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Calidad de vida y funcionamiento social en
pacientes con esquizofrenia en monoterapia
con olanzapina: estudio naturalístico 
de 1 año de seguimiento

Objetivo. Evaluar la calidad de vida relacionada con
la salud (CVRS) y funcionalidad social de los pacientes
esquizofrénicos tratados en monoterapia con olanzapina
en condiciones de práctica clínica habitual. 

Método. Se reclutaron pacientes ambulatorios diag-
nosticados de esquizofrenia que iniciasen tratamiento
en monoterapia con olanzapina, quetiapìna, risperidona
o antipsicóticos típicos orales. Se recogieron las variables
sociodemográficas del paciente. En cada visita (basal, 3, 6,
12 meses) se administró el cuestionario genérico de
CVRS EuroQoL-5D y la escala de Funcionamiento Social.

Resultados. Se siguieron un total de 1.198 pacientes. La
edad media (DE) era de 38,6 (13,3) y un 62,9% era hombres.
Según el cuestionario EQ-5D basalmente las dimensiones
más afectadas fueron ansiedad/depresión (76 %) y activida-
des cotidianas (73,6 %). A los 12 meses la cohorte tratada
con olanzapina presentó una mejor CVRS en la dimensión
de cuidado personal respecto al resto de tratamientos
(p < 0,05) y un porcentaje menor en las dimensiones de do-
lor/malestar, ansiedad/depresión y actividades habituales
respecto al grupo tratado con quetiapina o risperidona
(p < 0,05). Según la EVA del cuestionario EQ-5D la cohorte
tratada con olanzapina presentó mejor estado de salud a los
12 meses que los tratados con quetiapina o risperidona
(p < 0,05). La escala de Funcionamiento Social demostró
una mejora a los 12 meses en los pacientes tratados con
olanzapina en las tres dimensiones estudiadas: aislamiento
y relaciones sociales respecto a los tratados con risperidona
(p < 0,05), comunicación interpersonal respecto a los trata-
dos con risperidona o quetiapina (p < 0,05) e independen-
cia ejecución respecto al resto de tratamientos (p < 0,05).

Conclusión. La mejora en la CVRS y funcionamiento
social al año de seguimiento es mayor en aquellos pa-
cientes tratados con olanzapina que con otros antipsicó-
ticos. 
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Objective. To measure health related quality of life
(HRQL) and social functioning in schizophrenic patients trea-
ted with olanzapine under regular clinical practice conditions.

Methods. Out-patients diagnosed of schizophrenia and
beginning treatment with  olanzapine, quetiapine, risperido-
ne or typical oral antipsychotics were included. Information
on socio-demographic characteristics was obtained and in
each visit (baseline, 3, 6 and 12 months) they were admin-
istered the generic HRQL questionnaire EuroQoL-5D and the
Social Functioning scale (SFS).

Results. A total of 1,198 patients were followed-up for
12 months. Mean age (SD) was 38.6 (13.3) years and 62.9 %
of them were men. In basal conditions the most affected di-
mensions of EQ-5D were anxiety/ depression (76%), and daily
activities (73.6 %). After 12 months treatment the cohort of
patients treated with olanzapine showed a better HRQL in the
self-care dimension compared to all other treatments (p <
0.05), and in the dimensions of pain/discomfort, anxiety/de-
pression and usual activities compared to the group treated
with quetiapine and risperidone (p < 0.05). The Visual Analo-
gue scale (VAS) of the EQ-5D questionnaire showed a better
health state after 12 months in the group treated with olan-
zapine compared to the groups of quetiapine or risperidone
(p < 0.05). The Social Functioning scale showed a better im-
provement in the cohort of olanzapine in the three studied
dimensions after 12 months: isolation and social relation-
ships in comparison to the risperidone group (p < 0.05), inter-
personal communication in comparison to the risperidone
and quetiapine group (p < 0.05) and independence perfor-
mance in comparison to all the other treatments (p < 0,05).

