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Abstract

Objective To explore the quantitative and qualitative
aspects of friendship in people with schizophrenia. To
examine emotional and behavioural commitment, experi-
ences of stigma, and the impact of illness factors that may
affect the making and keeping of friends. The difference in
the perception between the researcher and participants of the
presence of problems in friendships was also investigated.
Methods The size and quality of the social networks of 137
people with established schizophrenia or schizoaffective
disorder, aged 18-65 in one geographical area of southeast
England was ascertained using a semi-structured interview.
Qualitative aspects of friendship were measured using
objective, pre-determined, investigator-rated criteria.
Results The mean number of friends reported by respon-
dents was 1.57. Men were less likely to report friendships
than women (29 vs. 53%, y* = 13.51, df 1, p < 0.001). Of
the 79 people who had a friend, 75 named someone amongst
fellow service users. The quality of these friendships was
generally good. Emotional commitment to friendship and
mistrust were more important than current clinical state in
determining whether or not the participant has friends. Most
of those without friends did not see the lack of friendship as
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a problem. The researcher was up to three times more likely
to report a problem than the participant.

Conclusions The friendship network size was found to be
small but the quality of friendship mostly positive and
highly valued. The majority of friendships were with other
service users made during attendances at day hospitals and
drop-in centres thus underscoring the importance of this
service provision. Psychosocial intervention programmes
need to take into account psychological factors that impact
upon friendship.

Keywords Schizophrenia - Friendship - Commitment -
Intimacy
Introduction

People with schizophrenia have been found to have fewer
numbers of friends and narrower social networks compared
to the general population [1]. Some of this may be explained
by premorbid factors including low self-esteem, low social
confidence and the communication skills that are necessary
for the formation of relationships [2]. It may also reflect
neurocognitive deficits which impact upon social, commu-
nication and interpersonal functioning. The severity and
nature of symptoms, and duration of illness also influence
relationship formation and interaction [3-5]. In addition, it
may result from low motivation, apathy and social with-
drawal, and this withdrawal may be seen as a way of
avoiding arousal and overstimulation which can lead to a
relapse [6-8]. The secondary effects of schizophrenia,
including loss of social role and networks, unemployment,
lack of stable housing, financial problems and stigma, also
have a negative impact on relationship functioning and lead
to social isolation [9, 10].
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Friendships are voluntary relationships where individu-
als have to commit time and effort in order to develop
mutual and personalised interest and concern [11]. Factors
such as trust, intimacy, and commitment are therefore
important in the development and maintenance of friend-
ship. These psychological variables and their relevance
have been studied extensively in the general population
[12]. So far aside from the impact of symptoms and dis-
ability associated with schizophrenia there has been no
research conducted on these psychological variables and
friendship in people with schizophrenia. Yet an under-
standing of these processes might be very informative for
rehabilitation interventions that aim to improve social skills
and reduce social isolation and exclusion.

We undertook a survey of all people with schizophrenia
in one geographical area [13]. Our primary interest was
their sexual problems, but we also examined their social
networks, support and friendships. This mixed-methods
study allowed us to explore the quantitative and qualitative
aspects of friendship in established schizophrenia, and in
particular, the interplay of emotional and behavioural
commitment to social relationships, mistrust, and fear of
intimacy that may affect the making and keeping of friends.
We also examined the impact of illness handicap and stigma
on friendships and the difference in the perception between
the researcher and participants of the presence of problems
in friendships.

Method
Study site

The survey was conducted in St. Leonards-on-Sea, a sea-
side town on the south coast of England which has urban
and suburban areas. The national government statistics
showed the mid-2001 population for the age group 16-64
to be 28,306 (2001 census, http://www.Neighbourhood.
statistics.gov.uk). Only 3% of residents are nonwhite ethnic
groups.

Sample

The sampling frame was all agencies in the local area,
including general practices, who had contact with people
known to have schizophrenia. The study sample consisted
of all people aged 18—65 residing in the geographical area of
St. Leonards-on-sea, East Sussex, who were known to have
a diagnosis of schizophrenia or schizoaffective disorder as
defined by DSM-1V [14] with a duration of illness of at least
2 years. People who were homeless were excluded, partly
due to the logistics of locating them and partly because their
relationship status may be influenced by a different set of
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problems. People with a co-morbid clinical diagnosis of
Learning Disability were also excluded. The process of
recruitment is described in detail in a related paper [13].

