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Abstract in English 

Purposes: This thesis examines the variables internalized stigma, depressive symptoms and hope 

in people with a schizophrenia spectrum disorder in a longitudinal study design. After a detailed 

summary of current study results on this topic, the empirical part of the study will take place. In this 

part, the prevalence rate of the internalized stigma of the study sample is determined. Furthermore, 

the relationship between sociodemographic data and the internalized stigma is investigated. After-

wards, the stability of the variables over time and, in the case of changes, their relationship will be 

clarified. Finally, a path analysis for the exploration of possible causal relationships is calculated. 

 

Methods: Of the initial 284 participants, only 99 participants were included in the evaluations due to 

omissions of entire measurement instruments or non-appearance at the measurement times. The 

"completers" were characterized by the fact that they were present at least two of the three meas-

urement times. In order to ensure the comparability of the “completers” with the “non-completers”, 

these two groups were compared with t-tests or Mann-Whitney tests with each other. The preva-

lence rate of the “completers” was computed. T-tests and a one-way ANOVA examined the influ-

ence of sociodemographic variables on internalized stigma. The stability and correlation of the var-

iables over time was determined by multilevel modelling and hypotheses about possible causal 

relationships between the variables were calculated using correlations and a path model. 

 

Results: The prevalence rate of internalized stigmas in the sample was low compared to other 

Western cultures. No influence on sociodemographic variables on the internalized stigma could be 

found, but a trend could be observed that the internalized stigma is less pronounced in people liv-

ing in partnership or having many friends. Hope values remained the same over the entire course 

of the study and were comparable with the Austrian population. Depressive symptoms and values 

of the internalized stigma decreased over time and were related in their change, thus developing in 

a similar way. In the path model the autoregressive paths were significant over time, but due to 

possible causal relations over time, no consistent result was found.  

 

Conclusions: Future studies should try to explain the high hope values. Are they unique in this 

sample or can they be replicated? The question arises as to whether adaptation mechanisms or 

coping strategies are responsible for them and how they work.  The exact causal relationships be-

tween internalized stigma and depressive symptoms should also be investigated over time.  With 

regard to clinical practice, it seems reasonable that interventions address both the depressive 

symptoms and the internalized stigma at the same time. 



xi 

Abstract in German 

Ziele: Diese Arbeit untersucht die Variablen internalisiertes Stigma, depressive Symptome und 

Hoffnung bei Menschen mit einer Erkrankung aus dem schizophrenen Formenkreis in einer Längs-

schnitt-Studie. Nach einer detaillierten Zusammenfassung der aktuellen Studienergebnisse zu die-

sem Thema, findet der empirische Teil der Studie statt. In diesem Teil wird die Prävalenzrate des 

internalisierten Stigmas der Studienprobe bestimmt. Darüber hinaus wird der Zusammenhang zwi-

schen soziodemografischen Daten und dem internalisierten Stigma untersucht. Anschließend wird 

die Stabilität der Variablen im Zeitablauf und im Falle von Änderungen deren Zusammenhang ge-

klärt. Abschließend wird eine explorative Pfadanalyse zur Erforschung möglicher kausaler Zusam-

menhänge berechnet. 

Methoden: Von den anfänglich 284 Teilnehmern wurden nur 99 Teilnehmer aufgrund von Auslas-

sungen ganzer Messinstrumente oder Nichterscheinen zu den Messzeiten in die Auswertungen 

einbezogen. Die "completers" zeichnen sich dadurch aus, dass sie zu mindestens zwei der drei 

Messzeitpunkten anwesend waren. Um die Vergleichbarkeit der "completers" mit den "non-

completers" zu gewährleisten, wurden diese beiden Gruppen mit t-Tests oder Mann-Whitney-Tests 

miteinander verglichen. Es wurde die Prävalenzrate der "completers" berechnet. T-Tests und eine 

einseitige ANOVA untersuchten den Einfluss soziodemographischer Variablen auf das internalisier-

te Stigma. Die Stabilität und Korrelation der Variablen im Zeitverlauf wurde durch Mehrebenen-

Modelle bestimmt und Hypothesen über mögliche kausale Zusammenhänge zwischen den Variab-

len wurden mittels Korrelationen und einem Pfadmodell berechnet. 

Ergebnisse: Die Prävalenzrate des internalisierten Stigmas in der Stichprobe war im Vergleich zu 

anderen westlichen Kulturen gering. Es konnte kein Einfluss auf soziodemographische Variablen 

auf das internalisierte Stigma gefunden werden, aber es konnte ein Trend beobachtet werden, 

dass das internalisierte Stigma bei Menschen, die in Partnerschaft leben oder viele Freunde ha-

ben, weniger ausgeprägt ist. Die Hoffnungswerte blieben über den Studienverlauf stabil und waren 

mit der österreichischen Bevölkerung vergleichbar. Depressive Symptome und Werte des internali-

sierten Stigmas nahmen mit der Zeit ab und waren in ihrer Veränderung miteinander verbunden. 

Im Pfadmodell waren die autoregressiven Pfade im Laufe der Zeit signifikant, aber mögliche kausa-

le Zusammenhänge über die Messzeitpunkte konnten nicht gefunden werden. 

Schlussfolgerungen: Zukünftige Studien sollten die hohen Hoffnungswerte zu erklären versuchen. 

Sind sie in dieser Stichprobe einzigartig oder können sie repliziert werden? Es stellt sich die Frage, 

ob Adaptionsmechanismen oder Bewältigungsstrategien für sie verantwortlich sind und wie diese 

wirken.  Ebenso sollten die genauen kausalen Zusammenhänge zwischen internalisiertem Stigma 

und depressiven Symptomen über die Zeit erforscht werden. Bezüglich der klinischen Praxis er-

scheint es sinnvoll, dass Interventionen sowohl die depressiven Symptome als auch das internali-

sierte Stigma gleichzeitig adressieren. 
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1  Chapter One: Introduction 

1.1 Introduction to the thesis 

Different mental illnesses evoke various sorts of prejudices and stereotypes in people, 

whereby schizophrenia has a unique place because of myths and legends surrounding it. 

At best, members of our society connect chronically ill persons who are unable to pursue 

a regular employment with this disease. In the worst case, they have the concept of a 

dangerous and unpredictable individual whom cannot be trusted. Thus, schizophrenia is 

connected with an outstanding stigma which has been extensively examined in the last  

two decades (Allot et al., 2002, Holzinger et al., 2003, Angermeyer and Matschinger, 

2004, Thornicroft et al., 2009, Wood et al., 2014). 

The stigmatizing views of the society can be transferred to one´s own person. In the 

course of or even before the onset of the illness people are confronted with stereotypes, 

prejudices and discriminations through society (Link et al., 1989, Link and Phelan, 2001). 

After that, in some diagnosed people, harmful cognitive processes start in which stigmatiz-

ing beliefs of the society are internalized. During this internalization processes patients are 

well aware of what the society thinks about people with a schizophrenia spectrum disorder 

and they start to endorse and accept these beliefs and opinions for themselves which can 

have enormous impacts and consequences on coping processes and recovery outcomes 

(Corrigan, 2004, Watson et al., 2007, Munoz et al., 2011). 

To date, most studies have focused on correlative connections between internalized stig-

ma and psychological outcomes (see table 7 in this thesis). A few studies have tried to 

reveal the possible mediation- or moderation-processes of internalized stigma (see table 9 

in this thesis). The conception of theoretical models including other variables were exam-

ined but most of these studies have a cross-sectional design which involves a problematic 

interpretation concerning causality and a lack of prospective evidence.  

This thesis wants to examine the prevalence rate of the actual study sample and compare 

it with other studies. Furthermore, the relationship between socio-demographic variables 

and internalized stigma is of primary interest. Additionally, this thesis aims to test the sta-

bility or changeability and the relationships between internalized stigma, hope and de-
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pressive symptoms with a longitudinal study design to add to prospective evidence in this 

research field.   

The background information starts with a short characterization of the nature of schizo-

phrenia discussing epidemiology and etiology of the illness as well as the typical course of 

illness, the clinical phenomenology and different treatment approaches. The concept of 

hope and depressive symptoms, particular with regard to schizophrenia spectrum disor-

ders are presented. After that, the stigma of mental illness and the subsumed concepts of 

public stigma, internalized stigma and structural stigma are of central interest, followed by 

actual prevalence rates of internalized stigma in different cultures. Additionally, the 

presentation of cross-sectional and longitudinal correlation and regression studies as well 

as moderator and mediator analyses concerning internalized stigma in connection with 

various outcomes gives an overview of the current data situation.  Relevant measurement 

instruments to collect data about internalized stigma, depressive, negative and positive 

symptoms and hope are presented in the theoretical part of this thesis.  

In the empirical part, data of people with schizophrenia spectrum disorders are examined 

concerning variables of internalized stigma, depressive, positive and negative symptoms 

as well as hope. The prevalence rate of internalized stigma and its correlations to the oth-

er variables included in the study is a center of interest. Additionally, the stability of men-

tioned variables over time will be examined and a path model will unravel the longitudinal 

relationships of internalized stigma with the other mentioned variables. Major results of 

this thesis were published in the peer reviewed journal Psychiatry Research (Lagger et al., 

2018). 

1.2 Background 

1.2.1 Short overview and facts about schizophrenia 

Schizophrenia is classified under the category of severe mental disorders and it is charac-

terized by a possible chronic course of illness. From a psychological perspective it affects 

thoughts, emotions and behavior of affected persons. Its lifetime risk was a long time 

thought to be about 1% (Wittchen and Hoyer, 2006), but  recent systematic reviews come 

to a lower value for the lifetime prevalence of 0.5 – 0.8% and a lifetime morbid risk preva-

lence of 0.72% (Saha et al., 2005, McGrath et al., 2008). The worldwide incidence lies 
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between 11 and 15.2 persons per 100 000 with a 5.6-fold variance across different parts 

of the world (McGrath et al., 2004). 

Research on the etiology of schizophrenia has proposed a vast number of potential causal 

models. Twin studies revealed a heritability of about 80% (Sullivan et al., 2003) whereas 

Lichtenstein et al. (2009) determined a genetic contribution of 64% compared to 36% 

coming from environmental factors. Although genes and chromosomal regions were iden-

tified and found to be correlated with the development of schizophrenia the nature of the 

genetic contribution is still unclear. Environmental factors like cannabis use, prenatal in-

fection and malnutrition, perinatal complication, peripubertal psychological trauma and a 

history of winter birth were identified as potential risk factors (Tandon et al., 2008, Rethelyi 

et al., 2013, Debost et al., 2017, Matheson et al., 2014).  

Examined in more detail, results show that people who consume cannabis had an earlier 

onset of illness compared with non-consuming people (Large et al., 2011) and  the per-

centage of people who are affected with schizophrenia and consume currently or some-

time over the lifetime varies from around 16%  to 27% (Koskinen et al., 2010). Concerning 

prenatal infection and malnutrition Fekadu et al. (2010) showed that patients were more 

likely to be infected with Toxoplasma gondii antibodies in utero, while Cannon et al. (2002) 

found out that schizophrenia is correlated with maternal diabetes and a low birth weight. 

Exposure to poor childhood adversities or poor family relationships can also be  potential 

risk factors to develop schizophrenia (Matheson et al., 2014). A migration background was 

found to be a risk factor of developing schizophrenia while the heightened risk counts for 

first- and second generation immigrants and is particularly high for people immigrating 

from  economically developing nations (McGrath et al., 2004, Cantor-Graae and Selten, 

2005, Saha et al., 2005). 

Biochemical theories support the dopamine-hypothesis which assumes that schizophrenia 

is associated with an over-activated dopamine-system in limbic brain regions and an un-

der-activity of dopamine in the frontal lobe (Wittchen and Hoyer, 2006). As summed up 

properly by Matheson et al. (2014, p.3397): “…epidemiological findings suggest a combi-

nation of intrinsic (genetic) and extrinsic (environmental) factors operating during devel-

opment somewhere between conception and adolescence.” 

To date, despite strong efforts, it has not been possible to develop a coherent and causa-

tive model of the disease. Réthely et al. (2013) published a comprehensive model (shown 

in Fig.1) of the various methodological approaches which seek to unravel the different 

causes of schizophrenia and their possible interactions leading to the onset of illness. 
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Eventually, the future synthesis of results in these different research areas may someday 

reveal a valid model of the development of schizophrenia.  

Figure 1: Methodological approaches in the gene- environment interaction research in schizophre-

nia (Rethelyi et al., 2013) by courtesy of Elsevier 

 

 

Compared to the general population people affected by schizophrenia have a heightened 

risk of mortality because of natural (e.g.:  due to comorbid somatic illnesses relating to 

cardiovascular, respiratory, digestive, endocrine systems)  (Saha et al., 2007) or unnatural 

causes of death with a higher suicide risk, especially at the beginning of the illness 

(Palmer et al., 2005).  
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1.2.2 Course of illness 

The pioneers of characterizing and investigating the disease - initially named dementia 

praecox (Kraepelin, 1896) and later renamed schizophrenia (Bleuler, 1911) - were already 

aware of the fact that a first psychotic episode does not appear all of a sudden but follows 

precursory symptoms. The onset of schizophrenia  is marked by the prodromal period 

which often starts with depressive or unspecified symptoms, e.g.: depressive mood, fear 

or restlessness (Häcker and Stampf, 2004) and subsequent negative  symptoms as well 

as social impairment. There is evidence that depressive symptoms in the prodromal stage 

predict more severe first psychotic episodes, whereas no depression indicates higher 

negative symptoms, especially affective flattening in the mid-term course of illness. Expla-

nations for this differing course may be personality traits, in that people without depressive 

symptoms but higher affective flattening show generally a lower emotional responsiveness 

or simply a corollary of the disorder (Häfner et al., 1999). Compared to healthy controls, 

people in the prodromal period perform significantly lower in neurocognitive tasks, e.g. 

speed processing, vigilance, or working memory. In the course of illness the ability of solv-

ing tasks in those areas further lowers significantly (Corigliano et al., 2014).  

There is strong evidence that a longer untreated prodromal period leads to worse clinical 

and social outcomes as well as poorer treatment response in the long run (Marshall et al., 

2005, Large et al., 2008, Farooq et al., 2009, Boonstra et al., 2012, Klosterkotter et al., 

2008). 

Hence, the diagnosis of a “psychosis risk syndrome” has been proposed for the prodromal 

stage (Woods et al., 2010) in order  to facilitate preventive interventions in this early and 

sensitive stage of illness (Addington et al., 2012).  Therefore, it is of great importance to 

establish ambulant treatment offers for people being at high risk of developing schizo-

phrenia or being in early stages of the illness like the Frühinterventions- und Ther-

apiezentrum (FRITZ) in Berlin (Burkhardt et al., 2017).  

Studies about disease progression show widely varying results depending on the defini-

tions used. For example, recent systematic reviews show that only 13.5% of persons with 

schizophrenia meet clinical recovery criteria defined as having at most mild symptoms 

together with improved social functioning for two years. Despite treatment advances, this 

proportion appears not to have changed over the past decades (Jääskeläinen et al., 

2013), and relapse and rehospitalization rates are often high despite adequate medication 

(Kishimoto et al., 2012). On the other hand there is increasing evidence that people who 

suffer from psychosis can have a favorable prognosis (Zipursky et al., 2013) with just one 
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third of the patient population being in need of permanent care (Häcker and Stampf, 

2004). 

Study results suggest gender differences in the development of the illness and in its 

course. Women statistically fall ill three or four years later than men. They show better 

outcomes due to their premorbid social status - e.g. in terms of housing, vocational func-

tioning or partnership. Estrogen was identified being a protective factor in women´s ado-

lescents and it seems responsible for milder symptoms leading to a favorable course of 

illness. When the level of Estrogen lowers in the menopause the risk of developing schiz-

ophrenia increases (Hafner et al., 2013, Pang et al., 2016). In contrast, young men show 

more often socially adverse behavior, which negatively affects treatment adherence, com-

pliance and use of health care services (Häfner et al., 1999). These differences seem to 

level of in a long-term course of illness showing comparable results concerning function-

ality after two years of illness (Segarra et al., 2012). 

1.2.3 The clinical phenomenology of schizophrenia 

Generally, with respect to symptoms of schizophrenia the term “positive“ refers to “addi-

tional” experiences not present in healthy state, while the term “negative” refers to the 

“reduction or the loss of normal emotional and cognitive function and behavior”  

(Malaspina et al., 2014). 

Liddle (1987) extracted three factors from the positive and negative symptom continuum.  

The first factor “psychomotor poverty” described the negative symptom dimensions involv-

ing problems with emotional experience (e.g. anhedonia, avolition, apathy) and emotional 

expression (e.g. blunted or restricted affect). The second factor, “reality distortion” (e.g. 

hallucinations, delusions) equals positive symptoms, and the third factor “disorganization” 

subsumes formal thoughts disorder symptoms. 

Apart from classifying symptoms, researchers also proposed various concepts outlining 

possible underlying processes for positive and negative symptoms. There were two con-

trasting notions about the manifestation of positive and negative symptoms existed. In the 

beginning they were thought to be two separate entities coming from different physiologi-

cal processes, not determining each other (Reynolds, 1858) and later there was the idea 

that negative and positive symptoms are two contrasting expressions of a sole underlying 

change process of the brain (Jackson, 1958). 
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In the 1980´s, the theory of the positive-negative dichotomy gained ground in the research 

community. It was hypothesized that  the predominance of either positive or negative 

symptoms may reflect different subtypes of the disorder (Crow, 1980). Malaspina et al. 

(2014) reported that in the late 1980´s five different concepts of the relationship between 

positive and negative symptoms were prevailed: 

(I) Positive and negative symptoms are two ends of one dimension (bipolar) 

(II) There are different populations of patients with schizophrenia (negative vs. posi-

tive vs. mixed schizophrenia) 

(III) Negative and positive symptoms are independent dimensions of psychopathology 

(IV) Negative and positive symptoms reflect a core psychopathology (negative symp-

toms) together with release symptoms (positive symptoms) 

(V) Negative symptoms describe a distinct subgroup of schizophrenia patients in con-

trast to those who have positive symptoms (deficit vs. non-deficit schizophrenia) 

To date, the most important modifications in the revised classification systems DSM-V and 

ICD-11 are the cancellation of the subtypes of schizophrenia due to their prognostic 

weakness and introducing a new dimensional approach (Gaebel, 2015). Actually, the 

DSM-V differentiates five “defining” domains of schizophrenia: (I) hallucinations, (II) delu-

sion, (III) disorganized speech, (IV) abnormal psychomotor function and (V) negative 

symptoms. Additionally, the categories of depression, mania and cognition have been 

implemented. The five domains as well as the three additional categories can be quanti-

fied on a 0-4 scale reflecting the intensity of the symptoms in the different areas.  Thus, 

they provide a dimensional classification of schizophrenia with the aim to describe the 

course of illness over time while dropping the division of subtypes because of their low 

reliability and validity and resulting in limited clinical utility (Paulzen and Schneider, 

2014a).  In both classification systems indicators of disease progression were implement-

ed. They differentiate between the first episode, multiple episodes and a continual disease 

progression in the longitudinal view (Zielasek and Gaebel, 2018). Figure 2 shows an ex-

ample of the new dimensional classification of schizophrenia and Table 1 gives an over-

view of the clinical diagnostic criteria of schizophrenia in DSM-V and ICD 11.  
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Figure 2 Example of the dimensional approach of a patient who suffers from moderate hallucina-

tions, prominent delusions and equivocal disorganized speech. He shows no symptoms concerning 

abnormal psychomotor behavior and no negative symptoms but mild cognitive impairment 

(Paulzen and Schneider, 2014b) by courtesy of Springer Nature 
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Table 1: Clinical diagnostic criteria in DSM-V and the beta version of ICD-11 (Gaebel and Zielasek, 

2015) by courtesy of John Wiley and Sons 

 

1.2.4 Positive symptoms 

Table 2 provides an overview of the psychological dimensions of positive symptoms 

(Andreasen, 1995) in combination with first rank symptoms defined by Schneider as well 

as their description (Mellor, 1970).  

Table 2: Psychological dimensions of positive symptoms and description of first rank symptoms 

Psychological    
dimension 

Positive        symp-
toms 

First rank       
symptom 

Description 

Perception Hallucinations 

acoustic 

Audible thoughts 

 

Voices speaking 
thoughts aloud 

  Voices arguing Two or more hallu-
cinatory voices in 
disagreement 
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Psychological    
dimension 

Positive        symp-
toms 

First rank       
symptom 

Description 

  Voices commenting 
on one´s action 

Description of pa-
tient´s activities as 
they occur 

 haptic, thermic, kin-
aesthetic 

Influence playing on 
the body, somatic 
passivity 

Patient is recipient 
of bodily sensations 
provoked by exter-
nal agency 

Cognition pro-
cesses 

Formal thought dis-
order 

Thought withdrawal Thoughts being tak-
en from one´s mind 

  Thoughts ascribed 
to others (thought 
insertion) 

Thoughts which 
have not the quality 
of being one´s own 

  Diffusion or broad-
casting of thoughts 

Thoughts escape 
from the self into the 
external world where 
they can be experi-
enced by all others 
around 

  Made feelings Experience of feel-
ings which do not 
seem to be his own 

  Made impulses Impulse of carrying 
out an action not felt 
to be one´s own 

  Made volitional acts Feeling of actions 
being completely 
under control of ex-
ternal influence 

Language Disorganized 
speech 

  

Behavioral moni-
toring 

Disorganized/bizarre 
behavior 

  

Inferential thinking Delusions Delusional percep-
tions 

False beliefs based 
in incorrect infer-
ence about external 
reality  
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1.2.5 Cognitive pathogenesis models for positive symptoms 

Cognitive processes may provide psychological explanations for phenomena like delu-

sions and hallucinations. Garety et al. (2001) assumed that after a triggering event (e.g.: 

stress, drug use, adverse life event) two possible causes, i.e. cognitive changes or affec-

tive changes and disturbances lead to anomalous consciousness experiences like height-

ened perception, actions experienced as unintended or racing thoughts in the prodromal 

phase. These symptoms turn into psychosis when individuals appraise the experiences as 

externally caused and personally significant because of specific reasoning processes or 

dysfunctional schemas. Emotions like anxiety and depressive mood and cognitive pro-

cesses with secondary appraisals are responsible for the maintenance or recurrence of 

psychotic episodes.  

Lataster et al. (2013) provided evidence for a cognitive explanation of the onset of positive 

symptoms. They showed moderating effects of positive symptoms between stressful 

events and negative affect like stress reactivity which suggests that daily stressful events 

may trigger the type of affective disturbance that enhances processes in which anomalous 

experiences turn into psychotic disorders. 