Conclusion. Schizophrenic patients treated with olanza-
pine for one year show a better improvement in HRQL and so-
cial functioning than those treated with other antipsychotics.
Key words: 
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INTRODUCTION

Schizophrenia is a serious psychiatric condition with a
worldwide prevalence of approximately 5.5 per one thou-
sand inhabitants1, although great variability is detected
between regions2. The first manifestations of the disease
generally occur in late adolescence or the first years of the
adult life. The disease course varies greatly, total recovery
occurring in very few cases. Thus, it mostly occurs as a chro-
nic disease associated to significant social, psychological
and functional dysfunctions for the patient3,4.

One of the main objectives of schizophrenia treatment
should be to optimize the patient’s functionality and quality of
life to a maximum. The measure of quality of life has recently
become important in the field of investigation in schizophre-
nia, its role in the assessment of the impact of the disease and
its treatment in the patient’s well being being recognized5. 

Several randomized clinical trials (RCT) indicate that treat-
ment with olanzapine is associated with improvement in 
health related quality of life (HRQL) and a lower or equal use of
the health care resources than other antipsychotics6-8. How-
ever, because of the experimental conditions in which the RCT
are developed, their conclusions cannot always be extrapola-
ted to all the patients since very strict screening criteria of the
patients and investigators are established. This restricts the
generalization of their conclusions9. This fact is especially cer-
tain in diseases such as schizophrenia since most clinical trials
with antipsychotics exclude those patients with underlying
organic diseases, with other mental disorders and patients treat-
ed concomitantly with several antipsychotics10,11.

On the contrary, observational studies and those on 
health results are characterized because they try to determine
the effects of health care interventions when they are used
in the common conditions of the clinical practice12. If the
clinical trials are oriented towards evaluating clinical varia-
bles, studies on the investigation of results are also focused
on the study of other types of variables that also have a great
interest for both physicians and patients (quality of life, sa-
tisfaction with the treatment or treatment compliance).

There are examples of observational studies that have
evaluated olanzapine safety and effectiveness under com-
mon conditions of clinical practice13-15, however, informa-
tion on some health care results related with patient func-
tioning such as the HRQL is still scarce. 

This present study aims to study HRQL and functionality
of patients treated in monotherapy with olanzapine com-
pared to other antipsychotics at 12 months of follow-up,
under common clinical practice conditions. 

MATERIAL AND METHODS

The present study forms a part of the Schizophrenia
Outpatient Health Outcomes study (SOHO)16,17. This is a

prospective, observational study of 3 years follow-up
conducted in 10 European countries in which more than
10,000 patients have participated. Its objective is to as-
sess several health care results associated to olanzapine
versus other antipsychotics in schizophrenic patients re-
ceiving out-patient treatment. Additional details on the
study criteria and main results have already been pre-
viously published16,17. The results of the present study 
correspond to the sub-sample of patients from the SOHO
study enrolled in Spain, treated with a single antipsycho-
tic drug, and the results of one year of follow-up are pre-
sented. 

Study design

Observational, multicenter, perspective, non-interventio-
nists and open label study. 

Study scope and population

The study was conducted in out-patient centers of all
the Spanish geographical area. Study population were
out-patient schizophrenics who, according to clinical 
opinion, would need to initiate or change the antipsy-
chotic treatment. They were distributed into two cohorts:
olanzapine and other antipsychotics. Given the elevated
sample and diversity of treatments administered in 
the group of other treatments, this was divided into three
groups: quetiapine, risperidone and typical oral antips-
ychotics (TOA).

Sample selection 

Patients diagnosed of schizophrenia according to DSM-IV
and ICD-10 criteria, older than 18 years, who initiated or
changed their antipsychotic treatment and allowed for long
term evaluation were selected. Investigators were instruc-
ted to make their therapeutic decisions independently of
the study and then evaluate if the patients fulfilled the
screening criteria. 

