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AbstrAct
Background: The study presents an evaluation of sense 
of coherence (SOC), quality of life (QOL), symptoms of 
anxiety and depression in psychiatric patients.

Methods: The study included 147 subjects diagnosed 
with schizophrenia (SCH), recurrent major depressive 
disorder (MD), bipolar disorders (BD), eating disorders 
(ED) and anxiety disorders (AD). Questionnaires used in 
the study: the SOC-29 scale, the SF-36 scale with the PCS 
and the MCS subscales, the BDI and the STAI.

Results: Study revealed significantly lower scores of 
SOC and QOL in MD and ED patients compared with 
other participants. In the MD, ED and AD patients the 
SOC values correlated significantly positively with the 
values of the PCS and the MCS of the SF-36. In SCH and 
BD patients the SOC score was connected with the MCS 
only. In all patients the SOC value correlated negatively 
with depression and anxiety symptoms. 

Conclusion: Enhancement of the strength of patient’s 
SOC may improve quality of life in psychiatric patients.
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strategies for managing the ever-present internal and/or 
external stressors of life (1). The sense of coherence is 
also considered as a health-promoting factor that plays a 
beneficial role in coping with stress in various diseases, 
including mental disorders. Some authors have suggested 
that a low score on the SOC scale mainly reflects psychiatric 
morbidity (2, 3). Psychiatric disorders are quite diverse in 
their symptoms, course and prognosis and they exert very 
different impact on the patients’ quality of life. Some of 
them, like schizophrenia, recurrent depressive disorders 
or bipolar disorder, are characterized by a severe course in 
most cases, but others, like anxiety disorders, are mostly 
less serious. On the other hand, eating disorders might 
process in different ways. The quality of life of these patients 
could be influenced by a broad range of physical, social and 
psychological factors. Some of these factors, like depres-
sion or anxiety symptoms directly connected with to the 
disease, may lead to a decrease of quality of life (3, 4). On 
the other hand, sense of coherence as a protective factor 
in mental impairment may have a beneficial influence on 
the course of the disease and the quality of life of these 
patients. It is interesting to evaluate some of the elements 
which can modify the quality of life of psychiatric patients.

The aim of our study was to investigate the level of 
SOC in different populations of psychiatric patients. 
We also examined the relationship between SOC and 
some other factors like depression, anxiety symptoms 
and quality of life of these patients.

Methods
PArticiPAnts
The study group consisted of 147 patients treated in three 
different Polish medical centers during their day-hospital-
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 introduction 

The Sense of Coherence (SOC) concept was created by 
A. Antonovsky and is defined as a personal dispositional 
orientation towards oneself and the surrounding world, 
which enables the individual to find the best coping 
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ization periods or while in the outpatient clinic. Patients 
were diagnosed with schizophrenia (SCH) (n=42; female 20, 
male 22; mean age 32.4 years); recurrent major depressive 
disorder (MDD) (n=43; female 28, male 15; mean age 42.6 
years); bipolar disorders (BD) (n=18, female 10, male 8; 
mean age 42.8 years); eating disorders (ED) (n=18, all female; 
mean age 24.5 years); and anxiety disorders (AD) (n=26, 
female 17, male 9; mean age 31.8 years). All patients were 
in a mental state (complete or almost complete remission 
of acute symptoms) that allowed completing inventories.

questionnAires
1. Sense of Coherence (SOC) was created by A. Antonovsky. 

This scale includes 29 questions that allow the evaluation 
of the total SOC (1). A low rating on the scale indicates 
a low SOC. The maximum score is 203 points and the 
minimum score is 29. 

2. The Medical Outcomes Study Short Form-36 (SF-36). 
This survey consists of 36 items. It comprises eight 
domains of life and also Physical Component Summary 
scale (PCS), and the Mental Component Summary scale 
(MCS). The PCS describes the physical condition of 
patients. The MCS score describes the patient’s mental 
status. The PCS and MCS summary scales allow the 
possibility of reduction of the number of statistical 
analyses without omitting any clinical differences.

3. Beck Depression Inventory (BDI). This is 21-item self-
reported measure. A score greater than 11 is considered 
to represent depressive symptoms.

4. The State-Trait Anxiety Inventory (STAI). This measure 
comprises 40 items, half of which measure anxiety 
as a state (STAI-X1), and the rest anxiety as a trait 
(STAI-X2). For each scale the maximum score is 80 
points and the minimum is 20 points. 

The study was approved by the Ethics Committee of the 
Silesian Medical University in Katowice.