Fletcher and Frith (2009) went further and tried to explain in detail the reasoning process-

es which may lead to positive symptoms. They proposed that the difference between hal-

lucinations and delusions equals the difference between perceptions and beliefs. The 

Bayesian inference is a cognitive mechanism, by which a model of the world is updated by 

prediction errors which lead to the formation of perceptions and beliefs. They state that 

positive symptoms are caused by a disruption of these brain inference mechanisms, in a 

way that evidence is not accurately integrated, leading to false prediction errors and as a 

result to changes in perception and beliefs.  Physiologically, overactive dopamine areas 

seem to be responsible for these probabilistic learning abnormalities.  

Metacognitive abilities defined as the knowledge about one´s own cognitive processes 

and abilities, were also be attributed to the pathogenesis of positive symptoms. For exam-

ple, metamemory is the awareness and the knowledge about memory processes and 

Eisenacher and Zink (2017) could show that metamemory biases like higher confidence in 

errors, lower confidence in correct answers and a high knowledge corruption accompa-

nied the progression of psychosis. There is evidence that in the course of illness, the 

metamemory biases increase. The authors state that metamemory could serve as cogni-

tive marker for the early detection of a possible onset of schizophrenia having its physio-

logical correlate in structural and functional neurobiological impairments and aberrations 
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in neurotransmission (Eisenacher et al., 2015). Cognitive mapping as component of spa-

tial cognition was also found to be impaired in people with schizophrenia (Agarwal et al., 

2015). 

1.2.6 Negative symptoms 

Carpenter (Davis et al., 2014) emphasized the importance of distinguishing between pri-

mary and secondary negative symptoms. In contrast to primary symptoms which are re-

garded being part of the disease process secondary negative symptoms can be regarded 

as concomitant phenomena caused by social isolations, medication or comorbidities like 

depression.   

Kirkpatrick et al. (2006) defined five sub-domains of negative symptoms whereas the 

DSM-V subsumed two factors under negative symptoms, namely avolition and diminished 

emotional expression. Table 3 shows the five subdomains with a short definition and the 

resulting two factors as now established in the DSM-V. 
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Table 3: Subdomains, definition and characteristics of negative symptoms (Kirkpatrick et al., 2006, 

Paulzen and Schneider, 2014) 

Five subdomains Definition  Characteristics DSM-5 (two- factor 
theory) 

Blunted affect Affective flattening, 
blunted expression 

Reduced intensity 
and range of emo-
tional expression 
including intonation 
(prosody), facial 
expression and body 
movements 

Diminished emo-
tional expression 

 

 

Alogia Poverty of speech Reduction of quanti-
ty of speech, spon-
taneous speech and 
conversational flu-
ency 

 

Amotivation Avolition Deficits regarding 
desire, commence-
ment and mainte-
nance of goal-
directed behavior 
(e.g.: work, personal 
hygiene, sports)  

Avolition 

 

Anhedonia  Reduced ability of 
experience of antici-
pated pleasure 

 

Asociality Social withdrawal Appears in dimin-
ished interest, moti-
vation and apprecia-
tion of social interac-
tions with other peo-
ple 

 

For the aim of developing drugs against negative symptoms a profound understanding of 

the pathogenesis of negative symptoms is absolutely essential. The lack of possible 

treatment of negative symptoms is caused by the poor understanding of their pathophysi-

ology. One existing hypothesis is that prominent negative symptoms are due to neuroana-

tomical changes. More detailed,  a significantly grey matter tissue loss including areas of 

the posterior cingulate, cerebellum, superior temporal gyrus, medial temporal lobe and 



14 

occipital lobe, all located on the left-hand side could be detected (McKechanie et al., 

2016). 

The neurodevelopmental model of negative symptoms is based on the occurrence of early 

abnormalities in neurodevelopmental processes long before illness onset. The main hy-

pothesis describes abnormalities in the migrations of neurons and laminar differentiation 

of the cortex in the second trimester of pregnancy. Indeed, the hypothesis involves many 

stages of brain development such as the proliferation of the stem cells, differentiation and 

migration processes, dendritic and axonal growth and myelination processes of the pre-

frontal cortex. In this area animal studies are of great importance to unravel the biological 

abnormalities connected with negative symptoms like the hyperreactivity of the Hy-

pothelamic-puitruial-adrenal-axis and dysfunction of corticostriatal glutamatergic transmis-

sion (Limosin, 2014).  

1.2.7 Treatment approaches for positive and negative symptoms 

Presently, there are many new approaches in the treatment of schizophrenia, such as the 

increased use of psychotherapeutic methods, the development of new drugs and the de-

velopment of personalized and early treatment approaches (Gaebel and Zielasek, 2015). 

In contrast to positive symptoms, which can be successfully controlled with medication, 

negative symptoms are more difficult to treat (Moller, 2007).  

The research community has therefore called for research into effective treatment meth-

ods for the negative symptoms and associated cognitive impairments, which should lead 

to recommendations that go beyond mere early diagnosis of the disease (Tandon et al., 

2010). The importance of these requests is emphasized by the results of Rabinowitz et al. 

(2012) suggesting that negative symptoms have the most detrimental effects on function-

ality in terms of housing, education, occupation, leisure time and personal hygiene. 

Lecrubier et al. (2007) also found 25% of patients in a big sample (N=6523) having high 

levels of negative symptoms. Among this group, current antipsychotic treatment did not 

satisfactorily improve negative symptoms in 70% of the cases. In addition to focusing on 

the negative symptoms, functionality should play a role in the various areas of life. In addi-

tion it is demanded that the preferences, the satisfaction with different treatment methods 

and the quality of life of the patients are considered. (Chien et al., 2013). 

Treatment approaches can be differentiated in biological and psychosocial treatments. 

There is evidence that the reasonable combination of different treatment approaches ap-
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pears to be most effective (Huhn et al., 2014, Rethelyi et al., 2013). Regarding biological 

treatment methods antipsychotic drugs play the principal role. Drugs are already being 

used to treat negative symptoms. Amilsupride, an antipsychotic drug, is deemed to be 

effective against negative symptoms.  Furthermore, the possibility of using antidepres-

sants against negative symptoms is discussed. The use of NMDA glutamatergic modula-

tors and alpha 7 nicotinic receptors as additional medication also shows promising results. 

Somatic approaches like the repetitive transcranial magnetic stimulation (rTMS) and the 

transcranial direct current stimulation (tDES) have also shown effective results in lowering 

negative symptoms. Hormones, particularly estrogens, pregnenolone and oxytocin in its 

role as neurotransmitter suggest potential benefits for negative symptoms (Arango et al., 

2013).  

As alternative biological treatment approach Pajonk et al. (2009) stated that additive en-

durance training would combat against negative symptoms and cognitive impairment with 

its rational of a possible increase of synaptic plasticity. Another area of research is the 

deep brain stimulation (DBS) but due to the invasiveness of the treatment ethical issues 

have to be addressed (Gaebel and Zielasek, 2015). Additional endurance training should 

also be effective against negative symptoms and cognitive impairment. The therapeutic 

rationale lies in the increase of synaptic plasticity. 

Regarding psychosocial treatment approaches the psychotherapeutic treatment method 

Cognitive Behavioral Therapy (CBT) is evidence-based by targeting poor motivation and 

anhedonia and trying to strengthen goal directed behavior. On a cognitive level, CBT tries 

to influence reasoning biases like jumping to conclusions to fight against delusions. It fo-

cuses on impaired self-monitoring in hallucination processes. Low expectations regarding 

pleasure and success and increasing self-esteem are also purposed in this therapy (Millan 

et al., 2014, Sarin and Wallin, 2014). The so called “third wave” CBT has its focus on 

mindfulness, acceptance and compassion. Their primary goal is to address the relation-

ship and responses between patient and symptoms rather than trying to change or reduce 

symptoms. Affected persons should observe their psychotic symptoms with an open, non-

judgmental and curious awareness to acknowledge and accept this kind of perception as 

part of the self without a negative judgement about oneself (Sarin and Wallin, 2014).  

Metanalyses showed that mindfulness-based interventions showed small to moderate 

effects on reduced overall psychotic symptoms and they were superior compared to ac-

ceptance- and compassion-based interventions. They also showed moderate effects on 

accompanying depressive symptoms (Louise et al., 2017). Although the proven effective-

ness of CBT, it is still underrepresented in the health care system (Ince et al., 2016). Cog-
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nitive Remediation Therapy (CRT) is another cognitive approach and it focuses on the 

rehabilitation of different impaired thinking and reasoning processes like attention, 

memory and executive functions. The improvement of social cognition processes like per-

spective taking, social cue recognition and attribution of social phenomena aims to pre-

vent against negative effects in social interactions and in the occupational environment. 

Psychoeducation together with family interventions serve for a better illness management, 

to acquire communication and coping strategies, the awareness of the importance of in-

tact relationships with family and friends and for relapse prevention. Social skills training 

and assertive community treatment for therapy resistant cases are also known to be effec-

tive (Chien et al., 2013, Norman et al., 2017). Besides mentioned treatments music thera-

py, avatar therapy, acceptance and commitment therapy, individual and group peer sup-

port and compassion focused therapy are new developments in this field (Lutgens et al., 

2017, Bauml et al., 2016). The synergetic effects of the combination of different psycho-

social treatment approaches and the digitalization of treatment implementation should be 

an important field of research in the future (Breitborde et al., 2017).  

Metacognitive trainings are also worth mentioning because they showed beneficial im-

provements on positive symptoms, especially for delusions, in people who did not respond 

to antipsychotics. Cognitive biases and neurocognitive functions like attentional deficits 

and clinical insight improved from the training with sustainable effects of at least six 

months (Pankowski et al., 2016, Balzan and Galletly, 2015).  
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1.2.8 Assessment instruments for positive and negative symptoms 

Table 4 displays an overview of different instruments measuring positive and negative 

symptoms developed in the last thirty years. 

Table 4 Assessment instruments of positive and negative symptoms 

1. Scale for the Assessment of Negative Symptoms (Andreasen, NC.1983) 

SANS= rating scale split into 5 domains; symptoms are rated from 0 (absent) to 5 (severe) 

Affective flat-
tening/ blunt-
ing 

Alogia Avolition- 
Apathy 

Anhedonia-
Asociality 

Attention 

• Unchanged 
facial expres-
sion 

• Decreased 
spontaneous 
movements 

• Paucity of ex-
pressive ges-
tures 

• Poor eye con-
tact 

• Affective non-
responsiveness 

• Inappropriate 
affect 

• Lack of vocal 
inflections 

• Poverty of 
speech 

• Poverty of con-
tent of speech 

• Blocking 

• Increased la-
tency of re-
sponse 

• Grooming and 
hygiene 

• Impersistence 
at work or 
school 

• Physical aner-
gia 

• Recreational 
interests and 
activities 

• Sexual activity 

• Ability to feel 
intimacy and 
closeness 

• Relationships 
with friends and 
peers 

• Social inatten-
tiveness 

• Inattentiveness 
during mental 
status testing 

• test of “serial7” 
and spelling 
“world” back-
wards 

2. Scale for the Assessment of Positive Symptoms (Andreasen, NC. 1984) 

SAPS= rating scale split into 4 domains; symptoms are rated from 0 (absent) to 5 (severe) 

Hallucinations (h.) 

 

Delusions (d.) 

 

Bizarre behavior 

 

Positive former 

thought disorder 

 

• Auditory h. 

• Voices commenting 

• Voices Conversing 

• Somatic or tactile h. 

• Olfactory h. 

• Visual h. 

• Persecutory d. 

• Delusions of jeal-
ousy 

• Delusions of guilt or 
sin 

• Grandiose d.  

• Clothing and ap-
pearance 

• Social and sexual 
behavior 

• Aggressive and agi-
tated behavior 

• Repetitive and ste-

• Derailment 

• Tangentiality 

• Incoherence 

• Illogicality 

• Circumstantiality 
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 • Religious d. 

• Somatic d.  

• delusions 

of reference 

• D. of being con-
trolled 

• D. of mind reading 

• Thought broadcast-
ing 

• Thought insertion 

• Thought withdrawal 

reotyped behavior • Pressure of speech 

• Distractible speech 

• clanging 

3. Positive and Negative Symptom Scale (Kay et al., 1987) 

PANSS= brief semi-structured interview; symptoms are rated from 1(absent) to 7 (ex-
treme); 30 items 

 
Positive scale 
 

Negative scale 
 

General psychopathology 
scale 
 

• Delusions 

• Conceptual disorganization 

• Hallucinations 

• Hyperactivity 

• Grandiosity 

• Suspiciousness/ 
persecution 

• Hostility 

• Blunted affect 

• Emotional withdrawal 

• Poor rapport 

• Passive/apathetic social 
withdrawal 

• Difficulty in abstract thinking 

• Lack of spontaneity and flow 
of conversion 

• Stereotyped thinking 

• Somatic concern      

• Anxiety 

• Guilt feelings 

• Tension 

• Mannerisms and posturing 

• Depression 

• Motor retardation 

• Uncooperativeness 

• Unusual thought content 

• Disorientation 

• Poor attention 

• Lack of judgement and in-
sight 

• Disturbance of volition 

• Poor impulse control 

• Preoccupation 

• Active social avoidance 
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4. Psychotic Symptom Rating Scales (Haddock et al., 1999) 

PSYRATS= rating scale to measure the severity of different dimensions of auditory hallu-
cinations and delusions; a five-point ordinal scale is used to rate the symptom scores (0-4) 

Auditory hallucinations  
 

Delusion 
 

• Frequency of appearance 

• Duration 

• Location 

• Intensity (volume) 

• Degree of belief on the origin of the voices 

• Amount of negative content of the voices 

• Frequency of negative content of the voices 

• Frequency with which they cause anxiety 

• Intensity of anxiety 

• Repercussion on daily life caused by the voic-
es 

• Control of voices 

• Amount of preoccupation 

• Duration of preoccupation 

• Conviction 

• Amount of distress 

• Intensity of distress 

• Disruption of life 

5.  Brief Negative Symptom Scale (Kirkpatrick et al., 2011) 

BNSS= instrument measuring negative symptoms with 6 different scales and 13 sub-
sumed items; items are rated on a 7-point scale (0-6), ranging from absent (0) to severe 
(6)  

Anhedonia 
 

Distress 
 

Asociality 
behavior 
 

Avolition 
 

Blunted 
affect 
 

Alogia 
 

• Intensity of 
pleasure 
during activ-
ities 

• Frequency 
of pleasure 
during activ-
ities 

• Intensity of 
expected 
pleasure 
from future 
activities  

• Distress • Internal 
experience 

• Behavior 

• Internal 
experience 

• Facial ex-
pression 

• Vocal ex-
pression 

• Ex-pressive 
gestures 

• Quantity of 
speech  

• Spontane-
ous elabo-
ration 

6. Clinical Assessment Interview for Negative Symptoms (Kring et al., 2013) 

CAINS= measuring instrument for negative symptoms divided into two subscales; first 
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subscale is called expression and subsumes 4 items; second subscales named motiva-
tion/pleasure has 9 items.  

Expression Scale 
 

Motivation and pleasure scale 
 

• Facial expression 

• Vocal expression 

• Expressive gestures 

• Quantity of speech 

 

• Social 

• Motivation for close family/spouse/partner 
relationships 

• Motivation for close friendships & romantic 
relationships 

• Frequency of pleasurable social activities –
past week 

• Frequency of expected pleasure from social 
activities – next week 

• Work & school 

• Motivation for work & school activities  

• Frequency of expected pleasure from work 
and school activities- next week 

• Recreation 

• Motivation for recreational activities 

• Frequency of pleasurable recreational activi-
ties-past week 

• Frequency of expected pleasure from recrea-
tional activities-next week  

1.3 Hope 

1.3.1 Concepts and definitions  

In many studies focusing on recovery of severe mental illnesses hope is outlined as a very 

important component of recovery, frequently mentioned as being the starting point, trigger 

or even the catalyst of recovery processes (Allot et al., 2002, Andresen et al., 2003). 

Broadly speaking, in the mental health context hope can be described as an individual´s 

belief in the possibility of healing or stabilizing of the mental disease (Jacobson and 

Greenley, 2001). It has been identified as a common factor or important precondition in all 

successful therapies and throughout health care literature many definitions were set but 

still there is no consensus about the concept of hope (Herrestad et al., 2014, Ratcliffe, 

2013) or about the question if hope and hopelessness are endpoints on a continuum or if 
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they are independent psychological constructs (Libman-Sokolowska and Nasierowshi, 

2013).  

The definition of hope had two different conceptual origins. On the one hand, hope was 

primarily understood as feeling or emotion (Rustoen, 1995, Lazarus, 1999) and on the 

other hand, it was interpreted as cognition.  For example, Snyder et al. (1991) empha-

sized the centrality of goals, their possible attainment and corresponding motivated path-

way thinking to achieve these goals. They assumed that hope is a cognitive rather than 

emotional process which serves to drive emotions and the well-being of people. Subse-

quently, emotional- and cognition-based theories started to combine their elements.   In 

contrast to Snyder´s narrow definition framework, Miller and Powers (1988) had a broader 

one, defining hope as:  

“… an anticipation of a future that is good, based on relationships with others, a 

sense of personal competence, coping ability, psychological well-being, purpose 

and meaning in life and a sense of what is possible.”  

The first time the dimensions of time and personal factors appeared.  Likewise, the defini-

tion of Herth (1992) considered the complexity of the hope construct:  

“…multidimensional dynamic force characterized by a confident yet uncertain ex-

pectation of achieving a good future which, to the hoping person, is realistically 

possible and personally significant.” 

In the comprehensive literature review Schrank et al. (2008) came to the broadest and 

most differentiated definition underlining and comprising the multidimensionality of the 

construct. Furthermore, it was especially developed for the use in the mental health con-

text. 

They described hope as a primarily future-orientated expectation of attaining valued goals, 

relationships or spirituality. In the qualitative study of Barut et al. (2016) people with chron-

ic schizophrenia explained the future orientated component of hope as follows:  

“…When I think of “hope” the word, I think of future. ...You feel like it´s going to oc-

cur no matter what.” ; Another person described it as: “…I want to be hopeful to 

have a bright future myself…”. 

 The attainment of goals, relationship or spirituality:   

i) will give meaning 
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ii) is subjectively considered realistic or possible and  

iii) depends on personal activity (e.g. resilience or courage) or external factors 

(e.g. resource availability) 

 Authors of the article also stated that hope has affective (e.g. trust, positive emotions), 

cognitive (e.g. goal-setting, planning the likelihood of success), behavioral (e.g. personal 

activity) and environmental (availability of resources) components (Schrank et al., 2008). 

The qualitative study of Noh et al. (2008) examined the nature of hope in people with 

schizophrenia spectrum disorders to provide an overall understanding of hope in people 

with severe mental illness. They asked affected persons three questions: 

I) What does hope mean to you? 

For respondents’ hope was the energy to live life happily through the process of finding 

meaning in life with the anticipation of a better tomorrow. Interpersonal relationships were 

frequently mentioned and described as being imperative because affection and trust from 

others made them happy and hopeful.  They concluded that hope comprises feelings of 

happiness which occur with the disappearance of sadness and affliction from the mental 

illness.  

II) What do you hope for? 

Answers included living an untroubled life with education and work being important parts 

as well as the restoration of family relationships and close interpersonal relationships, 

being accepted by others, being healthy, being free from stigma and financial difficulties 

and blessed with spiritual fulfilment.  

III) Where does hope come from? 

Participants differentiated internal sources like self-confidence, pride, self-esteem and 

youngness from external sources of hope like love from others, learning from people who 

face greater difficulties. Relationships with friends and family and health professionals 

were mentioned as important sources of hope.  

It seems to be important that qualitative studies and studies which examine lexical quali-

ties further investigate the concept of hope because there is evidence that words that 

seem to be common in the definition of hope like optimism, achievement or future do not 

correlate with self-reported hope in people with schizophrenia spectrum disorders (Bonfils 

et al., 2016).   
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1.3.2 Hope and its relationships to other variables 

The systematic literature review and narrative synthesis of Schrank et al. (2012a) re-

vealed positive associations between hope and perceived recovery, self-efficacy, self-

esteem, empowerment, spirituality, quality of life and social support. Negative correlations 

were found for hope and anxiety, depression, general psychopathology, family problems 

and barriers to employment. These variables can be seen as potential determinants but 

prospective evidence is rare. Hope itself was found as predictor for subjective well-being 

in people with severe mental illness and this relationship was meditated through fulfilled 

personal needs in terms of housing, self-care or psychological distress (Werner, 2012). It 

could also be shown that hope can predict mental wellbeing and that social inclusion via 

supported employment programs can strengthen this relationship (Dunstan et al., 2017). 

Hope itself was also found to be an significant mediator (Mashiach-Eizenberg et al., 2013)  

for example between insight into mental illness and quality of life (Hasson-Ohayon et al., 

2009), and insight and positive and negative coping styles (Lysaker et al., 2005) or insight 

and internalized stigma (Lysaker et al., 2007b).  

Again, these studies had a cross-sectional design. A single longitudinal study could be 

found showing that hope and patient activation, defined as knowledge, skills and confi-

dence to manage one´s illness influenced each other positively over a time period of 18 

months indicating that consumers with higher hope tended to be more active to manage 

their treatment and patients who were more active had higher hope on later time points 

(Oles et al., 2015).   In people with schizophrenia current results show that an association 

between hope and symptom severity could not be consistently found (Schrank et al., 

2012b, Van Gestel-Timmermans et al., 2010) but there is evidence that in people with 

severe symptoms of schizophrenia a lack of hope up to suicidal tendencies can be deter-

mined (Barut et al., 2016). 

An unexpected relationship was found between educational level and hope in people with 

schizophrenia, showing that people who were more educated had lower levels of hope. 

The authors assumed that before illness onset well educated people had higher expecta-

tions concerning their career and with the outbreak of the disease these expectations 

were disappointed. Additionally,  the threat of loss of social status and the possible lack of 

return of educational investment as well as  the degree of demoralization might be higher 

than in less educated people. (Waynor et al., 2012).  
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1.3.3 Hope and schizophrenia 

Although hope is recognized as a positive life force and its influence on feelings, thoughts 

and actions is proven, there are few results on hope related to schizophrenia (Kylmä et 

al., 2006). Libman-Sokolowska and Nasierowshi (2013) write in their literature analysis 

that the construct of hope in people with schizophrenia is not different from healthy sub-

jects, but that the defined goals are mostly defined in the context of the disease and that 

the area of social relationship will usually experience the most serious consequences of 

the disease which are by definition of Schrank et al. (2008) an important factor of the hope 

construct. They concluded that hope is a very important psychological aspect and there-

fore of great importance in the functioning of patients.  

Landeen (2000) found that the symptoms of schizophrenia and its consequences led to 

the loss of important social relationships, which led to a decrease in hope.  They expected 

well educated people with schizophrenia spectrum disorder to be more hopeful in job 

search, but the opposite result was found. It turned out that those who were better edu-

cated were less hopeful. 

It should be a policy in mental health care systems to support the development of ade-

quate self-management strategies to foster hope. Such strategies emphasize imaginary 

techniques, illness management techniques, supporting important positive relationships 

with the staff and also with family members and friends, providing help in the form of peer 

group support and developing a sense of normality in life and trying to establish experi-

ences of success and realistic goal achievements (Schrank et al., 2012a).  