«Initiation» of antipsychotic medication refers to patients
without previous antipsychotic treatment; that is, whose
first administration is done in the beginning of the study
and «change» to patients who were already in treatment
with antipsychotics that were substituted with a new one.
Both patients who changed treatment and those who in-
itiated treatment with antipsychotics were included in the
study since it was considered that the comparison of the re-
sults between cohorts at one year of follow-up would be
totally independent of the baseline value. 

All the patients should be treated with a single antips-
ychotic drug during the follow-up. The patients gave their
written consent to participate in the study. 
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Data collection

After the baseline visit, a visit was conducted at 3 months,
6 months and one year. Data collection was conducted dur-
ing the follow-up visits without intervening in the normal
course of the disease care. Baseline data were collected on
sociodemographic (age, gender, site or type of residence,
present work situation, civil status and social activity), clini-
cal, treatments received, HRQL and social functioning data. 

In regards to treatment, the antipsychotic treatment that
the patient took before the baseline visit and the antips-
ychotic medication prescribed at this time were obtained. In
this way, it was possible to know the change made in the
therapy and the reason for the change (lack of efficacy, in-
tolerance, non-compliance or patient’s desire). In every case,
the name of the antipsychotic and total daily dose were 
recorded. 

The generic questionnaire EuroQoL-5D (EQ-5D)18 was
used to measure the HRQL. This questionnaire has a descrip-
tive system and Visual Analogue Scale (VAS) for the self-
evaluation of the health state. The EQ-5D descriptive system
contains a description of the health condition in five di-
mensions (mobility, self-care, daily activities, pain/malaise,
and anxiety/depression), each one of which has three levels
of seriousness: a) without problems; b) some/moderate pro-
blems, and c) many problems. The VAS is a vertical and milli-
metric scale in form of a thermometer with extreme scores
of 0 (worse imaginable health condition) and 100 (best ima-
ginable health condition). This self-administered question-
naire was chosen as it is a generic instrument that has been
widely validated in the Spanish population, it is short and
has demonstrated validity to detect the differences in the
HRQL between patients with different intensity grades in
their schizophrenia19 and because it has population ref-
erence values20. 

Social functioning of schizophrenic patients was assessed
with the Social Functioning Scale (SFS)21. This evaluates
those functioning areas that are crucial for maintenance of
the relationship of schizophrenic patients with the commu-
nity. It is made up of seven dimensions. However only three
of these areas were included in this study: social relation-
ships/isolation (SR), interpersonal communication (IC) and
independence/performance (IP). The SR scale is made up of
five items with a maximum score of three per item and mi-
nimum of 0, which makes a total maximum of 15 and mini-
mum of 0. The IC scale is made up of four items, however
items 1 and 2 have been combined, the total maximum score
being 9 and minimum 0. Finally, calculation was done in 
the same way for the IP scale, adding the score from 0 to 3
of the 123 items making it up. The final score of each di-
mension was transformed according to the corresponding
algorithm adapted to the spanish version of the scale. Maxi-
mum and minimum scores for each dimension were: SR
(57.5 to 133),  IC  (55 to 145) and IP  (53 to 145).  The
dysfunction is greater the lower the score on the scale. 

Data analysis

A descriptive analysis of the sociodemographic characte-
ristics of all the sample was made. 

The percentage of patients with problems (some pro-
blems or many problems) was calculated in each one of the
descriptive system dimensions of the EQ-5D questionnaire
to analyze the course of the HRQL of the patients with schi-
zophrenia. Percentage of patients without any problem in
any of the dimensions, which corresponds to a perfect 
health condition (1,1,1,1,1), was also analyzed.

The differences in the percentage of patients with pro-
blems in the descriptive system dimensions and with a per-
fect health condition between study groups at 12 months
of follow-up were analyzed with the chi square test. Evolu-
tion of the VAS between study groups was analyzed with a
general linear model of repeated measurements and one
factor. 

To quantify the differences obtained in the VAS during
the follow-up by study cohorts, change in the scores regard-
ing initial value was calculated and compared between
study groups with the variance analysis using the Scheffé
test for post-hoc comparison of means.

