective assessment. This result is important in terms of 
measuring and interpreting quality of life in the research envi-
ronment. The results of insight deficiency relate to inadequate 
compliance to treatment and social functionality. However, 
high insight negatively affects the hope, self-esteem and qual-
ity of life of individuals with serious mental disorders. They 
showed indications of depression and attempted suicide. It 
was indicated that these results were related to internalized 
stigmatization.[49–51] This study suggests that positively corre-
lated internalized stigmatization perception in patients with 
interpersonal relations and control perceptions may have a 
correlation with insight.

Conclusion 

This study found no difference between control perceptions 
and interpersonal relations in family environment of patients 
and patient relatives. The patients perceived interpersonal 
relations at above a moderate level. Their quality of life was 
moderate. The higher their internalized stigmatization lev-
els, the more their quality of life significantly decreased 
while their interpersonal relations and control perceptions 
increased positively. Based on these results, it can be recom-
mended that health care staff must gain awareness and main-
tain it since their opinions, attitude and behaviors are impor-
tant to the quality of the service provided and the behaviors 
and attitudes of society towards these patients. Providing ed-
ucation about the inaccurate information and rumors about 
individuals who have mental disorders through public service 
advertisements and structured educational programs is an 
important initiative in the fight against internalized stigma-
tization. Patients’ quality of life must be boosted using soci-
ety-based educational and support programs, arranging so-
cial and education support groups and encouraging patient 
participation.

Limitations and Generalization of the Study
In this study, family environment, internalized stigmatization 
and variables particular to the disease that can affect quality 
of life perception were not controlled well enough. Despite 
this limitation, the sample size was kept large for Erzincan, and 
these findings can be generalized to the study group.
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