Further hope-instilling strategies are the psychoeducation of clients and the community 

and the creation of a network to successful role models. Stigmatizing views of the society, 

the severity of symptoms and problems in building social relationships as well as a hope-

less attitude are known as obstacles for hope (Kirkpatrick et al., 1995).  

In order to meet the requirement of developing hope-instilling interventions that affect its 

behavioral, cognitive, affective and environmental components, repeated measures stud-

ies are needed. The clarification of the relationships of hope with other recovery relevant 

variables would allow the generation of interventions with at best synergetic effects 

(Schrank et al., 2008, Libman-Sokolowska and Nasierowshi, 2013). Besides well-

established interventions to foster hope, health professionals need to shift from a deficit 

and problem to a strength and solution focus. In illness phases when patients get lost of 

all feelings and cognitions related to hope they have to keep hope alive for their patients 
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(Schrank et al., 2011a). In order to ensure a complete possibility of recovery, supported 

employment programs have to be installed (Dunstan et al., 2017).  

1.3.4 Important assessment scales for hope 

Table 4 shows an overview of the most frequently used hope scales (Schrank et al., 2008) 

together with their dimensions and factors. The Integrative Hope Scale which emerged 

from these most important hope scales is also presented as well as the Schizophrenia 

Hope Scale representing a short scale to examine hope in people with schizophrenia 

spectrum disorders (Choe, 2014).  

Table 5 Assessment instruments for hope 

1. The Miller Hope Scale (Miller and Powers, 1988) 

MHS= 40 item scale to assess hope in adults, scale uses a 5-point-Likert scale ranging 
from 5 (strongly agree) to 1 (strongly disagree). In the original study three different factors 
(could not always be replicated) 

Satisfaction with self, others 
and life 

Avoidance of hope 
threats 

Anticipation of future 
 

• satisfied with my life 

• life has meaning 

• valued for what I am 

• piece with self 

• feel loved 

• needed by others 

• positive about life 

• imagine positive outcomes 

• have someone to share con-
cerns 

• make future plans 

• anticipate enjoyable future 

• positive about future 

• ability to accomplish life goals 

• flexible with life challenges 

• have ability to handle problems 

• personal beliefs enable hope 

• feel overwhelmed 

• feel trapped 

• feeling hopelessness about 
some aspects in life 

• feel uninvolved with life 

• preoccupied with troubles 

• support withdrawn 

• apathy 

• passive 

• time closing in 

• no luck in life 

• uninterested in previous en-
joyments 

• lack of inner strength 

 

 

• having things to do yet in life 

• value freedom 

• look forward to enjoyable 
things 

• set goals 

• spend time planning in future 

• feel hopeful 
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• can get through difficulties 

• Intend to make the most out of 
life 

• Receive help when ask for it 

• Have energy to do what is im-
portant 

• Motivated to do what is im-
portant 

• Try to find meaning in life 

 

2. The Snyder Hope Scale (Snyder et al., 1991) 

SHS= Scale with 12 items, and two factors; scoring on a 4-point Likert scale ranging from 1 
(definitely false) to 4 (definitely true). 

Agency 

• Pursue goals energetically 

• Success in life 

• Meeting goals that were set 

• Past experiences prepared well 
for future 

Pathways  

• Many ways out of jam 

• Lots of ways around any 
problem 

• Many ways to get things that 
are important 

• Even when others get dis-
couraged, knowing there is a 
way to solve the problem 

Filler 

• Feeling tired 

• Easily downed in an argu-
ment 

• Worries about health 

• Usually worrying about 
something 

3. The Herth Hope Index (Herth, 1992) 

HHI= 12 Item Scale, with three different factors; items are rated on a 4-point Likert scale 
ranging from 1 (strongly disagree) to 4 (strongly agree).  

Inner sense of temporality 
and future 

• Positive outlook toward life 

• Short and long range of goals 

• Feel scared about future 

• Believe that each day has po-
tential 

Inner positive readiness 
and expectancy 

• Can see a light in a tunnel 

• Can recall happy/ joyful 
times 

• Having sense of direction 

• Feeling that life has value 
and worth 

Interconnectedness with 
self and others 

• Feel all alone 

• Have faith that gives me 
comfort 

• Have a deep inner strength 

• Ability to give and receive 
caring/love 

4. The Integrative Hope Scale (Schrank et al., 2011b) 

IHS= integrative scale of former presented measurement instruments; consists of 23 items 
and four different factors. Items are rated on a six-point Likert scale from 1 (strongly disa-
gree) to 6 (strongly agree). 
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Trust and  
Confidence 
 

Lack of  
Perspective 
 
 

Positive future 
orientation 
 

Social relations 
and personal value 
 

• Have deep inner 
strength 

• Believe that each day 
has potential 

• Have a sense of direc-
tion 

• Finding way to solve 
problem 

• Feeling that life as 
value and worth 

• Seeing possibilities in 
midst of difficulties 

• Past experiences pre-
pared well for future 

• Being successful in life 

• Having faith that gives 
comfort 

• Hard of keep up 
enjoying activities 

• Support has been 
withdrawn 

• Being bothered by 
troubles that prevent 
my planning for the 
future 

• Being hopeless 
about some parts of 
my life 

• Feeling of being 
trapped or pinned 
down 

• Feeling of becoming 
uninvolved with 
most things in life 

 

• Things to do in life 

• Looking forward to 
things I enjoy 

• Making plans for the 
future 

• Intention to make 
most of life 

 

• Feeling loved 

• Having someone 
who shares con-
cerns 

• To be need by oth-
ers 

• Feeling valued  

 

5. The Schizophrenia Hope Scale (Choe, 2014) 

SHS-9= Scale to measure the effects of mental health programs in hope; nine items in 
which people have to disagree (0), agree (1) or strongly agree (2). Factor analyses resulted 
in a 1-factor solution. 

Nine items are: 

• There is a better future ahead of me. 

• I will be happy in the future. 

• I am getting better every day. 

• My future is bright. 

• I am excited about my life now. 

• I plan my future 

• I am confident about my life 

• I am confident about my future 

• My life is meaningful 
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1.4 Depressive symptoms in the context of schizophrenia 

Depressive symptoms are common in people with psychotic disorders (Harvey et al., 

2017) with reported prevalence rates of depressive-like syndromes in the course of illness 

ranging from 5% up to 81% with a modal prevalence rate of 25% (Buckley et al., 2009, 

Siris and Bench, 2007, an der Heiden et al., 2005, Rossi et al., 2017) depending on estab-

lished diagnostic instruments and their varying time frame and rating methods as well as 

on the different stages of illness (Birchwood et al., 2005, Hou et al., 2016). Particularly the 

first few years after the onset of the disease are often marked by depressive symptoms 

and associated suicidal tendencies (Coentre et al., 2017).  From longitudinal research it 

can be concluded that depressive symptoms are a manifest part of the first psychotic epi-

sode (an der Heiden et al., 2005) but during the course of illness they continue to de-

crease down to 4- 20% in post-acute and stable phases of illness (Koreen et al., 1993, 

Siris and Bench, 2007, Sönmez et al., 2016).  

Frequently, depressive syndromes which often coexist with anxiety (Hou et al., 2016) are 

not sufficiently recognized in clinical practice (Majadas et al., 2012) although they are as-

sociated with many negative consequences such as a higher severity of symptoms, a 

higher probability of relapse, a lower chance of vocational reintegration and a poorly func-

tioning social network (Sönmez et al., 2016, Buckley et al., 2009, Harvey et al., 2017).  

The development of depressive symptoms can be favored by poor childhood experiences, 

comorbid addiction, increased disease awareness and a pronounced sense of shame.  

(Sönmez, 2016). Additionally, a low vitamin D level was also recently found to be associ-

ated with higher levels for depressive symptoms in people with schizophrenia. It was hy-

pothized that vitamin D could be partly responsible for the pathogenesis of depression 

through its influence on the serotonin system (Nerhus et al., 2016). 

Generally, depressive symptoms are underdiagnosed and undertreated in people with 

schizophrenia. One reason for that is that they partly overlap with negative symptoms 

(Fitzgerald et al., 2002) although it can be concluded that depressive symptoms are a 

distinct symptom domain (Schennach et al., 2015). Nevertheless, the distinction between 

negative and depressive symptoms is challenging and boundaries between these symp-

tom domains seem to blur. Actually, similar symptoms seem to be differently called de-

pending on which diagnoses (e.g. depression= lack of drive, melancholia vs. schizophre-

nia= avolition, anhedonia) is made (Moritz et al., 2016).  
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Many important reasons have been found for considering depressive symptoms in people 

with schizophrenia.  For example, Hor and Taylor (2010) reported an increased risk of 

suicide of 5% over lifetime and have been able to filter out previous suicide attempts, ac-

tive hallucination and delusions, disease insight and depressive symptoms as risk factors. 

In particular, increased disease insight is associated with convictions of social isolation 

and fear of dependence that lead to poor treatment-adherence, as people do not believe 

in achieving important life goals despite the disease. This finding leaded to the idea that 

depressive symptoms are the consequence of illness acceptance. 

On the other hand, it could be shown that a positive attitude to recovery defined by self-

efficacy, high hope values and realistic goals regarding one's own future can reduce the 

connection between disease insight and depressive symptoms. Therefore, these parame-

ters should be focused in clinical-psychological or psychotherapeutic treatments (Cavelti 

et al., 2012a).  

Besides the effect that depressive symptoms can have on treatment adherence they can 

also negatively influence the quality of life in people with schizophrenia (Renwick et al., 

2012). Furthermore, people with schizophrenia often mention depressive symptoms as 

their first target in treatment (Byrne et al., 2010). 

Concerning positive symptoms some studies came to the conclusion that there is a negli-

gible correlation between depressive and positive symptoms (Fitzgerald et al., 2002, 

Majadas et al., 2012) but recent results show a different picture. van Rooijen et al. (2017) 

computed a network analysis with positive, negative and depressive symptoms from male 

participants with schizophrenia spectrum disorders. They found evidence for the hypothe-

sis th at positive symptoms trigger depressive symptoms which activate suicidality. “De-

pressed mood”, “observed depression”, “poor rapport”, “stereotyped thinking” and “delu-

sions” were identified as central symptoms forming important nodes with other variables. 

The higher the interrelations between those nodes, the more severe is the illness. Figure 

3 shows the network analyses.  
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Figure 3 Network analysis of 470 male patients including positive, negative and depres-

sive symptoms (van Rooijen et al., 2017) by courtesy of Elsevier 

  

 

 

Green lines indicate partial positive correlations. The thicker the lines, the stronger are the correlations. D1= depressed 

mood; D2= hopelessness; D3= self-deprecation; D4= guilt ideas of reference; D5=pathological guilt; D6= morning depres-

sion; D7= early wakening; D8= suicide; D9= observed depression/ N1= blunted affect; N2= emotional withdrawal; N3= poor 

rapport; N4= passive social withdrawal; N5= difficulty in abstract thinking; N6= lack of spontaneity; N7= stereotyped thinking/ 

P1= delusions; P2= disorganization; P3= hallucinatory behavior; P4= excitement; P5= grandiosity; P6= suspiciousness; P7= 

hostility 

Researchers in this area assume that conventional depression instruments are not able to 

discriminate depressive symptoms from negative symptoms. A review of six different de-

pression instruments (BDI, BPRS-D, PANSS-D, HAMD, MADRS and CDSS) for people 

with schizophrenia came to the result that all instruments were reliable but that the CDSS 

was the instrument which could differentiate between depressive and negative symptoms 

at best. They concluded that the CDSS showed the best divergent validity resulting in the 

highest rates of sensitivity and specificity (Lako et al., 2012). Researchers examined 

which depressive symptoms occurred most frequently. For example, in the investigation of 

Schennach et al. (2015)  found depressive mood (80%), observed depression (62%) and 

hopelessness (54%) as most prevalent depressive symptoms. In their sample of 278 per-
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sons suffering from acutely ill patients with schizophrenia 39% suffered from depression 

as defined by the CDSS.  

Concerning the relationship between hope and depression Arnau et al. (2007) evaluated 

the longitudinal relationship between hope and depression in a non-clinical sample of stu-

dents with three measurement points with a time span of one month between the meas-

urements. They found the interesting result that higher levels of hope predicted decreased 

levels of depression later but in contrast depression had no significant longitudinal effect 

on hope.  

Dembo and Clemens (2013) stated in their article that people without depressive symp-

toms share a positive distorted perception of their characteristics, which leads to higher 

problem-solving skills, more confidence and higher creativity, which in turn are coupled in 

more hope and belief to the achievement of certain goals. In contrast, mildly to moderate 

depressed people are more realistic and aware of their positive and negative traits but 

there is a lack of positive skew leading to lower hope. In the context of schizophrenia this 

would mean that people without depressive symptoms in the course of illness would easi-

er develop a positive skewed perception of their health condition and thus would easier 

develop higher levels of hope resulting in self-fulfilling prophecies leading to purposeful 

efforts and recovery-focused activities.  

1.4.1 Interventions against depressive symptoms in schizophrenia 

There is evidence for a favorable efficiency profile or adjunctive antidepressant in people 

with psychosis. Results show that add-on antidepressants have small effects for depres-

sive and negative symptoms with even higher effects in people with predominant negative 

symptoms. The safety concerning possible drop-outs, exacerbation of psychosis or con-

tinuous side effects showed no differences to controls who got only antipsychotic medica-

tion (Bartosz Helfer et al., 2016). Nevertheless, there are meta-analysis which contradict 

the positive findings and found no evidence for the effect of antidepressants on depres-

sive symptoms (Kishi and Iwata, 2014, Kishi et al., 2013). There is evidence that a low 

threshold psychotherapeutic online intervention program which embraces bibliotherapy, 

online treatment and parts of cognitive behavioral psychotherapy lead to the improvement 

of depressive symptoms compared to a waiting group (Moritz et al., 2016).  
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1.4.2 Assessment instruments for depressive symptoms 

Table 6 shows a summary of measurement instruments for depressive symptoms in 

schizophrenia.  

Table 6 Assessment instruments for depressive symptoms in schizophrenia 

1. Beck´s Depression Inventory II (Beck et al., 1996) 

BDI II = Self-questionnaire which contains 21 questions, being scored on a scale value of 0-3.  
Cut-offs: 0-13: minimal depression; 14-19 mild depression; 20-28: moderate depression; 29-
63: severe depression. Higher scores indicate more severe depressive symptoms. Items 
concern:  

• Sadness 

• Pessimism 

• Past Failure 

• Loss of Pleasure 

• Guilty Feelings 

• Punishment Feelings 

• Self-Dislike 

 

• Self-Criticalness 

• Suicidal Thought or Wishes 

• Crying 

• Agitation 

• Loss of Interest 

• Indecisiveness 

• Worthlessness 

• Loss of Energy 

• Changes in Sleeping Pattern 

• Irritability 

• Changes in Appetite 

• Concentration Difficulty 

• Tiredness or Fatigue 

• Loss of Interest in Sex 

2. Hamilton Depression Scale (Hamilton, 1960) 

HAMD= rating scale containing 17 variables measured either on five-point or three-point 
scales in best case by two raters. Items concern:  

• Depressed mood 

• Guilt 

• Suicide 

• Insomnia, initial 

• Insomnia, middle 

• Insomnia, delayed 

• Work and interest 

• Retardation 

• Agitation 

• Anxiety, psychic 

• Anxiety, somatic 

• Somatic symptoms, 

• gastrointestinal 

• Somatic symptoms, general 

• Genital symptoms 

• Hypochondriasis 

• Loss of weight 

• Insight 

3. The Montgomery Asberg Depression Rating Scale (Montgomery, 1979) 

MADRS= rating scale for depressive symptoms consisting of 10 items. Higher scores indicate 
more severe depression, each item yields a score of 0 to 6. 0-6= normal/symptom absent; 7-
19= mild depression; 20-34= moderate depression; >34= severe depression 
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• Reported sadness 

• Inner tension 

• Apparent sadness 

• Suicidal thoughts 

• Lassitude 

• Inability to feel 

• Pessimistic thoughts 

• Concentration difficulties 

• Reduced sleep 

• Reduced appetite 

4. Calgary Depression Scale for Schizophrenia (Addington et al., 1993) 

CDSS=the scale was developed to assess depressive symptoms in schizophrenia by an ex-
perienced rater. It consists of nine items rated on a 4-point Likert scale from 0-3.  

• Depression 

• Hopelessness 

• Self-depreciation 

• Guilty ideas of reference 

• Pathological guilt 

• Morning depression 

• Early wakening 

• Suicide 

• Observed depression 

5. Die Allgemeine Depressionskala (Hautzinger and Bailer, 1993) 

ADS= is the German version of the Center of Epidemiological Studies Depression Scale 
(CESD-S) from the National Institute of Mental Health Center for Epidemiological Studies and 
was validated for the German language area. It consists of 20 items which are self-rated on a 
4-point Likert scale. Items can be divided into four different depressive modalities or factors:  

Depressive affect 
 

Somatic complaints 
and lack of drive 
 

Interpersonal expe-
riences 
 

Positive affects 
 

• Sadness 

• Crying 

• Fear 

• Self-devaluation 

• Dejection 

• Loneliness 

• Lack of responsive-
ness 

• Concentration 

• Psycho-motoric agita-
tion or lack if drive 

• Lack of effort 

• Sleeping problems 

• Appetite 

• Hostility by others 

• Rejection by others 

 

• Hope and future ori-
entation 

• Happiness 

• Enjoyment 

• Self-esteem 

 

1.5 The stigma of mental illness 

The concept of stigma of mental illness and its various forms in different societal and intra- 

as well as inter- individual levels plays an important role in this thesis. People with a men-
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tal illness must not only face symptoms of the disease. Additionally, they have to chal-

lenge negative reactions from society because of their illness. Attitudes, assumptions, 

stereotypes and discrimination from the society are all part of the stigma of mental illness 

and many sufferers experience the consequences of the illness as much more severe 

than the illness itself (Thornicroft, 2006, Rüsch et al., 2005). Psychosocial aspects like 

reduction of stigma and discrimination, inclusion, encouragement and empowerment are 

as important to recovery from mental illness as specific treatments emerging from biosci-

ence research. Thus, it is important to address personal experiences of people with a 

psychiatric condition (Wahl, 2012). Within the next section these topics will be addressed. 

1.5.1 Definition and developmental processes of stigma 

Figure 4 provides at one glance the various areas and levels where stigma processes 

take place. It cannot be tested in its complexity. Rather, it provides an overview of the 

many areas and influencing factors that can play a role in stigmatization processes. The 

following presented theories and definitions can all be located in this provided framework.  
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Figure 4 Levels of stigma processes FINIS (Framework Integrating Normative Influences of Stig-

ma) by Martin et al. (2008) by courtesy of Elsevier 

 

 

One of the first scientific disciplines that dealt with stigma of mental illness was sociology. 

For instance, the modified labeling theory (Link et al., 1989) tries to explain how stigma of 

mental illness develops. In the course of growing up and together with socialization, peo-

ple develop negative views about people with mental illness. The idea is formed that those 

affected are not accepted or possibly excluded by society. These convictions are saved as 

a script long before a person falls ill. After the disease has broken out, these beliefs and 

attitudes are activated and adopted for the individual. This process is called internalized 

stigmatization. In order to manage self-stigmatizing processes, people apply different cop-

ing strategies like social withdrawal, secrecy about the mental illness or, to mention a pos-

itive one, trying to educate their surroundings.  
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The modified labeling theory evolved and Link and Phelan (2001) developed a concept of 

the stigma of mental illness in which they described stigma as the simultaneous appear-

ance  of labeling processes, stereotyping, separation of individuals, status loss and dis-

crimination in a power situation. Additionally, they defined cognitive processes on an indi-

vidual level and social processes on a societal level allowing one powerful group having 

views that produce unfavorable consequences for the stigmatized group. As possible out-

comes or consequences of stigma they mentioned status loss or structural discrimination 

leading to victimization processes and circumstances that are seemingly unrelated to the 

stereotype (e.g.: hypertension among African-Americans who worked very hard to get rid 

of the stereotype of laziness).  

Many studies with a psychological point of view confirmed that labeling processes play a 

crucial role for the development of stigmatizing attitudes or beliefs and showed that the 

avoidance of labeling can have a protective influence. For instance, the study of Yang and 

Singla (2011) confirms that labeling is a critical point in the course of stigmatization. Chi-

nese relatives of people who suffer from psychosis often use indigenous labeling (e.g.: 

“excessive thinking” or “being unable to let go of negative thought”) to reduce stigma re-

lated thoughts of the public relating to schizophrenia. Those relatives using their own no-

tations experienced fewer negative reactions in their community than others. Obviously, 

the indigenous labeling had a protective effect for them and the affected person.  

Furthermore, Moses (2009) came to the conclusion that the diagnosis itself can lead to 

stigmatization of one's own person. He examined young people with mental illnesses and 

found a higher degree of stigmatization among those who named their diagnosis than 

among those who described the problems of their illness in their own words. Therefore, he 

assumed that the naming of a disease is sufficient to initiate a stigmatization process.  

This knowledge has already led to far-reaching changes. For example in Japan the label 

schizophrenia has changed to “integrative disorder” to avoid the negative stereotypes that 

the label schizophrenia evokes in the society, although it seems unlikely that a change of 

name can be the only way to fight successfully against discrimination of the society be-

cause the new label has also the effect that people are recognized as group of people 

being different and separated from the “normal” ones (Corrigan, 2016).  

To sum up, a psychiatric diagnosis forms a sort of label which has certain negative convic-

tions and attitudes inherent. This label can have a significant influence on further social 

relationships. Nevertheless, secrecy, indigenous labeling or giving a new name to a disor-
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der cannot solve the problem of stigmatization and these coping mechanisms have many 

disadvantages inherent.   

So far, the avoidance or the change of labeling seems to have benefits but there are other 

protective factors of stigma processes like the familiarity with people who have a mental 

illness. Meeting and getting to know people with a mental illness was identified as a posi-

tive factor against stigmatization. People who are surrounded by affected people lose their 

shyness and sense of assumed danger. The perception of a reduced danger leads to less 

fear and thus to a lower desire for a greater distance (Angermeyer and Matschinger, 

2004).  

Rüsch et al. (2011) came to a similar result because they could show that automatically 

activated attitudes representing stereotypes were less common in the group of people 

with mental health problems compared to the group of healthy participants.  They as-

sumed that all individuals, no matter if healthy or ill, form negative attitudes towards peo-

ple who suffer from a mental illness. After getting sick people get in contact with other 

affected persons in the psychiatric care system. Hence, they have the opportunity to get 

rid of their stereotypes whereas healthy members of the society usually have no contact 

with mentally ill persons and subsequently do not lose their stereotyped attitudes.  