Statistical analysis was performed with Statistica 8.0 PL 
(Statsof Inc., USA). For comparison of different groups 
of patients, the Kruskal-Wallis and Mann-Whitney tests 
were used. SOC, anxiety, and depression and their influ-
ence on QOL were included in a stepwise multivariate 
logistic regression analysis, p-values below 0.05 were 
considered to be statistically significant. 

results
soc
The mean SOC values for the groups were: MDD patients, 
92.0 points; ED patients, 97.0 points; SCH patients, 105.5 
points; AD patients, 112.5 points; and BD patients 118.00 
points. The lowest score on the SOC scale was obtained 
by the MDD and ED patients. Statistically significant dif-
ferences were observed in SOC scores between the MDD 
group compared with the SCH (p=0.04), BD (p=0.002), 
and AD groups (p=0.005) (Table 1).

dePression
MDD patients had the lowest BDI score, which was 
found to be significantly difference to SCH (P=0.006), 
BD (P=0.003), and AD patients (p=0.005) (Table 1).

Anxiety
The highest level of anxiety as a trait was observed in group 
of MDD patients (median 64.0), which was significantly 
higher than the levels in the SCH (p=0.002), BD (p=0.0006), 
and AD participates (p=0.00002) (Table 1). There were no 
significant differences among these groups in the level of 
anxiety as a state.

qol
With regard to the PCS scale, MDD patients (p=0.01) and 
ED patients (p=0.01) achieved significantly lower scores 

Table 1. Median score in used questionnaires 

SCH MDD BD ED AD
MD 25%-75% MD 25%-75% MD 25%-75% MD 25%-75% MD 25%-75%

 SOC 105.5 86.0-129.0 92.0 72.0-107.0 118.0 99.0-137.0 97.0 80.0-125.0 112.5 98.0-122.0

BDI 18.0 8.0-25.0 30.0 20.0-36,. 17.00 13.0-23.0 26.0 16.0-36.0 17.0 10.0-31.0

STAI-X1 50.0 39.0-57.0 58.0 51.0-66.0 53.0 28.0-60.0 50.0 35.0-64.0 51.0 41.0-62.0

STAI-X2 54.0 44.0-50.0 64.0 57.0-70.0 54.0 38.0-58.0 59.0 46.0-64.0 52.0 45.0-57.0

PCS 42.0 34.0-52.0 36.8 31.3-42.8 41.8 37.9-46.8 40.6 34.4-43.8 50.0 38.9-53.3

MCS 33.7 24.2-41.71 23.5 18.6-28.4 31.0 24.9-35.8 23.8 20.1-27.4 27.5 21.4-33.7

SCH - schizophrenia patients; MDD - recurrent major depressive disorder, BD - bipolar disorders, ED - eating disorders, and AD - anxiety disorders, 
SOC - Sense of coherence, BDI - Beck Depression Inventory, X1 - anxiety as a state, X2 - anxiety as a trait, the components MCS, the components 
PCS, MD - median 
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than AD patients. In the MCS scale, MDD (p=0.001), AD 
(p=0.04), and ED patients (p=0.01) had lower scores than 
SCH patients (Table 1).

influence of eMotionAl stAtus on qol
In the MDD, ED, and AD groups the SOC values cor-
related significantly positively with

PCS (p=0.01) and MCS (p=0.01). The SOC values 
significantly positively correlated only with the MCS 
score in the BD (p=0.04) and SCH groups (p=0.01). 
There are strong negative significances correlating the 
SOC score with depression and anxiety measured by 
BDI and STAI-X1 and STAI-X2 in all groups (Table 
2, 3). 

discussion
Mental disorders are for the most part chronic with 
the periods of remission and recurrent acute phases, 
and their impact on the patient’s life is enormous. The 
most important challenge of modern psychiatry is not 
only to keep patients in symptomatic remission but also 
to improve their quality of life. Many different factors 
may decide status and well-being of patients and also 
the course of disease. There may be some individual 
personality traits like sense of coherence and also some 

other elements connected directly to the course of disease 
like symptoms of anxiety or depression. 

In our study we found that patients suffer from recur-
rent major depressive disorders (MDD) had the lowest 
level of SOC in comparison to the rest of the partici-
pants. Our explanation for this is that it may have been 
caused by the depressive feature of the personality of 
these patients formed in early adulthood and that deter-
mine development of sense of coherence. Perhaps primal 
low level of sense coherence is developed in parallel to 
depressive personality and finally depressive disorders. 
These patients also presented more symptoms of anxiety 
and depression despite our investigations having been 
conducted during a stable psychiatric state. Sometimes 
patients revealed persistent features of depressive symp-
toms while in a stable state. These patients also presented 
the lowest quality of life compared to other study groups. 
It would be consistent with the theory that low sense of 
coherence is connected with more psychopathology and 
lower quality of life. Similar results have been found in 
other studies [5]. Eating disorders (ED) patients were 
another group that presented relatively low results in all 
examined parameters. The low results of SOC in these 
patients might have been caused by the fact that they 
were the youngest participants, so the SOC may still be 
in a phase of development. These patients also had more 
symptoms of anxiety and depression in comparison to 
SCH, BD and AD patients. ED patients were comprised 
solely of women, so that could be the reason that we 
noticed more symptoms of anxiety and depression in 
this group. This group has also revealed the lower qual-
ity of life compared with SCH, BD and AD patients. 
Similar findings were presented by Gonzalez et al. in 
which patients with eating disorders presented lower 
QOL compared to a control group of healthy people and 
on a level similar to that of persons with schizophrenia, 
unipolar depression, and panic disorders (6). The most 
surprising finding in our study is that both groups, MDD 
and ED, have the lowest results in all examined parameters 