Finally, in regards to social functioning, a descriptive
analysis was conducted on evolution for each visit and
study group of each one of the dimensions making it up as
well as of the differences in the scores. Evolution was com-
pared with an analysis of the variance to compare the score
difference obtained between cohorts.

All the data analysis was done with SAS 8.02 for Win-
dows. Significance level α = 0.05 was used in all the tests
and statistical tests.

RESULTS

Initially, a total of 1,655 patients were included in antips-
ychotic monotherapy, 1,198 of whom completed the 12
months of follow-up. Previously 364 patients who took other
antipsychotics were excluded as they were in groups having
very low number (fig. 1). The participating sites mostly cor-
responded to public centers (63.8 % with 32.2 % having
agreements) located in urban centers (815). Out of the 457
patients who did not finish the study, 237 abandoned treat-
ment and 220 did not come to any of the four visits. 

Table 1 shows the main sociodemographic characteristics
of the patients, demonstrating the homogeneous distribu-
tion of age, gender and age on the first consultation between
the different treatment groups. Differences were detected
in age of the patients between gender, the women being
slightly older than the men both at the onset of the study
as well as age of first consultation. 
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In regards to the treatment, 26.3 % of all the patients did
not take antipsychotic medication prior to the study onset
and 59 % took only one antipsychotic drug. Among the pa-
tients who received previous treatment, the change in an-
tipsychotic drug was mostly due to lack of total or partial
effectiveness of the previous medication (59.5 %), followed
by intolerance (39.9 %) or desire of the patient to change
the antipsychotic medication (31.8 %). Figure 1 shows the
distribution of the patients by antipsychotic treatment
groups in monotherapy and the proportion of patients in
each group who continued in the study during the entire
follow-up year. It stands out that 76 % of the patients who
initiated treatment with olanzapine continued with the same
treatment at the end of one year. 

Table 2 shows the percentage of patients with problems
detected in each visit and by treatment cohorts for each

one of the EQ-5D questionnaire dimensions. Basally, the pa-
tients mostly had problems in the anxiety/depression (76 %)
and daily activities (73.6 %) dimensions. The 13.9 % of the
patients  who were incapable of performing usual activities
such as working, studying or doing house work and the
18.9% who were extremely anxious and depressed in the
baseline visit stand out.

The most affected dimensions of the EQ-5D questionnai-
re in all the treatment cohorts at 12 months of follow-up
continued to be daily activities and anxiety /depression. Pa-
tients of all the cohorts improved in the area of anxiety /de-
pression at 12 months of treatment, it being observed that
the decrease in the proportion of patients affected was great-
er in the olanzapine treated cohort.

Differences were observed in the dimension of self-care
when the proportion of patients affected in each dimen-
sion, on the fourth visit and according to treatment group
was compared. A lower percentage of patients with pro-
blems between the patients who initiated therapy with
olanzapine was observed (p < 0.05). In the same way, differ-
ences were obtained in the percentage of patients with 
problems in the dimensions of: usual activities, pain/malaise
and anxiety/depression (p < 0.05) in the olanzapine group
versus the quetiapine and risperidone groups. 

Figure 2 shows how the proportion of patients in health
condition (1,1,1,1,1) was greater at 12 months in the olanza-
pine or TOA treated group versus quetiapine or risperidone. 

According to the VAS of the EQ-5D questionnaire, mean
score (SD) of the health condition of the patients when in-
itiating the study was 49.2 (18.3), far from a good health
condition, this reaching 67 (17.14) at the end of the follow-
up. Figure 3 shows the evolution of this variable, indicating
significant improvement in all the study groups after the
second visit. 

When the change in the VAS score at 12 months of 
follow-up was compared regarding the baseline value, it was
observed how the scores increased a median of 20 points
with olanzapine versus quetiapine, risperidone and TOA that
increased 13, 18 and 14 points respectively, indicating a
better health condition.

At 12 months, the patients treated with olanzapine sho-
wed a better health condition regarding those treated with
quetiapine or risperidone (p < 0.05).