Data collection

A face-to-face semi-structured interview was used in order
to encourage participants to speak freely and to tell their
story, whilst at the same time allowing the interviewer
control over the topics dealt with and the range and breadth
of the subject matter.

Definition of ‘friend’

We allowed the respondents to define who their friends
were for the purposes of the study. However, we found that
several respondents included family members and mental
health professionals as their friends and some had ‘imagi-
nary’ friends. In view of this we added some limits as to
whom we included in the list of friends. A ‘friend’ was
defined in this study as a person in the participant’s social
network who is non-kin, not part of the professional sup-
port or service provider system, perceived by the respon-
dent as a friend, with evidence of shared activities, interests
and interaction and evidence of actual contact at least once
over the past 3 months. People in intimate and sexual
relationships with the participant were excluded as friends
for the purpose of this study. Problems in these relation-
ships are studied in a separate paper [13].

Measures
Positive and Negative Symptom Scale (PANSS) [15]

The PANSS is a widely used measure of clinical func-
tioning in patients suffering from schizophrenia. It
addresses symptoms and observed behaviours over the
preceding 7 days.

Global Assessment of Function (GAF) [16]

This is a modified version of the Global Assessment Scale
developed by Endicott and colleagues that assesses psy-
chological, social and occupational functioning. A single
overall rating of global functioning was used in this study.

Social Behavioural Scale (SBS) [17]

This is a semi-structured interview assessment which
covers 21 items of behaviour from personal appearance and
hygiene to social mixing and communication. Information
was provided by an informant who knew the participant
best, typically a relative or a care coordinator. The total
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score, representing severity of behavioural disturbance, is
reported in this paper.

Measuring friendship

We adopted a two-stage approach to the assessment of
friendship taking first an overview of the respondent’s
understanding of the term and the importance they placed
on friendships in general and then collecting more detailed
accounts of the numbers and characteristics of particular
friendships. Two main ratings were used.

The Self Evaluation and Social Support Scale (SESS)
[18] This semi-structured instrument was used to gather
an overall view of the importance of friendship in their
lives, rating attitudes to friendship across a number of
domains from both the respondent’s view and from that of
the investigator who bases his/her ratings on the detailed
comments substantiated by descriptions of behaviour that
exemplify the general assertions of the respondent. Except
where otherwise mentioned, our analyses are based on the
investigator’s view.

Ratings for each sub-scale are made on a 4-point ordinal
scale (4 little/none, 3 some, 2 moderate, 1 marked; for the
present study 4 and 3 were re-coded as ‘low’ and 2 and 1
re-coded as ‘high’).

(a) Commitment to friends Rated separately for the
participants’ emotional and behavioural commitment.
Emotional commitment reflects the importance of
having friends, the extent to which this is valued and
desired by the participant. Someone might value
friendship but have no friends currently. Behavioural
commitment assesses actions on the participants’ part
to make and sustain friendships.

(b) Mistrust of others The extent to which the participants
consider themselves trusting of others, whether they
are suspicious of others’ behaviour and motives, and
the fear of being let down.

(¢c) Fear of intimacy The extent to which the participants
feel uncomfortable or anxious when others try to get
close, whether past adverse experiences have
increased fears that they will be rejected by others if
they get too close. It also assesses the extent to which
such fears or discomfort is generalised to all others or
whether only certain categories of people are included.

(d) Quality of social interaction Measures the intensity
and pervasiveness of the participants’ feelings about
the level of enjoyment in their interaction with
friends, whether it is warm, pleasant, neutral, relaxed,
tensed, or boring. It also looks at the relative
frequency and duration of various episodes of
activity.

Significant Others Scale (SOS) [19] The SOS was used to
gather details of reported friendships. It measures an
individual’s perceived support, with useful distinctions of
actual versus ideal and emotional versus practical support.
Participants are asked for each named friend to rate the
quality of friendship on a 7-point scale in terms of emo-
tional and practical support actually received and what they
would ideally desire.