Table 3. P values and β-coefficients in regression equations in 
study groups 

SCH MDD BD ED AD
SOC SOC SOC SOC SOC

p β p β p β p β p β
BDI 0.001 -0.80 0.001 -0.86 0.006 -0.76 0.006 -0.70 0.001 -0.76

X1 0.001 -0.64 0.001 -0.68 0.005 -0.78 0.001 -0.82 0.001 -0.63

X2 0.001 -0.65 0.001 -0.71 0.009 -0.73 0.001 -0.80 0.001 -0.64

SCH - schizophrenia patients, MDD - recurrent major depressive disorder, 
BD - bipolar disorders, ED - eating disorders, AD - anxiety disorders,  
SOC - Sense of coherence, BDI - Beck Depression Inventory, X1 - anxiety as 
a state of STAI, X2 anxiety as a trait of STAI

Table 2a. p values and β-coefficients in regression equations in study 
groups 

SCH MDD BD
PCS MCS PCS MCS PCS MCS

p β p β p β P β p β p β
SOC 0.14 0.26 0.01 0.52 0.01 0.43 0.01 0.68 0.19 0.38 0.04 0.60

SCH - schizophrenia patients, MDD - recurrent major depressive disorder, BD - 
bipolar disorders,PCS - Physical Component Summary Scale of SF-36, MCS - Mental 
Component Summary Scale of SF-36, SOC - Sense of coherence

Table 2b. p values and β coefficients in regression 
equations in study groups 

ED AD
PCS MCS PCS MCS

p β p β p β p β
SOC 0.01 0.84 0.04 0.06 0.01 0.54 0.01 0.49

ED - eating disorders,   AD - anxiety disorders, PCS - Physical 
Component Summary Scale of SF-36, MCS - Mental 
Component Summary Scale of SF-36, SOC- Sense of coherence 
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in relation to patients with schizophrenia. Schizophrenia 
is considered a rather devastating disease with a severe 
course and enormous impact on the patients including 
their personality dispositions. These results may have 
been caused by some impairment of criticism in the 
course of disease in the patients with schizophrenia and 
their inadequate evaluation.

On the other hand, it seems likely that higher SOC 
scores may lead to better adaptation independently of 
disease severity (2). Research results also indicate SOC as 
a good predictor of quality of life in patients with mental 
disease (2, 7). In our study we analyzed the connection 
between SOC and two components of SF-36, the MCS 
scale and the PCS scale. The PCS describes the physical 
condition of patients and the MCS score describes their 
mental status. In three examined groups, MDD, ED and 
AD, patients with lower SOC scores revealed lower results 
in mental and physical condition. The SOC value of SCH 
and BD patients was associated with the MCS score only. 
It is unclear why the SOC values in this group correlate 
only with the MCS scale, although some unknown factor 
may have influenced the PSC value. Another our findings 
showed that a weak SOC score was related with high level 
of depression and anxiety symptoms in all study groups. 
It is consistent with Antonovsky’s concept that a high level 
of SOC may be a “protective measure” against the stress 
of disease, and it may also influence the manifestation 
of symptoms such as anxiety or depression. Previously 
conducted studies indicate similar findings ( 3, 7). 

To sum up the connection between higher SOC with 
a better QOL was observed in all psychiatric patients. 
The high level of sense of coherence was connected with 
lower symptoms of depression and anxiety in all patients 
examined. We would like to emphasize that enhancing 
patients’ SOC may lead to an improvement in quality 
of life in patients with different psychiatric disorders. 

liMitAtion of the study
•	 The number of patients in each group was quite small.
•	 The generic scales were used to evaluate different 

groups (it was impossible to use specific scale because 
of comparison study) 

•	 Sense of coherence, depression and anxiety are only a 
few factors that can modify quality of life. We did not 
consider the influence of other factors, for example 
sociodemographic. 

conclusion
Patients with recurrent major depressive disorders and 
eating disorders had lower a sense of coherence compared 
with the patients who suffer from schizophrenia, bipolar 
disorder and anxiety disorder. The high level of sense of 
coherence has been connected with the higher quality 
of life and less depression and fewer anxiety symptoms 
in all psychiatric patients. 
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