In regards to the Social Functioning scale, the isolation
and social relations (SR) dimension experienced improve-
ment in all the groups. A greater increase in the final scores
versus the baseline value between the patients treated with
olanzapine compared to those treated with risperidone
stands out, the increase being 9.3 (14.4) and 6.5 (13.5)
points respectively. No significant differences were ob-
served between groups at the end of one year of follow-up. 

Schizophrenia: quality of life and functionalityF. Mayoral, et al.
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Figure 1 Number of patients in monotherapy inclu-
ded in each antipshychotic treatment cohort: proportion of
patients who continued with the same treatment in each 
follow-up visit. TOA: typical oral antipsychotics. * Other treat-
ments that are not included as groups having very low num-
ber remained.
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The Interpersonal Communication (IC) dimension of the
Social Functioning scale showed significant improvement in
all the study groups. The change observed between the base-
line visit and the visit at 12 months of follow-up was statisti-
cally significant between study groups. It showed a superior
improvement in the patients who initiated olanzapine versus
those who initiated treatment with quetiapine or risperidone.

Finally the behavior of the Independence/performance
(IP) dimension was different from the other dimensions, ob-
serving noticeable differences between study groups after
the first six months. In this way, the four cohorts improved
in the score of the IP dimension, however statistically signi-
ficant differences were observed in the change of scores
between study groups. Thus olanzapine experienced a signi-
ficant improvement regarding the remaining treatments.
Figure 4 shows the evolution of the scores of the three di-
mensions of social function in the 12 months of follow-up
according to treatment. 

DISCUSSION

The study of HRQL and social functioning of the patient
diagnosed of schizophrenia has taken on greater relevance
since the patients were deinstitutionalized in the 1980’s. If
it is true that the so-called atypical antipsychotics have dem-
onstrated their efficacy in the control of the symptoms of
schizophrenia, it is still necessary to assess the differences
between them in the impact of quality of life and social
functioning of the patient22.  

The present study has made it possible to study the im-
pact of the treatment of schizophrenic patients in their
HRQL and social functioning at 12 months of follow-up,
especially focusing on the improvements obtained with
olanzapine monotherapy. The study’s observational design
has made it possible to assess the patient in usual clinical
practice conditions and with a relatively long follow-up
period, on the contrary to that occurring in the RCT, in

Schizophrenia: quality of life and functionalityF. Mayoral, et al.
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Table 1 Socio-demographic characteristics of the complete sample

Olanzapine Quetiapine Risperidone TOA Total

Age

Mean 38.4 38.9 38.8 40 38.6
SD 13.6 11.4 12.0 14.6 13.3
Valid N 978 153 413 78 1.622

Age a first consultation

Mean 27.9 27.4 27.9 28.9 27.9
SD 10.6 9.4 9.7 10.9 10.3
Valid N 955 146 409 80 1.590

% men 64 % 57.8 % 63.6 % 53.1 % 62.8 %

n % n % n % n % n %

With partner 258 26 46 29.9 101 23.7 25 30.9 430 26
Independ. residence 426 42.9 67 43.5 171 40.1 40 49.4 704 42.5
Depend. residence 488 49.1 80 51.9 219 51.4 32 39.5 819 49.5
Supervised residence 64 6.4 7 4.5 24 5.6 8 9.9 103 6.2
Hospitalized 5 0.5 — — 1 0.2 — — 6 0.4
Homeless 3 0.3 — — 4 0.9 — — 7 0.4
Others 5 0.5 — — 4 0.9 1 1.2 10 0.6
With paid employment 175 17.6 24 15.6 83 19.5 17 21.0 299 18.1
With unpaid employment 47 4.7 2 1.3 11 2.6 3 3.7 63 3.8
Unemployed but available

to work 235 23.6 33 21.4 111 26.1 22 27.2 401 24.2
Unemployed and not available 164 16.5 23 14.9 59 13.8 18 22.2 264 16.0
Retired 235 23.6 36 23.4 106 24.9 14 17.3 391 23.6
Others 134 13.5 36 23.4 56 13.1 7 8.6 233 14.1

P (age): 0.53; p (age first consultation): 0.723; p (gender): 0.124; TOA: typical oral antipsychotics.