In order to gain a better understanding about stigma processes it is important to ask what 

the public understands by the term mental illness and which attitudes are associated with 

that notions. In the past, generally three common themes to stereotypic attitudes about 

mental illness can be identified: I) Fear and exclusion: people with severe mental illness 

should be feared because they are dangerous; II) Authoritarianism: they are irresponsible, 

hence important life decision have to be made for them and III) Benevolence: they are 

childlike and need to be cared of (Brockington et al., 1993). 

Rüsch et al. (2012) identified two different conceptions of “mental illness” in the general 

public. One group had a narrow view of mental illness subsuming major psychiatric disor-

ders like schizophrenia or bipolar disorders under their concept. The other identified group 

had a less specific concept of mental illness subsuming terms like stress and grief under 

the generic term. In contrast to people having a narrow and more sophisticated view of 

mental illness, the second group blamed patients for their health condition and they ig-

nored neurobiological causes for the illness. It turned out that people with a developed 

understanding of mental illness did not blame those affected, but that this did not mean 

that they had no prejudices against them. 



38 

After the progression of research, revealing different biological and neurogenetic causes 

for severe mental illnesses researchers and professionals were confident that the ac-

knowledgment of these causes would lead to the fact, that psychiatric illnesses and so-

matic illnesses would stand alongside in the society and that certain stigmatizing views 

would vanish. Quite to the contrary, many studies showed that although the public has 

become more sophisticated concerning mental illness in the last twenty years the social 

tolerance and acceptance towards afflicted persons has not changed in a positive way 

(Angermeyer et al., 2017, Magliano et al., 2011, Schomerus et al., 2012).  

In the case of schizophrenia results showed that it even got worse. Mehta and Farina 

(1997) provided the explanation that the disease view of mental illness leads to the per-

ception that afflicted are physically distinct from healthy people and this notion leads to the 

realization that a mental disease could strike anyone accompanied by the feeling of hav-

ing things not under control. Hence, people with mental illness become a target because 

they function as a reminder of vulnerability. It seems that the focus on biological causes of 

mental illness seems to enhance the notion of “otherness”, reduce treatment optimism 

and aggregate the anticipation of dangerous behavior and unpredictability.  

To highlight a positive development, the necessity of seeking professional help is recog-

nized more often. Maybe a shift to a biopsychosocial disease model with again a strong 

focus of social and psychological risk factors and illness contributors can change the ef-

fect of the stigmatizing views a solely biological disease model might produce (Schomerus 

et al., 2012, Angermeyer et al., 2013, Pescosolido, 2013).  

Another worrying outcome is that even under ongoing health professionals with a predom-

inant biogenetic causal explanation for severe mental illness attitudes towards patients 

and their possible recovery were remarkable negative. As a consequence, authors sug-

gested that seminars with scientific evidence base teaching recovery rates and the stigma 

of mentally ill people should be implemented to combat against negative stereotypes and 

attitudes among students. Another possibility would be to force the contact between stu-

dents and people who have recover clinically or at least functionally from their disorder 

(Magliano et al., 2011, Hanzawa et al., 2012).  Gronholm et al. (2017) identified different 

key ingredients of successful anti-stigma strategies among health care professionals, 

namely, multiple forms of social contact with a trained speaker who shares his or her per-

sonal experiences with the mental illness, focus on behavior change by teaching skills to 

provide help for health care providers that they can react adequately, engaging in myth 

busting, emphasizing and demonstrating recovery as a key part of messaging.  
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Therefore, it might be important for people who will be working in the mental health area in 

the future to offer workshops in which they can deal with their own stereotypes and preju-

dices  so that they can first be identified and then, if necessary, modified for future pa-

tients (Linden and Kavanagh, 2012).   

Indeed, no matter if for a professional person in the health care system or an individual of 

society, contact strategies seem to have the most effective benefits changing attitudes 

and behavior against mentally ill people. Corrigan´s (2016, pp. 70) call for “Parity, not pity” 

underlines the importance that decisions about treatment and live aims must remain in the 

hands of affected who should be accompanied, consulted and supported by health pro-

fessionals. People with positive recovery history need to lead efforts to set policy and ac-

tions that affect their lives in a positive way. It is inevitable to give affected persons power 

in decision making processes and to build up community-based rehabilitation programs to 

live the ideas of inclusion. In an overview of 50 years psychiatric attitude research in Ger-

many (Angermeyer et al., 2017) researchers came to the result that in its origins stigma 

research had a sociological perspective which changed over the years to an individual 

and social psychological perspective. They claim for the importance of again focusing on 

the societal perspective because of ongoing radicalization against refugees and Islamic 

cultures which could again spread to discrimination against mentally ill persons.   

In the sense of resilience, the question why not all persons with mental illness are also 

affected of stigma issues is raised more and more. Rüsch et al. (2005) noted that there is 

a continuum between self-stigmatization and self-determination or empowerment. People 

who are more on the pole of self-stigmatization are characterized by internalized stigma-

tizing thoughts, which lead to a negative assessment of their own situation and moreover 

to a learned helplessness and negative self-fulfilling prophecies. (e.g.: people with schizo-

phrenia are dangerous  I am dangerous  I withdraw from society in order to harm no-

body). On the other hand, there are people who are not disturbed by stigmatizing attitudes 

of society or who even get angry or fight against them. They have developed a so-called 

stigma resistance against stereotypes. Instead of agreeing and applying them they devel-

op a sort of reactance against them and they start to defend themselves which is also 

accompanied with a growing self-esteem. Building consultant centers where the coming 

out and the contact to people who have already recovered can be provided may be im-

portant in order to get the empowerment ideas right from the beginning of the disease 

(Switaj et al., 2012). 
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1.5.2 The different levels and contexts of stigma of mental illness 

A distinction is made between different levels and contexts or situations in which stigmati-

zation processes can take place. Campbell and Deacon (2006) differentiate the individual 

level of stigma from macro-social level, seeing them as different pols of one continuum. A 

multi-level approach links the two poles. The different levels of stigma can occur in multi-

ple contexts such as materialistic, political, symbolic and institutional settings. Much more 

often, however, the distinction between macro-, meso- and micro-level is found in the lit-

erature.  

Firstly, the structural stigma is located on the macro-level having its origins in political, 

juridical and institutional power (Hatzenbuehler and Link, 2014, Corrigan et al., 2005, 

Livingston, 2013). Secondly, public stigma is positioned on a meso-level and it is defined 

as degree to which the general public holds negative views and discriminates against 

people with mental illnesses(Pescosolido, 2013, Wood et al., 2014, Corrigan, 2004)  and 

thirdly, the internalized stigma which is located on the micro- level reflecting intrapersonal 

processes of the afflicted person him- or herself (Corrigan et al., 2011, Fung et al., 2010).  

Figure 5 illustrates the different levels where stigma processes or phenomena can occur. 

There is evidence for the assumption that the public stigma internalizes into self-stigma 

processes in people with mental illness (Vogel et al., 2013) but the mutual relationships 

between the different levels of stigma are not yet assured. Nevertheless, it is hypothe-

sized that the premise of self-stigmatization is the awareness of the public stigma. People 

with mental illness know about the stereotypes of society, and once they fall ill, they apply 

them to themselves and develop self-prejudices which cause negative emotional 

thoughts, making them believe for instance that they are incompetent or dangerous. Low 

self-esteem and low self-efficacy are seen as consequences and after that, people stop 

searching for work and in the end, they discriminate against themselves. The next section 

will examine this theory in detail.  
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Figure 5 Different levels of the stigma of mental illness 

 

1.5.2.1 Structural stigma 

The structural stigma is located at the macro level and is reflected in legislation, social 

justice, distribution issues and other themes related to the public and community life    

(Livingston, 2013). The Structural Stigma and Population Health Working Group compris-

ing researchers from different scientific fields was founded to target various issues about 

structural stigma in the health care environment. As a broad working definition they de-

clare structural stigma as: “…societal-level conditions, cultural norms and institutional pol-

icies that constrain the opportunities, resources and well-being of the stigmatized.” 

(Hatzenbuehler and Link, 2014,p. 2). This results in unfavorable circumstances for the 

stigmatized group, which are characterized by the unequal distribution of economic, social 

and political power and resources. (Livingston, 2013). 

The operationalization of structural stigma is of great importance to make the processes 

that underlie it more manifest. In general, there are two different contexts in which the 

structural stigma can be operationalized (Corrigan et al., 2004, Hatzenbuehler and Link, 

2014):  

 



42 

1) policies of private and governmental institutions that intentionally restrict the oppor-

tunities of people with mental illnesses (e.g.: “restricted rights of an individual with 

mental illness to hold elective office, participate in juries and vote or in the private 

sector predominantly negative articles about mentally ill people in newspapers”) 

and  

 

2) policies of institutions that yield unintended consequences that hinder the options 

of people with mental illness (e.g.: “less money is allocated in treatment for psy-

chiatric illnesses compared to somatic illnesses, salaries and benefits are higher in 

the private sector where health professionals mostly treat milder forms of mental 

diseases compared to public services which serves people with the most serious 

psychiatric illnesses”)  

Similar examples of structural discrimination are present all over the world. For instance, 

in Europe Schulze and Angermeyer (2003) stated that the poor quality of the mental 

health sources was seen as the most disastrous form of mentioned unintended discrimi-

nations. Likewise, they highlighted the problem of unfairly distributed financial resources in 

the health care system and pointed out that the competitive and achievement-orientated 

values of our society are strong concerns of patients because in many cases, at least for a 

while, they are not able to fulfil the expectations in the working environment because of 

their disease.  

Turning the attention to eastern cultures Lee et al. (2006) reported sobering figures. In 

connection with hospitalization among people with a schizophrenia spectrum disorder 

50% of the participants (N=320) claimed adverse events like inadequate information, neg-

ative staff attitudes, excessive restraint, unfairness concerning canteen services and in-

adequacy with regard to the complaint handling system of their hospital. 70% were not 

told about frequent side effects of their medication and only 15% of the patients got anti-

psychotics of the new generation in order to keep the costs low.  

Generally, structural stigma is besides trauma and difficult family situations an environ-

mental risk factor for a chronic condition for schizophrenia (van Zelst, 2009) and it is hy-

pothesized that micro-, meso- and macro-level factors of stigma interact with each other 

and that they are able to potentiate or to mitigate potential health outcomes among the 

stigmatized (Hatzenbuehler and Link, 2014). The measurement methods for structural 

stigma range from policy analysis to aggregated attitude measure of people who stigma-

tize other persons (Hatzenbuehler, 2016). The study of Evans-Lacko et al. (2012) has 

shown that structural stigma has influences on inter- and intrapersonal stigma processes. 
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They found out that in mentally ill people in countries with high rates of structural stigma 

tend to have higher self-stigma rates as on countries where the structural stigma is low. 

Therefore, results of structural stigma research could prove that it can have a harsh im-

pact on the health of populations. Thus, interventions are necessary to combat those neg-

ative circumstances. Livingston (2013) proposed six interrelated approaches to diminish 

the mental-illness related structural stigma:  

• Legal and political action (e.g. “creating new laws or repealing harmful laws”) 

• Advocacy (e.g. “access to legal and social justice services within political, econom-

ic and social systems; lobbying for change in social policies, legal protections and 

professional practices”)  

• Inclusive efforts (e.g. “remove barriers that reduce the chance to participate in any 

life domain”)  

• Healthcare reform (e.g. “access to same range, quality and standard of healthcare 

that is enjoyed by people with physical illnesses”) 

• Education (e.g. “improving knowledge and attitudes”)  

• Research (e.g. “documenting incidents of structural stigma through research; 

comparing different jurisdictions”) 

Their program consists of five important steps, namely recognizing the structures that 

shape clinical interactions, developing an extra-clinical language of structure, rearticulat-

ing “cultural” in presentation in “structural” terms, observing and imaging structural inter-

ventions and developing structural humility.  

1.5.2.2 Public stigma with regard to schizophrenia 

Public stigma is positioned on the meso-level of the stigma system and is divided into 

cognitive, emotional and behavioral elements called stereotypes, prejudices and discrimi-

nations. Stereotypes are opinions or fact-based beliefs with a negative evaluative compo-

nent (e.g.: “people with a mental illness have a weak character compared to healthy peo-

ple”). These negative beliefs provoke certain prejudices resulting in the agreement of a 

certain belief or a negative emotional reaction (e.g.: “anger or fear”). Different forms of 

discriminatory behaviors (e.g.: “refusing help, avoiding access to the employment area”) 

may result of prejudices (Rüsch et al., 2005, Corrigan, 2016).  

Possible ways to measure public stigma are attitude surveys to find out about the nature 

and extend of anticipated or experienced discrimination like for instance rejections in so-
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cial relationships or employment area  (Thornicroft et al., 2009, Cechnicki et al., 2011). 

Perceived public stigma (e.g.: how individuals believe others would view and treat them if 

they sought treatment) or personal public stigma (e.g.: how the individual him- or herself 

would view and treat others who seek treatment) are also possible measurement tech-

niques (Pedersen and Paves, 2014, Lien et al., 2015, Pattyn et al., 2014). Another possi-

bility would be within the framework of the stereotype content model which predicts the 

variation of different forms of stereotypes in the two dimensions “warmth-hostility” and  

“competence-incompetence (Fiske et al., 2002).  

For instance, the public stigma concerning the term “mental illness” is perceived as rela-

tively incompetent but not very hostile but this image varies among different mental disor-

ders. Illnesses with psychotic features had the worst rating being perceived as hostile and 

incompetent compared to mood and anxiety disorders being perceived as average com-

petent and warm. People with neurocognitive disorders were perceived as warm but in-

competent and sociopathic illnesses were said to be hostile but competent (Sadler, 2012). 

Besides attitudes surveys or measurements, the second tradition in the public stigma re-

search are behavioral experiments where participants think that they are interacting with 

someone suffering from a mental illness while measuring their emotional or behavioral 

reactions (Mehta and Farina, 1997, Rüsch et al., 2011).  

From a historical perspective (Allot et al., 2002) the negative stereotypes and prejudices 

of schizophrenia are reasonable because in the beginning schizophrenia was seen as an 

impairable physical disease named dementia praecox (Kraepelin, 1896). This name 

evoked the perceptions of a solely negative disease progression. Thus, the outlasting an-

ticipation led over the years to negative stereotypes in the western civilization. With the 

beginning of the civil rights movement in the 1960s and 1970s stereotypes and prejudices 

began to be scrutinized and fought against because of growing research efforts in this 

area. 

When we turn our attention to stereotypes specifically for people with a disease in the 

schizophrenia spectrum disorder the most prevalent one is that people are unpredictable 

and incompetent, followed by the perception of dangerousness and the belief that all peo-

ple with schizophrenia have a poor prognosis, are aggressive, unreasonable, lacking in 

self-control and frightening. Especially, the unpredictability and dangerousness are closely 

linked with schizophrenia and more noticeable as in other psychiatric diagnoses. In com-

parison with other mental illnesses the negative stereotypes against schizophrenia are 

higher pronounced and an upwards shift has been examined (Reavley and Jorm, 2012). 

The notion that afflicted are responsible for their illness themselves and that they are par-
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ticularly creative or intelligent was least common. Generally, the more dangerous society 

considers people with schizophrenia to be, the greater the desire for social distance and 

the more likely it is to discriminate structurally against someone.  (Angermeyer et al., 

2004, Wood et al., 2014). 

Concerning anticipated and experienced discrimination the rate for anticipated discrimina-

tion is rather higher than for experienced discrimination and the correlation between the 

two forms of discrimination are weak. An international study (Thornicroft et al., 2009, Ucok 

et al., 2012, Brohan et al., 2010) conducted in 27 countries with 729 participants showed 

that nearly half of the sample experienced negative discrimination in making or keeping 

friends, over 40% experienced discrimination in the familiar environment and nearly 30 % 

in finding  or keeping a job or in intimate and sexual relationships. The anticipated discrim-

ination rates were even higher showing that over 60% anticipated discrimination in apply-

ing for work, training or education. More than half of the sample anticipated it in looking for 

a close relationship and three third felt the need to conceal their diagnosis.  

Thus, a considerable proportion experienced discrimination, but it has also been shown 

that anticipated discrimination was not necessarily associated with experienced discrimi-

nation.  Switaj et al. (2012) came to the result that health care providers told patients that 

they should lower their expectations of achieving important life goals and that they felt 

particularly rejected and avoided from employers and superiors. Additionally, they report-

ed that experiences in the employment area were predominantly devastating because of 

the loss of the economic independency and the resulting economic burden. Besides the 

discrimination in interpersonal relationships and employment areas, affected persons also 

reported discriminations in the media where often a biased portrayal of mentally ill people 

is drawn (Holzinger et al., 2003). 

Pescosolido (2013) suggested that interventions against public stigma have to be multi-

faceted and multilevel and should address the fundamental cause of stigma. Yet, individ-

ual stigmatizing attitudes were found to be strongly associated with “social” stigmatizing 

attitudes, thus on the one hand interventions should lead to fundamental changes in atti-

tudes and beliefs of the society and on the other hand they should change the power of 

relations that underlie the ability of dominant groups.  Hence, social interventions must 

lower the willingness to discriminate against people and psychological interventions have 

to decrease the anticipated stigma of affected persons (Thornicroft et al., 2009, Brohan et 

al., 2010). 
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1.6 Internalized stigma 

Internalized stigma frequently also called self-stigma is positioned on the micro-level of 

the stigma of mental illness system and it is the central topic of this thesis. Hence, the 

background literature will now be summarized on the nature, the development, the preva-

lence, the correlates as well as the consequences of self-stigma.  

Like the public stigma it can be divided into stereotypes, prejudices and discrimination 

towards one selves. An example for a stereotype would be the thought: “My character 

must be weak because I have a mental illness”. This evokes prejudice in the way that the 

person agrees with this belief and feelings of low self-esteem or low self-efficacy may fol-

low. The resulting discriminatory behavior towards oneself would be for instance the end-

ing of pursuing work opportunities (Rüsch et al., 2005). 

1.6.1 Models of internalized stigma 

Several similar models concerning the development of internalized stigma have been de-

veloped. Watson et al. (2007) generated a model which fits to the former mentioned no-

tion of Rüsch and colleagues. First, there is the stereotype awareness which is the first 

important step to develop an internalized stigma. After that, the stereotype agreement 

follows, so people who are mentally ill believe in the common stereotypes of the public. 

Finally, patients apply those stereotypes to themselves. This process they called the ste-

reotype-concurrence. Evidence could be found for the hypothesis that stereotype agree-

ment regressed on self-concurrence and self-concurrence regressed on self-efficacy. 

Likewise, Corrigan et al. (2011) proposed a progressive model of internalized stigma sug-

gesting a trickle-down effect in a four stage model starting with (1) awareness of associat-

ed stereotypes, (2) agreement with them, (3) applying the stereotypes to  oneself and (4) 

lower self-esteem.  Indeed, data indicated two stages, with awareness and agreement on 

the first stage and self-application with harm on the second stage. Munoz et al. (2011) 

suggested a more vivid, cognitive-behavioral model. It combines social, cognitive and be-

havioral variables. First, they draw a line between social and cognitive variables, pointing 

out that patients experience discrimination in close and intimate relationships because 

usually social networks of mentally ill persons are small, thus the public stigma is experi-

enced through close relatives and friends. Those experiences lead to fear and social with-

drawal. The next step is the association between the public stigma and self-stigma be-
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cause when patients know about the stereotypes of the public, they endorse those beliefs 

for themselves resulting in an internalized stigma.  

Authors hypothized that stigma experiences, self-stigma and poor recovery expectations 

result in a poorer social functioning and a poorer personal autonomy, which represent the 

behavioral variables. The development of self-stigma has also been attributed to personal-

ity factors. Harm avoidance, a personality factor characterized by anxiousness and de-

pression could predict higher levels of internalized stigma, whereas self-directedness, 

described as having clear goals, being self-determinate and self-governed, seems to be a 

resilient factor against self-stigma (Margetic et al., 2010). 

1.6.2 Prevalence of internalized stigma in patients with schizophrenia 

Prevalence rates of internalized stigma amongst those with schizophrenia may differ de-

pending on geographical location, assessment tools and the definition of mild, moderate 

and high stigma. For example,  a study cited in New York and Indiana (West et al., 2011) 

examined the prevalence of internalized stigma using the Internalized Stigma Scale with a 

Likert-scale ranging from 0-3.  They defined an elevated internalized stigma as reaching 

the cut-off point of 1, 5 mean score or higher. 31, 1% of the sample (n= 144) showed a 

high internalized stigma. In Europe, Brohan et al. (2010) used another form of the Internal-

ized Stigma Scale providing a Likert-Scale reaching from 1-4. Furthermore, they had a 

different definition of levels of internalized stigma reaching from <2=minimal stigma; 2-2, 

5= low stigma; 2, 5-3= moderate stigma; +3= high stigma. 41, 7% of the total sample 

(n=1229) had moderate to high levels of internalized stigma.  The more people were 

aware of the negative attitudes of society the higher was the level of internalized stigma. 

In low-income countries like in Ethiopia (Assefa et al., 2012) 46,7% of the population 

(n=212) showed a moderate to high internalized stigma which is comparable with the fig-

ures from Europe. A study in South Africa (Botha et al., 2006) confirmed a high perception 

of internalized stigmatization with more than 50% reporting to be discriminated against 

because of their schizophrenia. By contrast, turning the attention to eastern cultures a 

Chinese study (Lv et al., 2012), reported 28, 4% of the sample (N=95) having a minimal 

stigma, 48, 4% having a mild stigma and 20% having a moderate stigma. The lower stig-

ma rates might be explained by the fact that affected persons and their relatives try hard 

to keep psychiatric problems as a secret because the Confucianism culture equates the 

diagnosis of schizophrenia with losing one´s face. Other results stemming from an exami-

nation in Singapore showed rates comparable to European statistics with 43.6% (n=280) 
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stating a moderate to high internalized stigma (Picco et al., 2016) Referring to the results, 

low income countries seem to have the highest stigma rates, followed by western and, 

after that, eastern cultures. To sum up, prevalence rates of having moderate to high inter-

nalized stigma rates vary from 20 to nearly 50% in patient samples.  

1.6.3 Correlates of internalized stigma  

A summary of cross-sectional analysis revealed different psychological, clinical, social and 

socio-demographic variables correlated to internalized stigma with partially contradicting 

findings. Consistently negative associations have been found for internalized stigma and 

self-esteem, quality of life and social functioning in a large number of studies. Isolated 

studies indicated a negative relationship between internalized stigma and emotional regu-

lation, hope, empowerment, self-efficacy, meaning in life, personal autonomy and voca-

tional functioning.  

Consistently positive associations were found for internalized stigma and depressive 

symptoms, positive symptoms (except from one study showing no relationship) and per-

ceived discrimination. Results also showed positive correlation between avoidant coping 

strategies, dysfunctional attitudes, anxiety symptoms shame and engulfment. 