Perceived stigma

Link and Phelan [20] constructed a definition that links
different components of stigma, including the labelling,
stereotyping, status loss, separation, and discrimination of
people based on human differences. This measure reflects
the emotional responses of the participant regarding how
their mental illness affects their lives, and whether they are
being treated differently by others, at work or socially. This
perceived (felt) stigma is different from enacted stigma.
Enacted stigma refers to actual discrimination, whereas
perceived stigma refers to the fear of such discrimination,
leading to concealment of the problem. In this sense per-
ceived stigma can be more disruptive to a person’s life [21].

We used questions that explored the subject’s perceived
level of stigma, based on the conceptualization of stigma
by Link and Phelan [20].

Reliability

Following training in the measures, inter-rater reliability of
the investigators was checked by blind rating of 14 tran-
scripts. Agreement was good with weighted Kappas rang-
ing from 0.85 (emotional commitment) to 0.94 (quality of
positive social interaction).

Analysis

Results were analysed using the Statistical Package for the
Social Sciences (SPSS) version 10 for windows. Compar-
isons between variables were carried out using Chi-square
or McNemar tests. Quotes from participants are given to
clarify and illustrate the quantitative findings.

Results

A total of 151 people with a clinical DSM-IV diagnosis of
schizophrenia or schizoaffective disorder of at least
2 years’ duration were identified in the St. Leonards-on-
Sea area. 137 (91%) agreed to take part in the study and
were interviewed (81 men and 56 women). There were no
significant differences in age, sex, ethnicity, social class,
marital/relationship status or current living arrangements
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between those who were interviewed and those who were
not.

A third of the sample lived alone. 124 (91%) of the
sample were white English and 120 (88%) were working
class (manual) and unemployed. Forty-one (30%) of par-
ticipants were currently in a relationship (all heterosexual);
80 (58%) had never had an intimate relationship and 121
(88%) had never had children. Significantly more of the
women were currently in an intimate relationship than were
men (women: 24, 43% vs. men: 17, 21%, y* = 7.551,
df = 1, p = 0.006). More men (n = 55, 68%) than women
(n =15, 27%) had never had an intimate relationship
O = 22399, df = 1, p = 0.000) and significantly more
men than women never had children (men: 71, 88% vs.
women: 37, 66%. y* = 9.243, df = 1, p = 0.002).

The participants were fairly stable clinically with a mean
PANSS positive symptom score of 14.5 (SD = 6.4) and a
mean negative symptom score of 154 (SD = 8.4). The
average GAF score was 54.2 (SD = 18.7) and the average
total SBS score was 11.9 (SD = 9.8) together indicating
moderate social impairment. The mean duration of the dis-
order was 20.43 years (SD 11.7). 92 (61%) had been in
contact with mental health services for at least 15 years, 64
(42%) had been admitted at least once in the previous
18 months and 41 (27%) had co-morbid problems of sub-
stance abuse or dependency. All but five patients were
currently prescribed antipsychotic medication.

Attitudes to friendship

Participants had very definite ideas about the difference
between a friend and an acquaintance, as illustrated in the
following quote:

I don’t have friends, I have acquaintances; high street
acquaintances, shop acquaintances, café acquain-
tances. I bump into them when I go out. I smile at
them, we talk, we have conversation. That’s about it.
I do not plan to do anything with them. I go for my
cups of tea and just talk to whoever that’s around. I
wouldn’t want them to come to my home.

Male, age 49

Nearly half the sample (43%, 58/137) reported a high
level of emotional commitment to friendship but this desire
was only accompanied by regular attempts to make friends
and overcome social obstacles by 22 participants. Not sur-
prisingly, people without friends were more likely to report
low emotional and behavioural commitment to friendship,
greater fear of intimacy and greater mistrust of other people
than those with friends. Emotional and behavioural com-
mitment are moderately correlated (p = 0.51, p < 0.01),
and are associated in a dose—response manner to the number
of reported friendships so that of the 36 who reported no
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emotional commitment to friendship none had friends
compared with 58% (25/43) of those with some commit-
ment, and 100% (25/25) of those with marked commitment.

Men were less likely than women to describe high
emotional commitment to friendship [35% (28/81) vs. 54%
(30/56), }52 4.89, df =1, p = 0.03] and more likely to
describe a fear of intimacy in relationships [64% (52/81)
vs. 46% (26/56), 3> = 4.26, df = 1, p = 0.04].