7-15 I.qxd  7/2/06  12:41  Página 5



which the follow-up is generally short. Furthermore, the
design has made it possible to include a large amount of
patients, without being restricting to the strict enrolment
criteria required by clinical trials, thus increasing the exter-
nal validity of the study. In most of the RCT with antips-
ychotics, patients with organic or associated psychiatric di-
seases are excluded, especially those with abuse disorders
or substance dependence, very prevalent among the schi-
zophrenic population. 

The sociodemographic characteristics of the patients in-
cluded in the study coincide with the expected profile ac-
cording to other studies of patients with schizophrenia treat-
ed as out-patients in Spain. This favors the comparability of
the results13. The fact that only 18 % of them had paid em-
ployment and 74 % had no partner may be a sample of the
stigma these patients still suffer23,24. 

Schizophrenia: quality of life and functionalityF. Mayoral, et al.
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Table 2 Proportion of patients affected in each one of the EQ-5D dimensions in the different
study visits by antipsychotic treatment cohort

Olanzapine Quetiapine Risperidone TOA Total

n % n % n % n % n %

Mobility

Baseline 255 33.68 29 35.80 113 36.10 15 31.91 412 34.39
3 months 139 18.36 17 20.98 77 24.60 15 32.60 248 20.71
6 months 118 15.60 15 18.51 64 20.44 11 23.40 208 17.37
12 months 106 14.05 16 19.75 53 16.98 11 23.91 186 15.59

Self-care

Baseline 352 46.62 36 44.44 147 46.96 17 36.17 552 46.15
3 months 233 30.81 25 30.86 111 35.46 10 21.17 379 31.66
6 months 192 25.46 24 30 101 32.26 7 14.89 324 27.13
12 months 179 23.77 21 25.92 103 32.90 13 27.65 316 26.46

Daily activities

Baseline 569 75.26 60 74.07 223 71.24 29 61.70 881 73.60
3 months 427 56.55 51 62.96 175 56.08 23 48.93 676 56.56
6 months 341 45.28 44 54.32 158 50.47 17 36.17 560 46.90
12 months 290 38.56 22 51.85 145 46.32 17 36.17 2494 41.40

Pain/malaise

Baseline 331 43.72 32 40 130 41.53 23 48.93 516 43.10
3 months 183 24.27 23 28.39 86 27.56 14 29.78 306 25.62
6 months 144 19.07 20 25 63 20.32 9 19.56 236 19.81
12 months 119 15.84 20 25 79 25.23 10 21.27 228 19.14

Anxiety/depression

Baseline 593 78.43 59 73.75 229 73.16 28 59.57 909 76
3 months 392 51.92 42 51.85 180 157.69 21 44.68 635 53.13
6 months 302 40 39 49.36 152 48.56 17 36.17 510 42.71
12 months 259 34.39 42 51.58 140 44.87 15 31.91 456 38.22

TOA: typical oral antipsychotics.

Baseline 3 months 6 months 12 months

50%

40%

30%

20%

10%

0%
Olanzapine Quetiapine Risperidone TOA

7 7

24

36

43

26 26 25

13

23
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15

23

38
43

Figure 2 Proportion of patients with perfect health
state according to EQ-5D in the four visits and according to
treatment. TOA: typical oral antipsychotics.
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For most of the patients, treatment on initiation was an
atypical antipsychotic, although this information should
not be surprising since atypical antipsychotics are used 
more frequently than typical antipsychotics to treat schizo-
phrenia in Spain. 

Of all the patients included in the study, it stands out
that the cohort that followed treated with olanzapine
maintained the same treatment at 12 months with greater
proportion than in the rest of the cohorts. This point is im-
portant since it is known that continued maintenance of
treatment is a crucial factor in the control of the schizo-
phrenic patients. This permits the patient to benefit from
another type of psychosocial interventions aimed at their

integration in the community. These would be difficult to
perform if the patient’s symptoms were not controlled by
the medication. 