Across the reports, no association could be found between internalized stigma and meta-

cognition, negative symptoms and general symptoms. Internalized stigma showed also no 

correlations with socio-demographic variables except from the study of Lv et al. (2012) 

who found association between educational level and employment status and internalized 

stigma. These results correspond with the results of the review and meta-analyses of 

Livingston and Boyd (2010) who examined the correlates and consequences of internal-

ized stigma in people suffering from a severe mental illness.  

The associations between insight into illness and internalized stigma are inconsistent. 

Table 7 shows the results of studies investigating cross-sectional correlations between 

internalized stigma and various variables.  
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Table 7: Correlates with internalized stigma 
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ISMIS= Internalized Stigma of Mental Illness Scale (Ritsher et al., 2003)                                                                +: significantly positive correlation 
PDD= Perceived Discrimination and Devaluation Scale (Link, 1987)                                                                                                                                 -: significantly negative correlation 
SDS-J= Social Distance Scale- Japanese Version (Makita, 2006)                                                                                                                             0: no significant correlation 
SSMIS= The self-stigma of mental illness scale (Corrigan et al., 2006) X: significant correlation; no direction reported   
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An overview of regression analyses shows consistent results with correlational analyses. 

Moreover, there are outcomes indicating that the number of hospitalizations and the symp-

tom severity correlate positively with internalized stigma. Results of regression analyses are 

summed up in table 8.  

Table 8: Comparison of regression analyses with internalized stigma 
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Table 9 shows the results of cross-sectional mediator- and moderator-analyses as well as 

study reports with the method of structural equation modeling. A consistent result of modera-

tion analyses was that internalized stigma may enlighten the so- called insight paradoxon 

which tries wo explain why people with high insight concerning their mental illness show 

more negative outcomes that those who do not accept or recognize their illness. The above-

mentioned studies show that internalized stigma plays a crucial moderation role in this rela-

tionship. Results suggest that people who have high insight in their illness but also tend to 

high stigmatizing beliefs concerning oneself show negative outcomes like a low quality of life, 

depressed mood, negative self-esteem and general demoralization.  
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Table 9: Mediator- and moderator analyses as well as structural equation models with internalized 

stigma 

Study Patient group 
and diagno-

ses 

N= Design Internalized 
stigma 

measure 

Results 

Yanos 
et al. 
(2008) 

patients with 
schizophrenia 
spectrum dis-
orders 

102 Path analy-
sis 

ISMIS Path model 1: Internalized 
stigma negatively influenced 
(social) avoidance behavior 
and depressive symptoms. 
This influence was mediated 
by the influence of internalized 
stigma on hope and self-
confidence 

Sibitz et 
al. 
(2011) 

inpatient and 
day clinic care 
patients as 
well as outpa-
tient between 
18 and 65 

157 Structural 
equation 
modeling 

ISMIS, PDD A poorer social network con-
tributed to a lack of empow-
erment and higher internalized 
stigma, which resulted in de-
pression and in turn to im-
paired quality of life 

Cavelti 
et al. 
(2012b) 

patients be-
tween 18 and 
65 diagnosed 
with schizo-
phrenia or 
schizoaffective 
disorder 

145 Moderator 
and media-
tor analyses 
with struc-
tural equa-
tion model-
ing 

SSMIS Self-stigma as moderator: 
high levels of insight were 
associated with high levels of 
demoralization when it was 
accompanied by high self-
stigma but not when self-
stigma was absent. Self-
stigma as mediator: positive 
associations of insight and 
demoralization was mediated 
by self-stigma, showing per-
sons with high insight tended 
to be more demoralized due, 
in part to their increased likeli-
hood of experiencing self-
stigma in relation to their men-
tal illness. 

 

Ehrlich-
Ben Or 
et al. 

inpatients and 
outpatients 
with schizo-

60 Moderation 
model with 
cluster 

ISMIS Internalized stigma moderated 
the relationship between in-
sight and meaning in life. 
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Study Patient group 
and diagno-

ses 

N= Design Internalized 
stigma 

measure 

Results 

(2013) phrenia, 
schizoaffective 
disorder and 
affective dis-
orders 

analysis 
method 

Thus, people with high scores 
of internalized stigma and 
high levels of insight showed 
low levels of meaning in life.   

Sharaf 
et al. 
(2012) 

outpatients 
with schizo-
phrenia 

200 Moderator 
analyses 
with hierar-
chical multi-
ple regres-
sion analy-
sis 

ISMIS Internalized stigma did not 
moderate the negative effect 
of insight on suicide risk.  

Staring 
et al. 
(2009) 

outpatients 
with schizo-
phrenia spec-
trum disorders 
or affective 
disorders 

114 Moderation 
analysis 
with struc-
tural equa-
tion model-
ing 

PDD Moderation analysis showed 
that good insight is associated 
with low quality of life, de-
pressed mood and negative 
self-esteem, mainly when it is 
accompanied by stigmatizing 
beliefs which leads to the 
conclusion that internalized 
stigma is a mediator between 
insight and unfavorable out-
comes.  

1.6.4 Consequences and determinants of internalized stigma 

Generally, the amount of studies with a longitudinal study design is much smaller than the 

number of cross-sectional studies. Internalized stigma could be found in longitudinal studies 

as triggers for inpatient admissions, higher depressive symptoms, lower self-esteem, in-

creased impaired rehabilitation and lower self-confidence. Higher internalized stigma was 

found as being a consequence of higher positive symptoms. Results from prospective stud-

ies are summed up in Table 10.   
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Table 10: Determinants and consequences of internalized stigma 

Study Patient group 
and diagno-

ses 

N= Design Internal-
ized stig-
ma meas-

ure 

Results 

Rüsch 
et al. 
(2009) 

patients with 
schizophrenia, 
schizoaffective 
disorder or 
affective disor-
der 

75 follow-up as-
sessment after 6 
months; 3 differ-
ent groups: used 
individual psy-
chothera-
py/counselling; 
mutual-
help/peer-
support groups 
or psychiatric 
hospitalization; 
logistic regres-
sion  

SSMIS 
subscale; 
PDD 

low perceived legitimacy 
of discrimination pre-
dicted use of counsel-
ling/psychotherapy; par-
ticipation in mutual 
help/peer support 
groups was predicted by 
strong group identifica-
tion; high self-stigma 
predicted psychiatric 
hospitalization 

Ritsher 
and 
Phelan 
(2004) 

outpatients 
with schizo-
phrenia spec-
trum disorder, 
depression, 
PTSD 

47 follow-up as-
sessment of self-
stigma and mo-
rale (combination 
of depressive 
symptoms and 
self-esteem) af-
ter 4 months; 
longitudinal line-
ar regression 
models 

ISMIS, 
PDD 

subscales "alienation" 
and "stereotype en-
dorsement" and "social 
withdrawal" predicted 
depressive symptoms at 
follow up. Subscales 
"discrimination experi-
ences" and "stigma re-
sistance" did no predict 
depressive symptoms 4 
months later. For self-
esteem only, subscale 
alienation could predict 
reduced values at follow 
up.  

Lysake
r et al. 
(2007a) 

outpatients 
with schizo-
phrenia or 
schizoaffective 
disorder 

36 follow-up after 6 
months, multivar-
iate analyses 

ISMIS higher levels of positive 
symptoms at baseline 
predicted greater inter-
nalized stigma 6 months 
later; higher levels of 
internalized stigma at 
baseline were a risk 
factor for greater levels 
of emotional discomfort 
6 months later.  
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Study Patient group 
and diagno-

ses 

N= Design Internal-
ized stig-
ma meas-

ure 

Results 

Yanos 
et al. 
(2010) 

outpatients 
with schizo-
phrenia and 
schizoaffective 
disorder 

78 follow-up 5 
months after 
vocational reha-
bilitation; multi-
variate regres-
sion analyses 

ISMIS higher scores of the 
internalized stigma 
scale (specifically the 
subscale stereotype 
endorsement) at base-
line demonstrated lower 
levels of improvement in 
vocational functioning 5 
month later.  

Yanos 
et al. 
(2012) 

participants 
with schizo-
phrenia, 
schizoaffective 
disorder or 
affective disor-
der 

39 follow-up 4 and 7 
months after 
baseline as-
sessment; mixed 
effect analyses 
of the relation-
ship between 
ISMI total score, 
negative symp-
toms and quality 
of life  

ISMIS increased self-stigma 
predicted lower quality 
of life over time.  

Lysake
r et al. 
(2012) 

Participants 
with schizo-
phrenia or 
schizoaffective 
disorder 

110 Follow-up data of 
5-7 months and 
after 12 months. 
Two path anal-
yses; First one 
for the subscale 
stereotype en-
dorsement and 
the subscale 
discrimination. 
Second one a 
cross-lagged 
panel model with 
stereotype en-
dorsement, dis-
tress and dis-
crimination over 
time.  

ISMIS Results of the first mod-
el: constructs of stereo-
type endorsement and 
discrimination were sta-
ble over the period of 5-
7 months but over the 
time span of 12 months 
they were not stable. 
Stereotype endorse-
ment and discrimination 
are correlated concur-
rently but not overt time. 
Psychological distress 
and discrimination were 
also correlated concur-
rently but not over time.  
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1.6.5 Instruments to measure internalized stigma 

The next table 11 provides an overview of the most important instruments assessing internal-

ized stigma in people with mental illness.  

Table 11: Measurement instruments for internalized stigma 

1. Internalized stigma of mental illness scale (Ritsher et al., 2003) 

ISMIS= scale consists of 29 items, self-measurement instrument, each item is rated on a 
four-point Likert- scale and the items are subsumed to five different scales:  

Discrimination 
experiences 

Alienation  
 

Stereotype en-
dorsement 

Social with-
drawal 
 

Stigma re-
sistance (re-
verse coded) 
 

 5 Items 

e.g.: People discrimi-
nate against me 
because I have a 
mental illness 

 6 Items 

e.g.: I feel out of place 
in the world because I 
have a mental illness 

 7 Items 

e.g.: Stereotypes about 
the mentally ill apply to 
me 

 6 items 

e.g.: I don't talk about 
myself much because 
I don't want to burden 
others with my mental 
illness 

 5 items 

e.g.: I can have a 
good, fulfilling life, 
despite my mental 
illness 

2. Self-stigma of mental illness scale (Corrigan et al., 2006) 

SSMIS= 40 item scale representing each of the four constructs in the self-stigma model. 
Each item is rated on a 9-point agreement scale (9= strongly agree): 

Stereotype aware-
ness (10 items) 

Stereotype agree-
ment (10 items) 

 

Stereotype self-
concurrence (10 
items) 

Self-esteem dec-
rement (10 items) 

3. Perceived Discrimination and Devaluation Scale (Link, 1987) 

PDD= 12 item scale with general statements concerning stereotypes against people with 
mental illness. All statements are answered using a 6-point Likert scale; 1 indicating strong 
agreement to 6 indicating strong disagreement. In 6 items the scoring is reversed (items in 
the second column) 

• Most people would willingly accept a former 
mental patient as a close friend 

• Most people believe that a person who has 
been in a mental hospital is just as intelligent 
as the average person 

• Most people believe that a former mental 
patient is just as trustworthy as the average 

• Most people think that entering a mental hospital is 
a sign of personal failure 

• Most people would not hire a former mental patient 
to take care of their children, even if he or she had 
been well for some time 

• Most people think less of a person who has been in 
a mental hospital 
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citizen 

• Most people would accept a fully recovered 
former mental patient as a teacher of young 
children in a public school 

• Most employers will hire a former mental 
patient if he or she is qualified for the job 

• Most people in my community would treat a 
former mental patient just as they would treat 
anyone  

• Most employers will pass over the application of a 
former mental patient in favor for another applicant 

• Most young women would be reluctant to date a 
man who has been hospitalized for a serious men-
tal disorder 

• Once they know a person was in a mental hospital, 
most people will take his opinions less seriously 

4. The Self-stigma of Mental Illness Scale (Tucker et al., 2013) 

SSOMI= 10 item scale; rated on a 5-point Likert scale with 1=strongly disagree to 5= strongly 
agree. 5 items are reversed coded. Internal consistency in undergraduate and community 
sample of alpha= .91, .92 respectively.  
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1.7 Summary 

Put together, schizophrenia is rated among severe mental disorders with the reputation of 

having commonly a chronical course of illness despite many opposite cases (Wittchen and 

Hoyer, 2006, Jääskeläinen et al., 2013, Kishimoto et al., 2012, Zipursky et al., 2013, Häcker 

and Stampf, 2004) . Many stereotypes, prejudices and discriminations are connected with 

the disease of schizophrenia (Rüsch et al., 2005, Reavley and Jorm, 2012, Angermeyer and 

Matschinger, 2004, Wood et al., 2014) und stigmatization processes are found in structural 

processes (Hatzenbuehler and Link, 2014, Hatzenbuehler, 2016), at a societal level in the 

form of public stigma (Sadler et al., 2012, Corrigan, 2016) and within individuals in form of 

stereotyped beliefs about the illness which can also be called internalized stigma (Watson et 

al., 2007, Munoz et al., 2011, Corrigan et al., 2011).   

Research results showed that internalized stigma can be a barrier for recovery processes by 

diminishing morale (Cavelti et al., 2012a, Cavelti et al., 2012b), quality of life (Vauth et al., 

2007, Staring et al., 2009, Sibitz et al., 2011, Tang and Wu, 2012, Vrbova et al., 2017), hope 

and self-esteem (Yanos et al., 2008, Picco et al., 2016, Lannin et al., 2015). It could also be 

shown that a high self-stigma results in low recovery expectation (Munoz et al., 2011, 

Lysaker et al., 2008) as well as poorer vocational functioning (Yanos et al., 2010). Internal-

ized stigma can also be seen as an important mediator and moderator variable for psycho-

logical well-being. For instance, results showed that patients with schizophrenia and a good 

insight paired with high stigma levels are compliant on the one hand but on the other hand 

they suffer from depressed mood, low self-esteem as well as low quality of life (Cavelti et al., 

2012a, Ehrlich-Ben Or et al., 2013).  Hope is known as an important variable in people with 

schizophrenia spectrum disorders because it can facilitate recovery processes (Werner, 

2012, Schrank et al., 2012a, Schrank et al., 2014, Oles et al., 2015, Dunstan et al., 2017). In 

contrast, depressive symptoms are frequent concomitants of psychotic disorders (an der 

Heiden et al., 2005, Siris and Bench, 2007, Rossi et al., 2017) and they can hinder rehabilita-

tion processes (Buckley et al., 2009, Sönmez et al., 2016, Harvey et al., 2017).   

This thesis focuses on the variables of internalized stigma, depressive symptoms and hope 

in people with schizophrenia spectrum disorders. Although there are various studies examin-

ing cross-sectional associations of these variables the longitudinal associations between 

them are still unclear. Thus, this thesis aims the investigation of prospective correlations and 

change over a certain period of time of these variables. In the next chapter, the goals and 

hypotheses of the study are listed in detail. 
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1.8 Aims and hypothesis 

This thesis aims for:  

• the investigation of the prevalence of the internalized stigma in the sample and the 

comparison with the results of other studies in similar and different cultures 

• the clarification of the influence of socio-demographic variables on internalized stigma 

in the study sample 

• the investigation of longitudinal relationships between internalized stigma and other 

psychosocial variables (hope, depressive symptoms) and their naturalistic change or 

stability over the course of time 

• computing a cross-sectional path model for depressive symptoms, hope and internal-

ized stigma to unravel possible explanatory causal relationships between the varia-

bles over time 

The following hypothesis were generated from the literature and the objectives above: 

I. The prevalence of internalized stigma in the present sample is comparable with the 

prevalence of other Western cultures as it is reported in the comprehensive literature 

research.  

II. As already discussed in the theoretical part of this thesis socio-demographic variables 

seem to have scarcely influence on internalized stigma. Solely, age was found to be re-

lated to internalized stigma. Thus, a curvilinear trend was hypothized indicating a lower 

internalized stigma in young and old patients and a higher internalized stigma rate in 

middle aged persons.  

III. The stability or the change of the variables hope, depressive symptoms and internalized 

stigma was investigated with multilinear modeling. Based on the results to date on this 

topic, a reduction in depressive symptoms and internalized stigmas and an increase in 

hope levels over time was expected. 

 

IV.  If all three variables were correlated over time a cross-lagged path model was planned 

to be conducted in which it was assumed that internalized stigma, hope and depressive 

symptoms would interact over time with each other. Specifically, it was hypothesized 

that internalized stigma would lead to lower levels of hope and that would result in high-

er depressive symptoms. The hypothized cross-lagged path model is shown in Fig.6.  
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Figure 6: Cross-lagged path model with depressive symptoms (symp), hope and internalized stigma 

(int_stig) 
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Empirical Part of the Study 
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2 Chapter Two: Results 

2.1 Prologue 

The thesis was undertaken in the context of a larger research project, named the Hope-

project which was financed by the Jubiläumsfond of the Austrian National Bank (ÖNB Öster-

reichische Nationalbank) project number 13257. In the course of the Hope-project, data on 

internalized stigma, depressive symptoms and hope in people with schizophrenic disease 

were collected. A part of this thesis resulted in a publication in a peer-reviewed journal. The 

manuscript focused on the third of the objectives mentioned above. Specifically, it focused on 

the change of internalized stigma, depressive symptoms and hope over three different points 

in time. The baseline survey was followed by a follow-up survey after three months and a 

second follow-up survey after six months.  Furthermore, the relationship of the change of the 

variables over time was of interest. The search for literature, the summary of previous re-

search results, the preparation of the manuscript and the planning and the carrying out of the 

statistical analysis was  part of the student´s  work.  I was supervised in the statistical analy-

sis by an experienced statistician and a research worker assisted in the literature search for 

the introduction and the discussion part. Throughout the publication process I was supported 

by my supervisor Michaela Amering.  

The paper (Lagger et al., 2018) is shown in chapter 2.2. To make it fit into the form of the 

thesis, the tables were modified and inserted into the text and the references were included 

in the list of the overall reference list at the end of the thesis. 
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2.2 Stability and mutual prospective relationships of stereotyped 

beliefs about mental illness, hope and depressive symptoms 

among people with schizophrenia spectrum disorders  

Authors: 

Nina Lagger, Michaela Amering, Ingrid Sibitz, Andrea Gmeiner, Beate Schrank 

Abstract 

Internalized stigma, hope and depressive symptoms are important variables in the recovery 

process of people with schizophrenia spectrum disorders, but little is known about their sta-

bility or relationship among each other over time. This study aims to unravel the longitudinal 

stability and relationships of these variables. 99 participants were included in this prospective 

study assessing internalized stigma, hope and depressive symptoms at baseline, with a first 

follow-up after three months and a second follow-up after six months. Multilevel models ex-

amined if the variables changed over time and a correlation coefficient was conducted to 

show their relationship to each other. Hope stayed stable over time, whereas internalized 

stigma and depressive symptoms significantly decreased over the study period. The correla-

tion coefficient showed that internalized stigma and depressive symptoms influenced each 

other moderately over time. Thus, while hope was a stable construct over time, internalized 

stigma and depressive symptoms changed significantly and were correlated to each other 

positively. This implies that participants may adjust to their chronic condition over time, and 

recovery focused interventions should target both psychological dimensions at the same 

time.  

 

Keywords: Schizophrenia, Internalized stigma, self-stigma, Prospective study, Recovery, 

Stereotypes, Mental Illness Stigma 

 

1. Introduction 

While the definition of recovery is still work in progress, its broad framework is already de-

termined. Recovery processes comprise individually biomedical, psychological, social and 

political processes. (Bellack, 2006; Williams et al., 2015). Focussing on the psychological 
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perspectives of recovery, hope is known to encourage recovery (Allot et al., 2002; Andresen 

et al., 2003) whereas depressive symptoms and internalized stigma are identified as barriers 

to recovery processes in people with schizophrenia spectrum disorders (Corrigan et al., 

2009; Munoz et al., 2011; Oexle et al., 2018; Wallcraft, 2012).   

Internalized stigma is defined as the awareness, agreement and self-concurrence of negative 

stereotypes, beliefs and prejudices held by society against mentally ill people (Corrigan, 

2004; Munoz et al., 2011; Watson et al., 2007). Personal weakness, a higher probability of 

violent behaviour or the conviction that mentally ill people cannot contribute anything to soci-

ety are examples for common negative beliefs about oneself after internalisation processes 

in people with psychosis (Ritsher et al., 2003; Rusch et al., 2005).  A vast number of cross-

sectional studies consistently found negative correlations between internalized stigma and 

self-esteem, quality of life, social functioning and positive coping strategies, whereas positive 

correlations were found with positive psychotic symptoms, perceived discrimination, negative 

coping strategies and depressive symptoms (Cavelti et al., 2012; Chen et al., 2016; Hill and 

Startup, 2012; Holubova et al., 2016; Lv et al., 2012; Lysaker et al., 2007b; Nabors et al., 

2014; Norman et al., 2011; Park et al., 2012; Sharaf et al., 2012; Sibitz et al., 2011a; Sibitz et 

al., 2013b; Singh et al., 2016; Staring et al., 2009; Vauth et al., 2007; Vrbova et al., 2016; 

Vrbova et al., 2017; Werner et al., 2008; Yanos et al., 2010; Yanos et al., 2008; Yanos et al., 

2012). 

Despite the small number of prospective studies in this area, cross-sectional findings were 

largely confirmed by longitudinal research. For example, internalized stigma was found to be 

a determinant for psychiatric hospitalization (Rusch et al., 2009), higher depressive symp-

toms, lower self-esteem (Ritsher and Phelan, 2004), greater emotional discomfort (Lysaker 

et al., 2007a) and weaker vocational functioning (Yanos et al., 2010). At the same time, a 

high internalized stigma was found to be a consequence of high positive symptom scores 

(Lysaker et al., 2007a).  

There is evidence that internalized stigma is a changeable variable when targeted in an in-

tervention (Griffiths et al., 2004; Hansson et al., 2017; MacInnes and Lewis, 2008) but little is 

known about the stability or changeability of internalized stigma over time. Only the subscale 

stereotype endorsement of the Internalized Stigma Scale (ISMIS) (Ritsher et al., 2003) was 

found to remain stable over five to seven months while at the same time baseline scores of 

stereotype endorsement did not predict the measures twelve months later (Lysaker et al. 

(2012). The development of the whole ISMIS scale without the subscale stigma resistance 

has not been examined in a longitudinal design before.  
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Hope is a central component of recovery processes, frequently perceived as their starting 

point or catalyst (Allot et al., 2002; Andresen et al., 2003; Jacobson and Greenley, 2001). In 

the context of severe mental illness, the multi-dimensional concept of hope can be defined as 

a future-orientated expectation of achieving valued goals, relationships or spirituality, where 

attainment is possible and realistic, dependent on the personal activity or external factors 

and gives meaning (Herth, 1992; Miller and Powers, 1988; Schrank et al., 2008; Snyder et 

al., 1996). Hope was found to be positively associated with perceived recovery, self-efficacy, 

self-esteem, empowerment, quality of life and social support and to contribute to treatment 

efficiency in psychotherapy. Negative associations were found with anxiety, depression, 

general psychopathology, family problems and barriers to employment (Prasko et al., 2016; 

Schrank et al., 2012).  While it has been suspected that the course and consequences of 

schizophrenia impair hopefulness (Landeen, 2000) little is known about the stability of hope 

over time. 

Depressive symptoms are common in people with schizophrenia spectrum disorders (an der 

Heiden et al., 2005; Buckley et al., 2009; Siris and Bench, 2007) and they are associated 

with a greater severity of disease, a higher risk of psychotic relapses, a higher risk of suicid-

ality,  poorer vocational functioning (Buckley et al., 2009; Hor and Taylor, 2010; Sönmez et 

al., 2016) and a poorer quality of life (Vrbova et al., 2017).   

The present study aims to add to the prospective evidence on the stability and relationships 

between internalized stigma, depressive symptoms and hope in people with schizophrenia. 

Specifically, we intend to confirm and investigate more precisely the strong and mutual rela-

tionships between hope, depression and internalized stigma which were found in the cross-

sectional analysis of the same dataset. In the cross-sectional study hope and depressive 

symptoms and hope and internalized stigma were negatively correlated whereas depressive 

symptoms and internalized stigma were positively correlated (Schrank et al., 2014).   For the 

present analysis, in a first step, we assessed the stability of the variables over the time peri-

od of six months with a first follow-up assessment after three months and a second follow -up 

assessment after six months following baseline-assessment.  We expected internalized 

stigma to remain stable (Lysaker et al., 2012) and depressive symptoms to decrease 

(Sönmez et al., 2016) although, the short time span of six months had not been investigated 

before. For hope we could not find any former longitudinal result but we expected an in-

crease of hope given the anticipated diminishing depressive symptoms. If the variables 

change over time we intend to examine in a second step the following hypothesis, derived 

from previous cross-sectional or longitudinal studies: 
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• depressive symptoms and hope (Arnau et al., 2007; Chang, 2003) and hope and inter-

nalized stigma (Schrank et al., 2014) are related negatively over time  

• internalized stigma and depressive symptoms are related positively over time (Norman 

et al., 2011; Ritsher and Phelan, 2004; Sibitz et al., 2011b) 

 

2. Methods 

2.1 Participants and procedures 

This study reports the results of participants with follow-up data from a prospective study 

conducted at the Medical University of Vienna between 2010 and 2013 (Schrank et al., 

2014). The study was approved by the ethics committee of the Medical University of Vienna 

(1840/2012). Participants received verbal and written information about the nature and the 

intention of the study. Written informed consent was obtained by the participants and they 

received a remuneration of €10 for each interview.  Recruitment took place at four psychiatric 

hospitals, two community health centres and two supported living facilities in Vienna. Inclu-

sion criteria were patients’ age 18-65 years, a clinician determined ICD-10 diagnosis of a 

schizophrenia spectrum disorder and being sufficiently well to participate in the clinical inter-

views. Exclusion criteria were cognitive disability, active substance dependence and a co-

morbidity with serious physical illness. Following informed consent, a trained and supervised 

psychologist administered the PANSS and supported participants with the self-assessment 

questionnaires if necessary.  

The primary study was cross-sectional with 284 participants. These constitute the baseline 

assessments for the prospective study conducted as an ad-on. Results of the baseline as-

sessment are reported elsewhere (Schrank et al., 2014). Of the 284 participants 21 person 

were not included in further analyses because of excessive missing data at baseline; and 

thus we did not try to reach them for a follow-up. Amongst the cross-sectional study partici-

pants, 42 persons had been included towards the end of the study making follow-up as-

sessment impossible.  Eventually, complete data were provided by 85 participants at the first 

follow-up assessment (120 could not be reach by any means and 16 refused to participate) 

and 77 participants at second follow-up assessment (123 could not be reached and 19 re-

fused to participate). We included in the analysis only those participants who had participated 

in at least two of the three possible assessments, henceforth referred to as “completers”. Of 

the 99 completers 62 completed all three assessments, 24 were available for baseline-
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assessment and first follow-up assessment and 13 attended baseline-assessment and sec-

ond follow-up assessment.  

 

2.2 Measures  

2.2.1 Positive and negative symptoms 

The Positive and Negative Syndrome Scale (PANSS) (Kay et al., 1987) is a widely used 

rater-administered 30-item structured interview measuring positive, negative and general 

symptoms in schizophrenia. Symptom severity is rated on a 7-point scale. The scale has 

demonstrated high internal reliability (Cronbach´s alpha from 0.73 to 0.84) and good con-

struct validity (Kay et al., 1987; Müller et al., 2000). We only used the positive and negative 

PANSS subscales because they were found to be more reliable than the subscale for gen-

eral symptoms (Santor et al., 2007). 

2.2.2 Depressive symptoms 

The Allgemeine Depressionsskala (ADS) (Hautzinger and Bailer, 1993) is the widely used 

German version of the Centre for Epidemiological Studies Depression Scale (CES-D) (Rad-

loff, 1977). It is a 20-items self-assessment questionnaire rated on a 4-point Likert scale from 

0 (rarely or never) to 3 (most of the time) with higher scores indicating a higher level of de-

pressive symptoms like sadness or hopelessness. The internal consistency with Cronbach´s 

was up to alpha=0.90 and the test-retest correlation up to r=0.67 (Radloff, 1977). 

2.2.3 Hope 

The Integrative Hope Scale (IHS) (Schrank et al., 2011) consists of 23 items rated on a 5-

point Likert scale. It measures a multidimensional concept of personal hopefulness with four 

different dimensions (confidence; positive future orientation; social relations and personal 

value; lack of perspective). The scale shows a high internal consistency (Cronbach´s alpha= 

0.92) and a good test-retest reliability (r= 0.85).  

2.2.4 Internalized stigma 

The Internalized Stigma of Mental Illness Scale (ISMIS) (Ritsher et al., 2003) measures the 

subjective experience of internalized stigma with 29 items. Respondents indicate their extent 

of agreement with first-person statements on a 4-point Likert-scale. Five different areas con-

nected with internalized stigma are distinguished (e.g.: alienation, stereotype endorsement, 
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perceived discrimination, social withdrawal and stigma resistance). Since stigma resistance 

can be regarded as a separate construct it was not integrated in the total ISMI score in this 

study (Sibitz et al., 2013a). The scale was found to be reliable (internal consistency coeffi-

cient: Cronbach´s alpha=0.90; test-retest reliability coefficient (r= 0.92) and valid. 

 

2.3 Analysis 

2.3.1 Data checking and cleaning  

The visual inspection of the data showed a positive skewness for positive and negative 

symptoms on all three measurement points. The Kolmogorov-Smirnov test confirmed that the 

scores were not normally distributed.  The visual inspection of the rest of the data did not 

suggest a substantial skewness, expect from the scores of ADS and ISMIS on the third 

measurement point with again significant results in the Kolmogorov-Smirnov test. 

Up to two missing items per questionnaire were pro-rated, questionnaires with beyond two 

missing items were dropped from the analysis. This means participants with a higher number 

of missings, even if just on one of the questionnaires, were excluded from the data analysis 

at that assessment point.  

2.3.2 Data analyses 

The altogether 99 completers were compared to non-completers, including all baseline par-

ticipants even when there was no option of follow-up in the first place. This conservative ap-

proach of comparison was chosen to optimize the potential of detecting selection bias. Dif-

ferences between completers and non-completers were estimated using Pearson´s qui-

square test, independent t-test or Mann-Whitney test as appropriate. Sample characteristics 

of completers are displayed using different socio-demographic variables. The between group 

differences of depressive symptoms, hope and internalized stigma between the three meas-

urement points were analyzed using a multilevel model with fixed coefficients to test whether 

the variables changed or remained stable over time. Hox et al. (2010) recommended the 

application for multilevel models for longitudinal research where series of distinct observa-

tions are viewed as nested within individuals. Other authors (Krueger and Tian, 2004) claim 

that multilevel models offer the possibility of modelling longitudinal data with missing data. 

Besides effects for defined groups they can define nonlinear and individual characteristics of 

change patterns, and the structure of relationships between variables over time can be de-

scribed (Waldmann and Petermann, 2014). We did not analyze positive and negative symp-
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toms with the multilevel model because these variables did not meet the assumptions (nor-

mally distributed errors) for this method on all three measurement points. In this observation-

al research design depressive symptoms, hope and internalized stigma were the dependent 

variables whereas time was the independent variable. The covariance structure was com-

pound symmetry. If variables changed over time their relationship was assessed with correla-

tion coefficients.    

3. Results 

3.1 Differences of completers and non- completers and sample characteristics 

62.4% of the 284 participants could not be reached for the follow-up one and the follow-up 

two assessment. The comparison of completers (n=99) and non-completers (n=164) showed 

significant differences for treatment setting, with patients recruited from outpatient settings at 

baseline being more likely to participate in further assessments (Chi² (df)=62.90 (1), 

p<0.00**). Thus, completers were more likely to be treated in an outpatient setting at the 

baseline assessment.  Additionally, results indicated that the group of singles (Chi² (df) = 

6.83 (2), p=0.03*) and the group of people who lived with partner or parents at baseline as-

sessment (Chi² (df) = 32.59 (2), p<0.00**) got smaller over time while the percentage of peo-

ple living in supported housing got higher at follow-up assessments. This result indicates that 

people in supported housing were easier to reach and thus were more likely to participate in 

the follow-up assessments. No differences between completers and non-completers were 

found for gender, education level and employment situation. Concerning the included psy-

chological variables, there were differences in the internalized stigma scores indicating that 

completers showed a significantly higher internalized stigma level (t(df)= -2.65 (248), 

p=0.009**) at baseline compared to non-completers.  No differences were detected for posi-

tive, negative and depressive symptoms or hope. All further analyses refer to completers 

only. Their mean age was 39.6 years (SD 11.2), the mean duration of illness 16.9 (SD= 

12.50) years. Sample characteristics are shown in table 1. Table 2 shows the mean/median 

scores of all measures at all three measurement points. 
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Table 1: Sample characteristics (n=99 completers) 

Variable  n % 

Gender Female 

Male 

35 

64 

35.4 

64.6 

Family status 

 

 

Single 

In partnership 

Divorced or widowed 

76 

12 

11 

76.7 

12.2 

11.1 

Living situation With partners/parents 

Alone 

Supported housing 

Other 

14 

57 

25 

3 

14.1 

57.6 

25.3 

  3.0 

Highest level of education At least Primary school 

At least Secondary school 

Tertiary education or 

university 

other 

31 

56 

 

9 

3 

31.3 

56.6 

 

  9.1 

  3.0  

Treatment setting Inpatient 

Outpatient 

22 

77 

22.2 

77.8 

Employment Employed 

Social Welfare/ 

Disability pension 

Others 

13 

72 

 

14 

13.2 

73.7 

 

13.1 
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3.2 Multilevel modelling: Change or stability of depressive symptoms, hope and internalized 

stigma over six months 

The depression-score changed significantly over time F (2, 164.96) = 8.94, p =0.00. In the 

pairwise comparison we saw that there was no significant change between baseline as-

sessment and first follow-up assessments (difference of mean scores = 1,5 (SD=0.93), p= 

0.33), but a significant decrease of depressive symptom scores between baseline assess-

ment and second follow-up assessment (difference of mean scores = 4.07 (SD=0.96), p= 

0.00) as well as between first and second follow-up assessment (difference of mean scores = 

2.57 (SD=1.01), p= 0.04). The internalized stigma-mean scores also changed significantly 

over time F (2, 150.21) = 19.27, p< 0.00. As with depressive symptoms, there was no 

change between baseline assessment and first follow-up (difference of mean scores = 0.27 

(SD=0.20), p= 0.52), but there was a significant decrease of internalized stigma between 

baseline assessment and second follow-up (difference of mean scores= 1.23 (SD=0.20), p= 

0.00), as well as between first and second follow-up (difference of mean scores= 0.96 

(SD=0.21), p= 0.00). The hope-scores stayed stable over all three time points of the exami-

nation F (2, 161.77) = 0.08, p=0.92. 

A further multi-level model analyses with the added coefficient of time and scale showed a 

non-significant result of F (2, 402.90) = 2.78, p= 0.06, indicating that the change of depres-

 

Table 2: Descriptive statistics using mean scores and standard deviation or modal value according to data 

distribution 

Variable Baseline (n=99) 

Mean (SD) / median 

1st follow-up (n=85) 

Mean (SD) / median 

2nd follow-up (n=78) 

Mean (SD) / median 

PANSS positive 10.00 10.00 9.00 

PANSS negative 10.00 10.00 9.00 

IHS  

 

95.55 (20.98) 96.43 (22.55) 96.50 (18.71) 

ISMIS 8.07 (2.52) 

 

 

7.80 (2.41) 

 

 

6.57 

ADS 19.43 (10.18) 17.69 (10.86) 13 

PANSS= Positive and Negative Symptom Scale; IHS= Integrative Hope Scale; ISMIS= Internalized stigma Scale 

without stigma resistance; ADS= Allgemeine Depressionsskala 
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sive symptoms and internalized stigma did not differ over time. Put in other words, they 

changed over the time span of the six months in a similar way. 

3.3 Prospective relationship between internalized stigma and depressive symptoms 

In the last step we focused on the question of whether depression and internalized stigma 

are related in their change over time. The correlation between the change of depression and 

internalized stigma between baseline assessment and second follow up was a Spearman´s 

Rho of 0.38** (p= 0.02) which indicated a moderate positive relationship between the varia-

tion of these two psychological variables over time.  

4. Discussion 

This study focused on two main aims. The first aim was to investigate the stability or 

changeability over time of depressive symptoms, internalized stigma and hope in people with 

schizophrenia spectrum disorders. The second aim was, in case of changeability of the in-

spected variables, to examine associations between them to underpin cross-sectional re-

sults. In summary, hope stayed stable during the study period of six months, whereas inter-

nalized stigma and depressive symptoms got significantly lower over time. Furthermore, a 

significant correlation was detected between depressive symptoms and internalized stigma 

which suggests that depressive symptoms and internalized stigma were related in their 

change over time. The mixed analyses of depressive symptoms and internalized stigma over 

time showed a non-significant result, indicating that these two variables did not vary in their 

change over time but developed similarly over the course of six months.  

Hope stayed stable over time showing a relatively high expression of the variable, even 

higher than the mean score (93.78) of the Austrian general population (Schrank et al., 2011). 

This was a rather unexpected finding. It may be a sign of a positive recovery progress in the 

sense of successful processes of “changing one´s attitudes, values, feelings, goals, skills 

and/or roles” as reaction to the illness (Anthony, 1993).  It might indicate a stable phase of 

illness in the sample where people might develop new meanings and purposes in their lives 

(Allot et al., 2002). Indeed, in the present sample of people with a mean duration of illness of 

nearly 17 years high hope scores may be the result of adaption processes, coping strategies 

or modified expectancies concerning different areas of life. Maybe there is an analogy to the 

response shift phenomenon in quality of life research which describes changes of internal 

standards, values and concepts concerning quality of life over time in the course of illness 

(Boucekine et al., 2015). Like quality of life hope is a subjective phenomenon, thus it is con-

ceivable that transitions between different phases in the course of illness can explain possi-
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ble changes in appraisal processes of people (Schwartz et al., 2007), but these are mere 

speculations and future research on this topic is needed. However, the stability of hope over 

time does not support the hypothesis that hope and depressive symptoms (Arnau et al., 

2007; Chang, 2003) and hope and internalized stigma (Schrank et al., 2014) influence each 

other over time, thus the first two hypotheses must be rejected.  

 Depressive symptoms were as high as expected for psychiatric patient groups at baseline-

assessment (Hautzinger and Bailer, 1993), but during the study they decreased and at the 

second follow-up assessment depressive symptoms were comparable with the Austrian gen-

eral population (Schrank et al., 2011).   This result confirms the stable phase of illness in the 

sample, but differently than hope, depressive symptoms got significantly lower over time. 

This result is in line with other studies showing that depressive symptoms decrease in the 

course of illness (Koreen et al., 1993; Siris and Bench, 2007; Sönmez et al., 2016), but most 

of these studies had higher time intervals between measurement points and the finding of the 

present study showing that depressive symptom scores get lower in the time period of half a 

year is novel. 

Likewise, scores for internalized stigma decreased over time. In the study of Lysaker et al. 

(2012) the subscale stereotype endorsement remained stable over a time period of five to 

seven months but fluctuated over a time period of twelve months. However, in our study, 

scores for the whole internalized stigma scale (without the subscale stigma resistance) al-

ready significantly changed between three and six months. Unfortunately, the study of 

Lysaker et al. (2012) did not show means and standard deviations of their measurement of 

stereotype endorsement over time, preventing detailed comparison with present results. 

The similar development of internalized stigma and depressive symptoms and the results of 

the cross-sectional data (Schrank et al., 2014) prompted the suspicion that they could influ-

ence each other. In order to review this assumption, the change of those variables between 

baseline assessment and second follow-up assessment was correlated, which showed a 

significant positive result, indicating that both variables got significantly lower over time. This 

result showed that a change of depressive symptoms can predict a change of internalized 

stigma or the other way around. There is evidence that internalized stigma could be a predic-

tor for depressive symptoms months later. Nevertheless, it is thinkable that depressive symp-

toms can lead to higher levels of internalized stigma because of negative schemes and cog-

nition which are prominent in depressive conditions.  The analyses with the mixed model 

technique showed that depressive symptoms and internalized stigma changed in a similar 

way over time.   
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4.1 Limitations 

There are several limitations to this study. After the first measurement point the sample size 

shrunk dramatically leading to a drop-out rate of nearly 70%. Future research should address 

methods to better reach inpatient participants after their discharge. The results cannot be 

generalized because of the high drop-out quote and the fact that most of the completers 

were treated in an outpatient setting, were more likely to live in supported housing facilities 

and had a higher internalized stigma than the baseline sample. Furthermore, the education 

level of the sample, with 65% having at least secondary school qualifications, was very high 

and it is known that people with higher education are more likely to agree in the participation 

of a study compared to people with a lower education level. The fact that completers had 

significant higher internalized stigma at baseline assessment might show that they were 

more interested in taking part in the study. Hence, results and considerations can only be 

applied for this special sample and might be less relevant for people in an acute phase of 

their disease or with a severe course of illness.  

4.2 Conclusion 

Study results suggest that in a group of people with schizophrenia spectrum disorders, most-

ly treated in an outpatient setting, in a stable phase of disease hope seemed to be compara-

bly high as in the general population. This unexpected finding should be addressed in future 

research because it could be a sign of successful recovery processes but this interpretation 

has to be verified in future research and the mechanisms behind this high hope level have to 

be explored.  Depressive symptoms and internalized stigma got lower the longer the stable 

phase of illness lasted and were positively correlated over time. This finding should be repli-

cated in future research with a sample which is more generalizable. Additionally, the question 

of which of the two variables causes the change of the other should be addressed in future 

research.  

 Clinical implications for these findings could be that feelings of hope seem to adjust more 

quickly after a psychotic episode whereas internalized stigma and depressive symptoms 

need more time to decrease in a stable phase of illness.  Effective interventions should ad-

dress depressive symptoms and the development of internalized stigma beliefs at the same 

time because they influence each other over time. Furthermore, it is noteworthy to reflect 

how such high hope levels can be used to support recovery processes.  

Declarations of interest: none.  

Availability of Data and Material: in additional supporting file 
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2.2.1  Interlude 

Due to the fact that the present work had two further objectives, the additional results are 

shown in the section 2.3. The differentiation and comparison of the baseline sample with the 

participants who were present at least two test points is discussed in more detail because 

some parts of these analyses could not be included in the publication due to lack of space. 

Then the connections between internalized stigma and sociodemographic data will be exam-

ined.  Furthermore, the prevalence rate of the study sample concerning internalized stigma 

and the calculations of the path model are shown and the figure of the calculated model itself 

is mapped.  Subsequently, the results of the publication and the results of the additional cal-

culations are examined and discussed together in the general discussion.  

2.3 Additional results 

2.3.1 Description of the baseline sample and differences between com-

pleters and non-completers 

The original sample consisted of 284 persons. Due to the fact that 21 persons did not fill in 

whole measuring instruments, they were removed from the total sample. The exact proce-

dures are explained in Chapter 4 (p. 99-100) on materials and methodology. The average 

age in the baseline-sample was 39.90 (SD= 11.60) years with a mean duration of illness of 

about 15.66 (SD= 11.91) years.  The mean age at illness onset was 23.95 (SD= 7.02) and 

the mean age at first admission was 25.54 (SD= 6.66). The majority of participants had the 

diagnosis of paranoid schizophrenia (N= 178; 62,7%), followed by people with schizoaffec-

tive disorder (N= 58; 20,4%) and people with other diagnosis within the schizophrenia spec-

trum disorder category (N= 47; 16.9%). The baseline sample of 263 participants was then 

separated into people who participated at least at two measurement points in the study peri-

od (“completers”) and people who just attended baseline assessment (“non-completers”). 

Table 12 shows the sample characteristics of the baseline sample and the comparison be-

tween completers and non-completers. There were no significant differences between com-
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pleters and non-completers concerning gender, friendships, actual employment or education 

status but results showed that regarding treatment setting many people dropped out of the 

study who were inpatient at baseline-assessment. Those who were treated in an outpatient 

setting at baseline setting participated more likely in further follow-up assessments. Results 

indicated that many singles were not included in further study analyses as well as people 

who lived with partners or parents at baseline assessment.   