One of the objectives of the study was to compare the
changes in HRQL of the schizophrenic patient after one year
of follow-up and by treatment group. The high percentage
of schizophrenic patients with problems in the anxiety/de-
pression dimension, this dimension remaining as that affec-
ted by the greatest percentage of patients at one year of
follow-up, stands out in the baseline assessment of the
HRQL according to the EQ-5D questionnaire. These data
agree with those obtained in previous studies, which iden-
tify depression as a determining factor in the poor quality
of life of the schizophrenia patient25-28 . In this way, as 
other authors have already done29, we can note that an early
therapeutic intervention aimed not only at psychotic
symptoms but also at mood state disorders such as an-
xiety/depression should be of priority to improve the pa-
tient’s quality of life. 

When the proportion of patients affected by anxiety/de-
pression at 12 months of follow-up was compared, it was
observed how the proportion of patients affected in the
group treated with olanzapine was significantly lower than
in the group of quetiapine or risperidone treated patients. In
addition, the decrease in the proportion of patients affected
in this dimension at baseline and at 12 months was greater
in the olanzapine treated patient cohort than in any other
cohort. This information points to the fact that, although
measured with a generic scale, olanzapine affects the pa-
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tient’s depression, which, as has already been commented
on, is a clear determining factor of his/her quality of life. 

Olanzapine has also been demonstrated to improve the
patient’s HRQL in the dimensions of usual activities and
pain/malaise, showing a lower percentage of affected pa-
tients at one year of treatment regarding those treated with
quetiapine or risperidone, as has already been seen in pre-
vious studies7,13,14.

It was considered that those patients without problems
in any of the dimensions of the descriptive system of the
EQ-5D had a perfect state of health. In this case, those pa-
tients who were treated with olanzapine once again had 
a greater percentage of patients with a perfect state of 
health at 12 months of follow-up than those treated with
quetiapine or risperidone. These results agree with those of
previous studies in which improvement of HRQL has been
demonstrated in those patients treated with olanzapine
versus risperidone7,30 or haloperidol6,8,31-34.

The general scores provided by VAS of the EQ-5D indi-
cate poor subjective perception of health when comparing the
results with those provided by the general population and
other patient groups20. The mean values of the score varied
from 0.87 to 0.89 for a sample of general Spanish popula-
tion while it went from 49 initially to 67 at the end of the
follow-up for the study population. 

In this study, the Social Functioning scale (SFS), specifi-
cally the dimensions of isolation/social relationships (SR),
interpersonal communication (IC) and independence/per-
formance (IP), was used to assess the social functioning grade
of the patients by treatment group. The three dimensions
showed clear improvement in the four study groups at one
year of follow-up, although the olanzapine treated patients
had a greater increase of the final score in the SR and IC di-
mensions versus those treated with quetiapine or risperi-
done. In the IP dimension, a significant difference was already
observed between cohorts after the first six months, so that
the olanzapine treated group experienced a significant im-
provement regarding the remaining treatments. As other
authors have indicated, improvement of the patient’s social
function is a determining factor to help improve the stigma
problem suffered by schizophrenia patients35 .

A generic measurement has been used in this study to
measure the HRQL in this study. This could be considered as
a methodological limitation, supposing that the results
could vary when using one of the specific scales for schi-
zophrenia. There are studies that have been conducted with
specific scales to measure the HRQL of schizophrenic pa-
tients36 that support the same results, showing a significant
improvement of the HRQL in the olanzapine treated pa-
tients7. 

In conclusion, the study results show an improvement in
the HRQL of the patient treated in monotherapy with olan-

zapine at 12 months of follow-up compared with those trea-
ted with quetiapine, risperidone and TOA. Improvement in
the subscales of IC, SR and IP of the Social Functioning scale
has also been demonstrated in those patients treated with
olanzapine.

Further studies are needed to known the health results
under longer term common clinical practice conditions and
to identify the determining factors of HRQL of the schi-
zophrenia patients and thus be able to design community
interventions of improvement. 
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