Table 12: Sample characteristics of completers and non-completers; *p< 0.05; **p<0.01 

Variable baseline-
sample 
(263) 

completers 
(99) 

 

Non-
complet-
ers (164) 

p-value of 
t-tests/ 
Mann-

Whitney- 
U- test 

 Mean (SD) Mean 
(SD) 

Mean 
(SD) 

 

age  39.90 
(11.60) 

39.59  
(11.21) 

40.09 
(11.86) 

.74 
 

age illness 
onset 
 

 24.00 
(7.20) 

22.84  
(7.00) 

24.75 
(7.00) 

.14 
 
 

age first ad-
mission 

 25.50 
(6.67) 

25.43  
(7.14) 

25.62 
(6.32) 

.86 
 
 

duration of 
illness 

 15.67 
(11.91) 

16.93  
(12.50) 

14.75 
(11.44) 

.24 

  N (%) N (%) N (%) Chi² -
statistic (df) 
p-value 

treatment 
setting 

    62.90 (1) 
**.00 

 Outpatient 122  
(46, 4%) 

77  
(63.1%) 

45 
(36.9%) 

 

 in-patient 141 
(53.6%) 

22  
(15.6%) 

119 
(84.4%) 

 

gender      3.06(1)  
 .08 

 Female 111 
(42.2%) 

35  
(13.3%) 

76 
(28.9%) 

 

 
 

Male 152 
(57.8%) 

64  
(24.3%) 

88 
(33.5%) 

 

marital status     6.83 (2) 
*.03 

 Single 192 
(73.3%) 

76  
(29.0%) 

116 
(44.3%) 

 

 in partnership 50 (19.1%) 12  
(4.6%) 

38 
(14.5%) 

 

 divorced or 20 11  9  
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Variable baseline-
sample 
(263) 

completers 
(99) 

 

Non-
complet-
ers (164) 

p-value of 
t-tests/ 
Mann-

Whitney- 
U- test 

widowed (7.6%) (4.2%) (3.4%) 
friendships     4.24 (2) 

.20 
 no friends 

/only ac-
quaintances 
 

104 
(40.3%) 

34  
(13.2%) 

70 
(27.1%) 

 

 few friends 61 
(23.6%) 

23  
(8.9%) 

38 
(14.7%) 

 

 many friends 93 (36.0%) 42  
(16.3%) 

51 
(19.8%) 

 

 not stated 5     
living situa-
tion 

    32.59(2) 
**.00 

 with parents/ 
partner 

69  
(28.5%) 

14  
(5.8%) 

55 
(22.7%) 

 

 Alone 142 
(58.7%) 

57  
(23.6%) 

85 
(35.1%) 

 

 supported 
housing 

31  
(12.8%) 

25  
(10.3%) 

6  
(2.5%) 

 

 not stated 21  
(7.4%) 

   

employment     4.86(2)     
.08 

 employed 
(working or in 
sick-leave) 

40  
(16.8%) 

13  
(5.5%) 

27 
(11.3%) 

 

 unem-
ployed/social 
welfare bene-
fits or disability 
pension 

168 
(70.6%) 

72  
(30.3%) 

96 
(40.3%) 

 

 others (stu-
dents/ 
house 
wives/house 
husbands) 
not stated  

30  
(12.6%) 
 
 
 
25  
(8.8%) 

14  
(2.9%) 

23  
(9.7%) 

 

highest level 
of education 

    0.86 (2) 
.65 

 compulsory 
school  

79  
(32.6%) 

31  
(12.8%) 

48 
(19.8%) 

 

 secondary 
school 

145 
(59.9%) 

56  
(23.1%) 

98 
(36.8%) 

 

 University 18  
(7.4%) 

9  
(3.7%) 

9  
(3.7%) 
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2.3.2 Prevalence of internalized stigma 

Internalized stigma as measured by the ISMIS can be divided into high (scores above 3), 

moderate (scores between 2.5 -3), low (scores between 2-2.5) and minimal (scores of under 

2) internalized stigma. In this study more than half of the sample showed minimal stigma. 

The prevalence (%) of the four levels of internalized stigma is shown in Figure 7 for the com-

pleters. For comparison only, Figure 8 shows the prevalence rates of the baseline sample. 

More than half of both samples had minimal stigma rates. In the baseline sample just about 

15% reported a moderate to high stigma. This percentage is about 10% higher in the sample 

of completers.  

Figure 7: Prevalence of internalized stigma in the sample of "completers" 
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Figure 8: Prevalence of internalized stigma in the sample of the baseline sample.  

 
 

2.3.3 Associations between internalized stigma and socio-demographic 

variables 

As it can be seen in table 14 there was no difference in the mean score of internalized stigma 

between men and women or whether patients were in an in- or outpatient setting. The results 

for marital status and friendship are not significant, nevertheless a slight trend can be recog-

nized suggesting a lower internalized stigma in people living in partnership or having many 

friends.  
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Table 13: T-tests between sociodemographic variables and internalized stigma; *p< 0.05; **p<0.01 

Variable n Mean (SD) t (df) p-value 
 

gender 
     

    

male 57 1.98 (0.67) 0.67 (88) .51 
female 33 2.08 (0.56)   
treatment setting 
 

    

outpatient 71 2.06 (0.62) 1.19 (88)  .24 
in-patient 19 1.87 (0.67)   
marital status 
 

    

single/divorced/widowed 78 2.06 (0.60) 1.72 (88) .09 
in partnership 12 1.73 (0.76)   
Friendship 
 

    

No-few 
friends/acquaintances 

 
53 

 
2.12 (0.62) 

 
1.91 (88) 

 
.06 

many friends 37 1.87 (0.63)   

The next step was the construction of age groups assuming a curvilinear trend according to 

previous literature to find out if there were any associations between age and internalized 

stigma.  

There was no significant difference between the age groups and the extent of the internal-

ized stigma. Thus, a quadratic trend could not be confirmed in the present data. Concerning 

the education status again no significant association with internalized stigma could be found. 

Results are summarized in table 15.  

Table 14: Associations between sociodemographic variables and internalized stigma examined with a 

one-way ANOVA; *p< 0.05; **p<0.01 

Variable  
 

n Mean (SD) f-statistic (df) p-value 

age 
 

  1.10 (3, 87) .38 

<-34 32 2.05 (0.57)   
35-44 23 2.18 (0.62)   
45-54 25 1.89 (0.69)   
55-> 8 1.87 (0.63)   
Education 
 

    

compulsory 
school 

29 2.13 (0.61) 1.50 (2, 86) .22 
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Variable  
 

n Mean (SD) f-statistic (df) p-value 

secondary 
school 

49 1.94 (0.64)   

university 9 2.26 (0.59)   

2.3.4 Correlations for the path analyses 

In preparation for the intended path analysis all continuous variables at all three time points 

were correlated.  The variables showed strong relationships among themselves over all three 

measurement points. Positive symptoms showed no correlation with other variables neither 

within nor between the measurements. For the sake of readability, they are not shown in 

table 16. Negative symptoms showed weak or no relationship with internalized stigma except 

for the third measurement point. The relationship between negative symptoms and depres-

sive symptoms and hope ranged from no relationship to moderate negative correlations in 

the case of hope and moderate positive correlations in the case of depressive symptoms. 

Internalized stigma and hope showed moderate to strong negative associations to each oth-

er, suggesting, the higher the internalized stigma the lower is hope. Symptoms of depression 

showed high relationships to hope and to internalized stigma.  
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Table 15: Correlations between all measures except from positive symptoms of the PANSS; *p< 0.05; 

**p<0.01 

 Neg1 Neg2 Neg3 I_sti1 I_sti2 I_sti3 IHS1 IHS2 IHS3 ADS1 ADS2 ADS3 

Neg1 -            

Neg2 .78 ** -           

Neg3 .62** .72** -          

I_sti1 .14 .02 .09 -         

I_sti2 .05 .10 .16 .91** -        

I_sti3 .27* .32* .36** .58** .58** -       

IHS1 -.29** -.23* -.17 -.61** -.64** -.60** -      

IHS2 -.19 -.29** -.25 -.61** -.70** -.74** .82** -     

IHS3 -.27* -.38** -.37** -.55** -.65** -.67** .67** .71** -    

ADS1 .23** .21 .14 .60** .52** .52** -.69** -,57** -.52** -   

ADS2 .09 .25* .23 .59** .71** .55** -.63** -.77** -.62** .69** -  

ADS3 .26* .34** .45** .43** .47** .74** -.56** -.57** -.67** .58** .62** - 

Neg1/2/3= negative symptoms baseline/follow-up1/follow-up 2; I_sti1/2/3= internalized stigma base-

line/follow-up 1/ follow-up2; IHS 1/2/3= hope baseline/follow-up 1/ follow-up 2; ADS 1/2/3= depressive 

symptoms baseline/follow-up1/follow-up2 

2.3.5 Path model 

Based on the results already found that hope has remained stable over time and that only 

internalized stigma and depressive symptoms change, hope was removed from the model 

and only a model with internalized stigma and depressive symptoms was calculated to inves-

tigate whether depressive symptoms lead to a lower internalized stigma over time or vice 

versa.  

The path model fit the data well. Chi² (df=2; N=99) = 0.226 p=.893; RMSEA= .00; CFI=1.0 

and is presented in figure 9. The autoregressive paths of both psychological dimensions are 

only significant for the next proximal measurement. Between internalized stigma on the first 

and second follow-up assessment even this relationship fails to be significant.  The relation-

ship between internalized stigma and depressive symptoms on the same measurement point 

is consistently high and significant. Between baseline assessment and first follow-up as-

sessment there are significant paths indicating that internalized stigma on the first measure-



84 

ment point leads to higher depressive symptoms three months later.  A negative significant 

path runs from depressive symptoms on baseline assessment to internalized stigma on the 

second measurement point. This result indicates that people who had more depressive 

symptoms on baseline assessment had a smaller internalized stigma on the second meas-

urement point. Between the second and third measurement point none of the cross-lagged 

path are significant  

Figure 9: Path model of internalized stigma and depressive symptoms(N=99). Non-significant paths 

are indicated by dashed lines. All other paths are significant at the 0.05 level 
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3 Chapter Three: Discussion 

3.1 General Discussion 

This thesis examined internalized stigma, depressive symptoms and hope in a longitudinal 

study design in people with schizophrenia spectrum disorders. Four main aims were pur-

sued:  

• the investigation of the prevalence of internalized stigma in the present study sample  

• the relationships between internalized stigma and socio-demographic variables like 

age, duration of illness, education degree, employment status, family status, living 

situation and marital status at the first baseline assessment.  

• the investigation of stability or change of hope, internalized stigma and depressive 

symptoms over the time period of six months  

• the examination of the longitudinal associations between internalized stigma and de-

pressive symptoms over time with a path model 

The following section will discuss the results of the mentioned aims in detail in the synopsis 

with the recent literature.    

3.1.1 The prevalence of internalized stigma 

In comparison, the prevalence rate of internalized stigma in the present sample was rather 

low compared to other studies involving people with schizophrenia spectrum disorders from 

the Western cultures. The first study from America (West et al., 2011), the second from Eu-

rope (Brohan et al., 2010) and the third from Austria (Sibitz et al., 2013) reported higher in-

ternalized stigma values, ranging from 41.7% in Europe to 36% in the United States of Amer-

ica and nearly 30% in the Austrian sample. However, a recently published study from Austria 

showed a similarly low prevalence of about 20% with an increased internalized stigma rate 

as in the present study (Hofer et al., 2019). In the present study, 25.6% of the completers 

(n=99) reported moderate to high internalized stigma rates. In the baseline sample (n=263), 

the internalized stigma rate was even lower, showing only 15.9%, which showed a moderate 

to high internalized stigma. Why are the differences so substantial within the study sample? 
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To answer this question, differences in the sample population of completers and non-

completers should be addressed. A first hint gives the fact that non-completers were predom-

inantly in an inpatient setting whereas three third of the completers were treated in an outpa-

tient setting. Thus, is could be possible that the internalized stigma is not in the foreground in 

an inpatient setting. Perhaps staying in a hospital surrounded by persons who are affected 

by similar illnesses, being under permanent treatment and supervision of health profession-

als has some kind of protective factor against an internalized stigma. In fact, the feeling of 

being different than others (measured in the ISMIS with the subscale alienation) is probably 

suppressed under the hospital setting where patients meet other patients with similar symp-

toms and difficulties. The internalized stigma may increase when patients enter an outpatient 

setting where they often suffer from social isolation together with a less structured daily life in 

case of unemployment and where they are surrounded by people who do not suffer from a 

psychiatric illness and who may express their stereotypes and prejudices against people with 

mental illnesses.  

Another possible explanation for the higher internalized stigma in outpatient participants 

could be that they are more often exposed to the stigmatizing beliefs and behaviors of the 

society (Werner et al., 2008). It is also conceivable that people having higher positive symp-

toms in a stationary setting are more occupied with their inner world which distracts them 

from thoughts about stigmatizing beliefs of the society. Nevertheless, there are contradictory 

results for these hypotheses because Sibitz et al. (2013) found higher internalized stigma 

scores in patients participating in an inpatient or day clinic treatment setting compared to 

persons in outpatient settings. Subsequently, it can be summarized that the influence of the 

treatment setting on internalized stigma has hardly been examined and thus should be the 

target of future research.  

The second question to be answered is why the present sample has lower internalized stig-

ma rates than other samples in national and international studies? The inconsistency with 

other study results concerning the prevalence could stem from low levels of psychopatholog-

ical symptoms in the present study sample. Positive and negative symptoms of schizophre-

nia stayed almost the same over time and were positively skewed, indicating that most par-

ticipants had low levels of positive and negative symptoms throughout the study period. 

While in other studies the values of positive and negative symptoms range from an average 

mean score of 15 to 19 in the PANSS (Lysaker et al., 2007a, Lysaker et al., 2007b, Lysaker 

et al., 2009, Lysaker et al., 2010) the average mean score of the present sample lied be-

tween 9 and 10, indicating that most participants had a stable phase of illness with low symp-
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tomatology. Generally, PANSS scores vary widely between the studies (Faber et al., 2011, 

Schneider et al., 2011) and  are known to change frequently in the course of illness and 

treatment (Docherty et al., 2010). There are other studies with stable participants which show 

similar low positive and negative symptomatology (Boucekine et al., 2015). The fact, that 

positive and negative symptoms were on all three measurement points on a constant and 

stable low level led to the decision that they were not included in the multilevel and path 

analysis.  

The study of Lv et al. (2012) which had comparable low results on the prevalence of internal-

ized stigma was sited in China. However, authors explain their results with the fact that af-

fected persons get less discriminated against because family members and people with 

schizophrenia themselves try to keep the diagnosis as a secret. According to their culture 

which is strongly interspersed with the Confucianism the diagnosis of a schizophrenia spec-

trum disorders is put on a level with “losing one´s face” in a culture in which the preservation 

and protection of one's own reputation have an overriding role. 

Unfortunately, no measurement in the present study dealt with the “coming out” or the secre-

cy concerning the diagnosis of the participants. Put together, further investigations are re-

quired to find the reasons why there are such striking differences in the manifestation of the 

internalized stigma in different parts of the world or even within study samples. There are 

many references in the literature (Link and Phelan, 2001, Yang and Singla, 2011, Corrigan, 

2016) that show that labeling processes play a crucial role in developing an internalized 

stigma and the idea was born to give schizophrenia another name in order to banish all neg-

ative stereotypes and beliefs that are connected with this label or diagnosis. This new name 

or label could be a reboot and sustained efforts would be needed that the new name would 

not be connected with a number of negative stereotypes.  

 

3.1.2 Internalized stigma and socio-demographic variables 

Another primary interest of this study was the investigation of the relationships between in-

ternalized stigma and sociodemographic variables.  In the meta-analysis of 45 studies of 

Livingston and Boyd (2010) they could not find any substantial correlations between internal-

ized stigma and sociodemographic variables except from age being the most conspicuous 

variable indicating a lower internalized stigma in older people with a mental illness. West et 

al. (2011) found a curvilinear relationship showing the peak of the internalized stigma in mid-
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dle-aged persons.  In our study we could not find any differences between four different age 

groups. Gender differences and differences between inpatient and outpatient treatment set-

ting could not be detected in the group of completers. Concerning marital status, no signifi-

cant result could be detected but a trend could be observed showing that people in partner-

ships have a lower internalized stigma than people who are single, divorced or widowed. A 

similar trend could be observed in people who have no or few friends and acquaintances 

showing a higher score in internalized stigma than people having many friends. Again, this 

result was not significant maybe due to the small sample size leading to a lower power of 

detecting significant results. There is evidence that a higher internalized stigma is correlated 

to fewer social relationships concurrently as well as prospectively  (Lysaker et al., 2007a). 

This result and the two mentioned trends in the present thesis suggest that intervention pro-

grams should focus on the explanation of the special importance of a large social network 

and on the building, enhancing and maintaining of friendships.  

Having friends and a large social network with additionally some people who share similar 

problems and suffer from comparable symptoms may have a protective effect against devel-

oping a high internalized stigma. A possibility to provide these two protective factors could be 

the offer to participate in a peer supported group for people with psychosis like it was evalu-

ated in the study of Castelein et al. (2008). Groups of at most ten persons came together in 

sixteen sessions over a time span of eight months. Over this time span patients with a schiz-

ophrenia spectrum disorder met twice a week and focused on topics which they chose and 

they spoke about this topic in twos or in the group. An expert, a nurse in this study, led and 

structured the group when necessary.  

In a randomized controlled trial study this intervention program showed that people benefited 

from this intervention in the dimensions of self-efficacy, self-esteem and quality of life which 

are constructs closely linked to internalized stigma. Werner et al. (2008) could find a relative-

ly strong association between a low internalized stigma in people with high self-esteem. Alt-

hough internalized stigma seems to have no consistent direct relationship to quality of life 

Sibitz et al. (2011) could show that there are indirect effects over depressive symptoms that 

have an impact on quality of life. 

Furthermore, the study of Castelein et al. (2008) gives reason to believe that peer supported 

groups lead to more mutual relationships among patients and this is essential because of the 

fact that most people with psychotic disorders have small social networks with very few op-

portunities to share their experiences with others. Study results brought to light that this in-

tervention program improves social contacts and that peers are able to prevent themselves 

from social and emotional isolation.   These results give courage that it is possible to enrich 
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the social networks in people suffering from a schizophrenia spectrum disorder with peer 

group supported interventions in order to increase the possibilities of mutual trust and assis-

tance.  

The systematic review and meta-analysis of Lloyd-Evans et al. (2014) paints a less gratifying 

picture of randomized controlled trials of peer support among people with severe mental ill-

ness. In contrast to the former mentioned study of Castelein et al. (2008) they could merely 

find little evidence for the effectiveness of such programs. Nevertheless, they found some 

positive results for outcomes especially related to self-reported recovery, hope and empow-

erment.  

Another possibility of fighting against social withdrawal and the feeling of being different than 

others is reported in the pilot-study of Rummel-Kluge et al. (2008) which investigated the 

feasibility of peer-to-peer counselling in an inpatient setting. They acquired an in a period of 

four years trained peer-counsellor who was diagnosed with a schizoaffective disorder within 

20 years. In two years, 88 patients accepted the offer of a peer-counselling unit which lasted 

between 20 and 30 minutes in which the peer-counsellor listened closely to the requests and 

fears of patients and responded to their questions concerning symptoms of schizophrenia, 

medication, vocational functioning as well as relationships with family members and friends. 

In the end 96% of the participants would advise other people affected with a schizophrenia 

spectrum disorder to take part in a peer-counsellor session, the remaining 4% would proba-

bly.  

Obviously, more results on the positive effects of peer-to-peer counselling processes in peo-

ple with psychosis should be collected but due to the results of this study it is a promising 

approach and the access is more low-threshold compared to the group-supported approach-

es. Nevertheless the access and the activation of social networks seems to be important and 

further study results suggest that this finding has cross-cultural consistency (Lv et al., 2012). 

Contact-based education programs with different target groups (health-care professionals, 

students or police officers) have become popular methods to fight against stigma and dis-

crimination on a societal level. There is evidence that contact with affected people can dimin-

ish prejudices resulting in reduced anxiety and increased empathy (Gronholm et al., 2017).  

Turning the attention again to other socio-demographic variables people with a different sta-

tus of education did not differ in their internalized stigma score in the present sample. This 

result is comparable with the other study results (Brohan et al., 2010, Livingston and Boyd, 

2010) although Lv et al. (2012) found a positive relationship between employment status and 

internalized stigma, suggesting that employment and education are protective factors against 
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a high internalized-stigma but authors considered that this is a cultural difference because in 

the Chinese culture education and employment have high priority.  

3.1.3 Stability and change in internalized stigma, hope and depressive 

symptoms over time 

The next section deals with the third study aim of investigating the stability or possible 

change over time of depressive symptoms, internalized stigma and hope in people with 

schizophrenia spectrum disorders. The results have already been discussed in the manu-

script in Chapter 2. In the present section, the results will be briefly repeated and discussed 

in more detail in the light of new study results. As already reported, the values of hope re-

mained the same over the three measurement dates. The values for internalized stigma and 

depressive symptoms decreased over the study period of six months and correlated with 

their change, so that it can be assumed that they are caused by their change. A further cal-

culation showed that they do not differ in their change and thus change similarly over time 

(Lagger, 2018). 

The level of hope is comparable to the level of the Austrian population as a whole(Schrank et 

al., 2011b). This is a pleasing finding and could indicate a stable phase of illness on the one 

hand or be the result of successful adaptation processes that can begin during a long-term 

illness on the other (Boucekine et al., 2015, Schwartz et al., 2007, Anthony, 1993).   

Nevertheless, the correlative analyses showed that depressive symptoms and hope showed 

high negative relationships between and within measurement points which was also found in 

other studies (Schrank et al., 2012a). The present study could not find strong relationships 

between hope and psychotic symptomatology. The correlations between negative symptoms 

and positive symptoms and hope were rather low.  

These results contradict the finding of Schrank et al. (2012a) because they found a consist-

ently negative associations between hope and overall psychiatric or PTSB symptom severity. 

However, they did not only include participants with schizophrenia spectrum disorders. Per-

haps in people with schizophrenia the relationship between hope and symptoms are not con-

sistently negative which also corresponds to the study of Van Gestel-Timmermans et al. 

(2010). The level of symptomatology in the present sample was rather low which could also 

be possible explanation why hope and psychotic symptoms were not associated significantly.  
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Nevertheless, it is important to provide self-management techniques to affected people to 

foster their hope levels especially in people who are in an early phase of illness where they 

often struggle with the diagnosis. Those people may benefit from therapeutic tools having the 

focus on boosting happiness and hope. One example for such an intervention is the broad-

minded affective coping (Tarrier, 2010) which aims to evoke positive feelings through re-

calling vivid and detailed positive memories. The study of Johnson et al. (2012) investigated 

the influence of the broad-minded affective coping on feelings of happiness and hope. They 

hypothesized that this program which they had implemented in a psychotherapy process is 

able to boost the mood compared to a group of patients who listened to classic music as 

control condition. All participants included in this empirical randomized control trial study suf-

fered from a schizophrenia spectrum disorder. Participants were asked to remember positive 

situations in the past.  With requests and suggestions, the therapist tried to integrate visual, 

sensory, emotional and cognitive aspects of the positive memories.  

Results showed that this program was able to increase feelings of happiness and hope. This 

could be an important tool to empower patients at the beginning of their illness. Another im-

portant claim is that professionals get rid of their negative view of possible recovery of pa-

tients (Magliano et al., 2011, Hanzawa et al., 2012) having a resources, strengths and solu-

tion focus. Especially in times, when patients are desperate professionals should feel the 

responsibility to keep hope alive. At the time patients stabilize employment and vocational 

rehabilitation programs should start immediately because work is the next important step to 

recovery (Schrank et al., 2011a, Dunstan et al., 2017). Providing access to psychoeducation 

and positive role models in form of peer-counseling can also have beneficial results (Schrank 

et al., 2012a). 

Depressive symptoms were as high as expected for psychiatric patient groups at baseline-

assessment (Hautzinger and Bailer, 1993), but during the study they decreased and at the 

second follow-up assessment depressive symptoms were comparable with the Austrian gen-

eral population (Schrank et al., 2011b).   This result confirms the stable phase of illness in 

the sample, but otherwise than hope, depressive symptoms got significantly lower over time. 

This result is in line with other studies showing that depressive symptoms decrease in the 

course of illness (Sönmez et al., 2016, Koreen et al., 1993, Siris and Bench, 2007), but most 

of these studies had higher time intervals between measurement points and the finding of the 

present study showing that depressive symptom scores get lower in the time period of half a 

year is novel. Affective symptoms are more related to personal recovery and hope than to 

positive and negative symptoms (Van Eck et al., 2018). 
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The values for the internalized stigma also decreased over time. Unfortunately, there are no 

other studies that deal with stability over time with the entire scale of the internalized stigma. 

The analyses with the multilevel model technique showed that depressive symptoms and 

internalized stigma change in a similar way over time. Recently published studies like the 

study of Pellet et al. (2019) have confirmed the longitudinal association between internalized 

stigma and depressive symptoms. The question which of the two variables causes the 

change of the other should be addressed in future research. Notwithstanding the above ther-

apeutic interventions should address both, depressive symptoms and internalized stigma. To 

date, there are existing self-stigma reduction programs like the program of Fung et al. (2011)  

which has an integrative approach with elements of psycho-education, cognitive behavioral 

therapy which is known to be effective for depressive symptoms, motivational interviewing, 

training of social skills and a special Goal Attainment Program which aims to affirm personal 

worth, imagine the future, establishing a sense of control and setting realistic goals. Results 

of their study concerning the effectiveness of the Goal Attainment Program showed its possi-

bilities in instilling hope in patients with schizophrenia. A relatively new intervention is the 

WELLFOCUSED Positive Psychotherapy (PPT) intervention. As summarized in the literature 

research, cognitive behavioral therapy (CBT) is effective. In addition, WELLFOCUSED PPT 

could have a positive effect on people with schizophrenic disorders. The treatment units fo-

cus on building positive relationships and experiences, discovering one's own strengths and 

building a positive self-image. There is evidence that these interventions reduce depressive 

symptoms in people who have experienced psychosis (Schrank et al., 2016).  

3.1.4 Internalized stigma and the correlative analyses and a path model 

with depressive symptoms 

All examined variables showed strong relationships among each other over all three meas-

urement time points. Positive and general symptoms of schizophrenia showed no relation-

ship with the other variables neither within nor between the measurements.  The correlations 

between internalized stigma and negative symptoms were quite weak. This finding does not 

support the result of the meta-analysis of Livingston and Boyd (2010) where they determined 

that symptom severity has statistically significant positive associations with internalized stig-

ma in 83.13% of the included studies. Nevertheless, there are other studies like the one of Lv 

et al. (2012) where they did not found substantial significant correlations between internal-

ized stigma and symptoms of schizophrenia, as well as in the study from Park et al. (2012) 
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where no statistical significant association between negative symptoms and internalized 

stigma was found.   

In contrast, internalized stigma and hope showed moderate to high negative associations, 

suggesting the relation that the higher the internalized stigma is pronounced the lower is 

hope. In the literature review one cross-sectional study (Yanos et al., 2008) could be found 

that supported evidence that hope as outcome variable was negatively influenced by inter-

nalized stigma. A recent study supports the concurrent negative relationship between hope 

and internalized stigma (Olçun and Şahin Altun, 2017).The fact, that hope did not vary in the 

present longitudinal analyses cannot support a longitudinal relationship between hope and 

internalized stigma.  

Symptoms of depression showed moderate to high relationships to internalized stigma. This 

result is in line with the findings of the literature review of Livingston and Boyd (2010). A posi-

tive association between internalized stigma and depressive symptoms were found in nu-

merous studies (Vauth et al., 2007, Park et al., 2012, Sibitz et al., 2011, Cavelti et al., 2012b, 

Lysaker et al., 2007b) thus the correlation between these two variables seems to be a con-

sistent result. Just one study (Yanos et al., 2008) reported  no relationship between depres-

sive symptoms and internalized stigma but authors used merely one item of the PANSS to 

operationalize depressive symptoms and that is very likely the reason why no association 

could be detected. Seen as a whole, it is important to look after measurement procedures 

when inconsistent results emerge. 

The path model confirmed the close relationships between internalized stigma and depres-

sive symptoms and there was a significant path that indicated that these variables are also 

closely linked over time and that internalized stigma leads to depressive symptoms three 

month later. Unfortunately, these results could not be detected between the time period of 

three to six months.  

3.1.5  Limitations 

The empirical part of this study has some limitations, which are discussed in the following 

paragraph. Between the first and second time of measurement, there was a considerable 

reduction in the overall sample. In the future, the accessibility of people should be better en-

sured by the different measurement times. As a result, the generalizability of the results is 

limited in several respects. The sample comprised to a large extent people who have been 
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suffering from schizophrenia for longer time, therefore the results cannot be transferred to 

people in an early stage of the disease.  

Furthermore, the completers were characterized by an outpatient treatment setting, a sup-

ported form of living and a low positive and negative symptomatology, with high hope at the 

same time. For people in an acute phase of illness, characterized by high symptoms and low 

hope, the results may be different. Similarly, other results may be expected for participants in 

an inpatient setting.  

The increased internalized stigma values in the completers might indicate a selection bias, 

as they may have been more interested in participating in the study due to increased distress 

pressure. 

There is also the fact that the education level was very high and it is known that people with 

higher education are more likely to agree to the participation of a study compared to people 

with a lower education level.  Hence, results and considerations can only be applied for this 

special sample and might be less relevant for people in an acute phase of their disease or 

with a severe course of illness.  

The correlational nature of this study precludes the drawing of any causal connections but 

the path modeling with its explorative nature may provide some hypothesis for future re-

search.   As further limitation it can be admitted that all instruments are self-reporting and 

some researchers consider that self-reports in people with schizophrenia are not credible 

because of lack of insight into their illness.   

3.1.6 Conclusions 

The present work led to several conclusions about possible practical intervention possibilities 

or about possible further research topics. These will be discussed separately. 

Clinical implications: Due to the result that depressive symptoms and internalized stigma are 

related over time, the need to work on these variables together in interventions is underlined. 

Therefore, a possible treatment setting could be designed in such a way that, in addition to 

drug treatment, cognitive behavioral therapy against depressive symptoms is offered in indi-

vidual settings and the internalized stigma is treated in group settings with a standardized 

treatment program such as the one of Fung et al. (2011). In this context, great attention 

should be paid to the development or maintenance of social networks in the sense of friendly 

and family relationships. Affected persons should become experts in their disease and at eye 
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level with the professional treatment team. For many people with schizophrenia, it is neces-

sary to live as independently and self-determined as possible within the framework of assist-

ed living forms or care in their own homes, as well as a work setting with protected conditions 

besides people who can also have a completely independent life with the disease. 

Future research implications: The result of the high level of hope allows many speculations. 

In the future, it will be necessary to see whether this finding can be replicated. Then hypoth-

eses could be formed as to why hopeful values are comparable with those of the normal 

population. Possible adaptation processes or coping strategies that people acquire in the 

course of the disease could contribute to clarification. It would also be conceivable that it is 

related to the structural care situation in Austria, so hope should be investigated in different 

cultures and countries. 

Another topic is the investigation of the causal connection between depressive symptoms 

and the internalized stigma. Despite the calculation of a path model, the present study could 

not clarify the causal relationship between the two variables. The results of the path model 

indicate a mutual influence of the two over time, but this can only be confirmed in future stud-

ies. 

The longitudinal design of this study in this research area is very rare and it was able to draw 

a differentiated picture about the associations of hope, internalized stigma and negative 

symptoms over a time period of half a year. To date and to our knowledge, there are no 

comparable longitudinal studies which could confirm or reject the actual study results.  
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4 Chapter Four: Methods 

4.1 Design 

The Hope Project was a study carried out at the Medical University of Vienna investigating 

the influence of hope and explanatory models on the course of illness of individuals with psy-

chosis. The Project was funded by the Jubiläumsfond of the Austrian National Bank (ÖNB 

Österreichische Nationalbank), project number 13257. Within the Hope Project longitudinal 

data for internalized stigma, hope, depression and positive and negative symptoms were 

collected which are the basis for these concurrent and prospective analyses in the course of 

this thesis.  

4.1.1 Recruitment and procedures 

The data of the study were collected within the framework of a larger research project, name-

ly the HOPE-Project and the study was approved by the Ethics Committee of the Medical 

University of Vienna (EC No. 1840/2012). The participants received a detailed information 

sheet on the objectives of the study and had to agree to participate with a signature on the 

information sheet. For each full interview, the participants received ten Euros. Recruitment 

took place in the four psychiatric hospitals of the City of Vienna. In addition, interviews were 

conducted at the day clinic of the Department of Psychiatry and Psychotherapy of the Medi-

cal University of Vienna and the community health center of Caritas. In addition, surveys 

were conducted among providers of assisted living for people with mental illness.   

The target group included adult persons aged 18 to 65 years with an ICD-10 diagnosis of a 

schizophrenic disease. Persons in a stable disease phase were included in the studies who 

had no cognitive impairment, no active substance use and no additional serious physical 

illness. A semi-structured interview was conducted by a clinical psychologist who received 

regular training and supervision to assess the current positive and negative symptoms. The 

depressive symptoms, hope, and internalized stigma were assessed with self-assessment 

questionnaires in the presence of a research assistant. 
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4.2 Measures 

4.2.1 Socio-demographic variables 

The Client Socio-demographic and Service Receipt Inventory (CSSRI-EU) (Chisholm et al., 

2000) determines the demands of psychiatric services of the clients. It distinguishes five dif-

ferent key domains and variables consisting of socio-demographics (age, gender, and marital 

status), usual living situation (type of accommodation), employment and income (employ-

ment status, days of work loss), service receipt (hospital in-patient days, criminal justice ser-

vice contacts) and medication profile (name/type of drug, dosage level and frequency). Peo-

ple with schizophrenia need about 20 minutes to complete the interview.  

4.2.2 Positive and negative symptoms 

The Positive and Negative Syndrome Scale (PANSS) (Kay et al., 1987) is a widely used 

semi-structured interview which measures symptom severity of positive and negative symp-

toms in schizophrenia. The interview is based on two psychiatric rating systems, the Brief 

Psychiatric Rating Scale (Overall and Gorham, 1963) and the Psychopathology Rating 

Schedule (Singh and Kay, 1975). It is applied by a trained rater who assesses the symptom 

severity of the client on a 7-point rating scale. The PANSS consists of 30 items and takes 

about 30 to 40 minutes. It has demonstrated high internal reliability and good construct validi-

ty (Kay et al., 1987). The German version of the PANSS was also deemed highly suitable to 

assess psychopathology in schizophrenia patients in a reliable and economic manner (Müller 

et al., 2000). 

4.2.3 Depressive symptoms 

The Allgemeine Depressionsskala (ADS) (Hautzinger and Bailer, 1993) is the widely used 

German version of the Centre for Epidemiological Studies Depression Scale (CES-D) (Rad-

loff, 1977). It is a self-questionnaire with the reference period of the previous week. The scale 

contains 20 items which concern depressive symptoms such as uncertainty, hopelessness, 

exhaustion, fear, sadness and many more. Patients respond on a 4-point Likert scale from 0 

(rarely or never) to 3 (most of the time) with higher scores indicating higher depression. The 
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internal consistency with Cronbach´s was up to alpha=0.90 and the test-retest correlation up 

to r=.67 (Radloff, 1977). 

4.2.4 Hope 

 The Integrative Hope Scale (IHS) (Schrank et al., 2011b) is based on the Miller Hope Scale 

(Miller and Powers, 1988). It consists of 23 items rated on a 5-point Likert scale and it 

measures a multidimensional concept of personal hopefulness with four different dimensions 

(confidence; positive future orientation; social relations and personal value; lack of perspec-

tive). The scale shows a high internal consistency (alpha= 0.92) and a good test-retest relia-

bility (r= .85). The IHS has moderate to strong negative correlation with depression (r=-.58) 

(Schrank et al., 2012b) which indicates a psychopathological overlap between hopelessness 

and depression but still suggesting two different concepts. 

4.2.5 Internalized stigma 

The Internalized Stigma of Mental Illness Scale (ISMIS) (Ritsher et al., 2003) measures the 

subjective experience with stigma. The items were generated on the basis of Link´s Devalua-

tion and Discrimination Scale (Link, 1987), Link´s Stigma-Withdrawal Scale(Link and Phelan, 

2001) and with the help of focus groups. The resulting scale contains 29 items. Five topic 

areas can be distinguished; these are alienation, stereotype endorsement, perceived discrim-

ination, social withdrawal and stigma resistance. Respondents indicate the extent of their 

agreement on a 4-point Likert-scale (1=strongly disagree; 2= disagree; 3= agree; 4= strongly 

agree). The scale has been found to be reliable (internal consistency coefficient: Cronbach´s 

alpha=0.90; test-retest reliability coefficient r= 0.92) and valid. The ISMIS is available in a 

German version in which the scale was also validated, showing similar results concerning the 

internal consistency and the test-retest-reliability (Sibitz et al., 2013) . Stigma resistance was 

found to be a separate construct (Schrank et al., 2011b), thus it was not integrated in the 

total ISMIS score in this study.  
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4.3 Analyses 

4.3.1 Data checking and cleaning 

Data cleaning is important to ensure the quality and reliability of subsequent research results. 

It proceeds in two stages: data verification and data validation. Data verification ensures that 

the responses participants gave on paper pencil tests are accurately transferred in the elec-

tronic data file. For this reason, two researchers proof-read the data file by manually check-

ing the whole data set against all original questionnaires.  

Data validation has the goal to ensure data quality.   Lee and Wang (1993) distinguished four 

elements for data validation: detection, measurement, correction and prevention of defects. 

For the present study detection, measuring and correction of the data were applied.  

4.3.2 Detection 

It consists of two indicators of data validity, i.e. completeness and data spread. Complete-

ness is important because in the case of missing responses different methodological ap-

proaches have to be applied to guarantee the validity of research results.  Hence, missing 

data were analyzed in order to decide how to deal with missing responses.  The data spread 

is of importance because many statistical methods assume different assumptions, i.e. the 

assumption of the normally distributed variables or, in case of general linear models, that 

errors in the model are normally distributed (Field, 2009). Additionally, to unravel deviations 

from the expected spread (i.e. always choosing the highest or lowest option on the Likert 

scale) data were analyzed by manually checking responses across the data set for unex-

pected distributions. Summary scores were checked for outliers (data points below or above 

the interquartile range) using box-plots. After a visually exploration of the summery scores of 

the variables with histograms and Q-Q-plots to check for normal distribution, the Kolmogo-

rov-Smirnov test was applied to the summery scores to examine the null hypothesis that data 

show a normal distribution. Additionally, the distribution of summery scores were visually 

checked using Q-Q-plots. 
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4.3.3 Measuring 

At baseline assessment 284 persons participated in the study. 21 data sets were not includ-

ed in further analyses because patients left out to answer a whole instrument (e.g. ISMI, IHS 

or ADS) on baseline-assessment and further did not participate neither in follow-up 1 nor in 

the follow-up 2 assessment. From the remaining 263 participants the data from the PANSS 

for positive and negative symptoms were complete at baseline-assessment. The ADS 

showed at baseline 35 missing items from 263 completions. The IHS showed between 0 and 

5 missing responses per item. The ISMI had the most missing items, namely between 6 and 

14 per item. All missing responses were scattered randomly across the data set and no pat-

tern could be found for missingness, hence they were considered being missing at random.  

At follow-up 1 85 participants took part, thus 178 persons got lost on the second measure-

ment point. Again, the data for the PANSS were complete for all 85 persons. The ADS 

showed only 4 missing items from the 85 completions. The IHS showed 41 missing items but 

2 participants alone produced 31 of the 41 missing items. All other missing items were scat-

tered randomly. The ISMI had again most missing items with 155 missing responses in the 

85 participants whereby 3 participants did not fill out the questionnaire (=87 missing items) 

and one participant left out 21 from 29 items and another person left out 25 from 29 items. All 

other missing items were considered to be at random.  

At follow-up 2 78 participants took part in the examination. Data for positive and negative 

symptoms of the PANSS were complete. The ADS and the IHS had only 4 missing items in 

78 completions. There were 77 missing items within the ISMIS but 2 participants produced 

together 54 of the 77 missing items. One person did not fill out the questionnaire and the 

second persons left out 25 from 29 items.  

Amongst the cross-sectional study participants, 42 persons had been included towards the 

end of the study making follow-up assessment impossible.  Eventually, complete data were 

provided by 85 participants at the first follow-up assessment (120 could not be reach by any 

means and 16 refused to participate) and 78 participants at second follow-up assessment 

(124 could not be reached and 19 refused to participate). 62 participants of the completers 

were present at all three measuring points. 24 took part in the baseline survey and the sec-

ond measurement time. 13 persons were present at the first and third measurement points 

(Lagger et al., 2018).  

An unlikely pattern of responses could not be identified. Just one outlier at the three assess-

ments for the positive symptoms could be detected. All other summery or subscale scores 
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had no outliers which indicates that all instruments were appropriate for the use in the given 

population. The visual inspection of the data showed a positive skewness for positive and 

negative symptoms on all three measurement points. The Kolmogorov-Smirnov test showed 

also significant results for positive and negative symptoms; hence these scores cannot be 

considered normally distributed. The visual inspection of the rest of the data did not suggest 

a substantial skewness, expect from the scores of ADS and ISMIS on the third measurement 

point with again significant results concerning the Kolmogorov-Smirnov test indicating that 

that the assumption of multivariate normality required for structural equation modeling was 

violated.  

4.3.4 Correcting 

The substantial data loss between baseline-assessment and follow-up 1 led to the decision 

that only people who participated at least in two of the three assessments were included in 

further data analyses. They will be referred to as “completers” and compared to the people 

with only one assessment who will be referred to as “non-completers”. These two samples 

were compared due to socio-demographic and clinical variables using t-tests in case of con-

tinuous data and with chi-square tests in case of categorical data. Taking the non-normal 

distribution of positive and negative symptoms and the ISMIS and ADS score of the third 

assessment into account a data transformation using a log transformation and a square root 

transformation was computed but did not produce satisfactory results concerning normality. 

Thus, the use of robust methods like bootstrap methods which estimate the properties of 

sample distribution from the sample data was needed. With this technique sample data are 

treated as a population from which smaller samples (bootstrap samples) are taken. Then the 

statistic of interest is calculated in each of the drawn sample, and by taking many samples 

into account the sampling distribution can be estimated (Field, 2009). Furthermore, as the 

assumption of multivariate normal distribution was violated and the sample was smaller than 

initially expected the statistical method changed from structural equation models with unob-

served variables to a cross-lagged path model with manifest variables (Arbuckle, 2009). 

Missing data are always a problem in longitudinal research and they are related to technical 

problems in order to use multivariate methods. When using path modelling as it is intended in 

the present study there are many studies which consider methods like listwise/pairwise dele-

tions or mean imputation methods as inappropriate because of biased and inefficient model 

estimates and the increased potential of obtaining indefinite sample covariance matrices 

(Brown, 1994, Little and Rubin, 1987).  
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Little et al. (2000) recommended in case of missing data the FIML-method (Full information 

maximum likelihood- method) and they proofed that this method can be superior to pair-

wise/listwise deletion as well as means imputation methods by a wide margin because it is 

less biased and more efficient. The problem with the FIML-method is that it requires multivar-

iate normality. Hence, another method for handling missing data and the broken assumption 

of multivariate normality had to be found.  The Bollen-Stine bootstrap (Bollen and Stine, 

1992) is recommended in path modelling with moderate sample sizes, with non-normal data 

and missing items that applies to hypothesis testing with usual test statistics. The study of 

Enders (2002) points out that the Bollen-Stine bootstrap estimates conservatively in small 

samples, thus significant results are less often detected.  

4.3.5 Quantitative analysis 

The sample characteristics of all 263 of originally 284 participants (21 get lost due to exces-

sive missing data in the questionnaires) and the comparison of the 99 completers with the 

164 non-completers with respect to socio-demographic variables are shown. For the compar-

ison of the sample of the completers and the non-completers independent t-tests for continu-

ous variables after controlling the assumptions of normality and homogeneity of variance 

were computed. In case of violation of the assumption of normally distributed data the non-

parametric Mann-Whitney test was used. Cross tables with Pearson´s qui-square test were 

used for the nominal data in order to find any differences between the two samples.  

After that, the prevalence of the internalized stigma of the remaining sample of the 99 com-

pleters was determined and the associations between internalized stigma and socio-

demographics of the sample were explored using t-tests and a one-way ANOVA´s with an 

additional polynomial contrast assuming a quadratic trend for age. Hochberg´s GT2 as post 

hoc test was used because of the different sample sizes.  

In order to investigate whether the depressive symptoms, hope and internalized stigma 

change over the three measurement points, the between group differences at all three 

measurement points are calculated using a multi-level model with fixed coefficients. This 

method is particularly suitable for the case of missing data (Hox et al., 2010, Krueger and 

Tian, 2004). According to Waldmann and Petermann (2014), this method of calculation can 

also map nonlinear effects and patterns of change over time. Depressive symptoms, hope 

and internalized stigma are the dependent variables and the different measurement times 

are the independent variables. The compound symmetry was defined as the covariance 
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structure. The calculation of the correlation coefficients shows the correlations of the chang-

es of the variables over time (Lagger et al., 2018). 

Taking the non-normality of the positive and negative symptoms and the hope and depres-

sive scores on the third measurement point into account we used Spearman´s correlation 

coefficient in a two-tailed way to test the significance of the relationship between all continu-

ous variables of the questionnaires across the three assessments.  In case of substantial 

correlational relationships, the hypothesized cross-sectional path model using structural 

equation modelling with AMOS 17.0 was estimated.  

For the cross-lagged path model the summary scores of internalized stigma, hope and posi-

tive, negative and depressive symptoms at the baseline-assessment were the exogenous 

variables and the summary scores of the same constructs at the other two time-points were 

treated as endogenous variables. A measured-variable path analysis using structural equa-

tion modelling was planned to be conducted. The model fit is evaluated using following indi-

ces: the chi-square statistic (χ²= CMIN and CMIN/df), the comparative fit index (CFI) and the 

root mean square error of approximation (RMSEA). The chi-square statistic is an indicator for 

the goodness of fit between the hypothetical and the actually given variance-covariance-

matrix. A non-significant value indicates a good match of these matrices, implying a good fit 

between the given data and the hypothetical model. The RMSEA estimates the lack of fit of 

the tested model as compared to the saturated model. This fit-index is based on non-

centrality parameter and it is an absolute measure of fit. Values of 0.01, 0.05 and 0.08 indi-

cate excellent, good and mediocre fit, respectively. Values above 0.10 indicate poor fit (Ken-

ny, 2014). According to Arbuckle (2009) the adequate model fit is represented by a CFI > 

.95.  

In order to avoid false estimates due to non-normality and missing data, the Bollen-Stine 

bootstrap was used in AMOS 17.0. All other analyses were computed with the help of IBM 

SPSS statistics 21.  
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6.3 Positive and Negative Syndrome Scale  
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