The following quotes illustrate the role of these attitudes
in making friends:

I love to have friends. I think we all need people
round us. I get very lonely sometimes and go from
one day to the next without having any meaningful
conversation. I tell you this is the worst part about
being mentally ill. You feel so alone and want so
much to have some company. But people don’t want
to be tainted with the same brush. I have no confi-
dence and I don’t remember how to make friends
anymore. It all requires so much time and effort and
money which I haven’t got.

High emotional commitment/low behavioural
commitment

Male, age 28

I used to have colleagues at work years ago but I
would not dream of calling them friends. I was a
career man and never had time for friends and never
miss this. Now I miss this even less. Maybe because
I’ve never had friends I don’t know what I’d missed. |
prefer my own company; I go out when I want to. A
lot of the times I don’t have the energy. I wouldn’t
want to make all kinds of efforts to start a relationship
anymore.

Low emotional
commitment
Male, age 56

commitment/low  behavioural

I used to have friends when I was a child. I remember
hanging out with other children. I haven’t got friends
for a while now. I have acquaintances; I see them
when I go to the club. I just play darts, just keep it
superficial. I don’t need friends emotionally, just
people to chat with sometimes, nothing too deep. I
talk to my brother and sister if I have a problem. I
don’t trust people. My big fear is whether they will let
me down. People are just out for what they can get.
I’ve had money taken away from me before by
people I liked. I got into big trouble because of it.
Low emotional commitment/high mistrust

Male, age 45

I don’t need people around me. I prefer to be on my
own. I get uncomfortable and panicky when people
are around. Not my best friend. He is alright. I can be
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with him for about an hour and then I start to find it
hard to cope. I start thinking that maybe we will start
to argue then it will be too much for me.

Fear of intimacy/avoidance of arousal

Male, age 50

Friendship network size

For the entire interviewed sample (n = 137), the mean
number of friends was 1.57 (SD =19, 95% CI
mean = 1.25-1.89). 58 (42.3%) of the participants had no
friends as defined above. Significantly more men (53.1%)
than women (26.8%) had no friends (* = 13.517, df = 1,
p = 0.000).

Of those without friends, 35 could think of no one at all,
16 mentioned acquaintances and similar weak-ties [22].
One said his support came from his ‘voices’. Four partic-
ipants stated that they did not need anyone because they
had family support, two participants felt no friends were
needed because they had support from the community
mental health nurse.

I don’t see anybody, only my CPN (community
psychiatric nurse) once a fortnight. My brother looks
after me. I don’t go out at all. I have meals on wheels.
I don’t need to have any more from anybody.
Female, age 42

My father is my friend, we keep each other company.
Neighbours I say hello to, but they are not friends. I
don’t like too much noise; I like to be on my own
with my dad.
Male, age 26

I have three friends, my drug pusher, he gives me
speed, my Case Manager sees me every week and the
shopkeeper, he gives me cigarettes on credit some-
times. I also have spirits coming to me, they visit at
night and we talk. They are good friends, three of
them.

Male, age 46

Quality of friendship network

Of the 79 participants who reported friendships, 75 named
someone who had also experienced mental health prob-
lems. Most described levels of actual support received from
their friends at the higher end of the possible range on the
SOS with an average score of 10.7 (SD = 2.6) for emo-
tional and 9.6 (SD = 2.4) for practical support (the theo-
retical maximum score being 14 for each domain) and there
was little reported difference between these and the ideal
support ratings that were only slightly higher on average
[emotional 11.4 (SD = 2.3); practical 10.7 (SD = 2.3)].

Further detail collected through the SESS and semi-struc-
tured interviews confirmed the impression of predomi-
nantly positive social interactions, finding contact with
friends to be warm, enjoyable and rewarding. A third of the
participants mentioned some problems but in general these
were outweighed by the positive benefits. There were no
statistically significant differences between men and
women in terms of any measure of the quality of the
friendship.

Friends who also had mental health problems were said
to be able to understand the participant’s experience and
illness, and shared similar interests and activities, with
‘ready-made’ places to meet such as day centres.

I get on really well with my two friends. We see each
other every day at the day centre. We don’t do much
outside of that. We do the same activities, have lunch
together and talk about the weather, the world. I
generally feel very relaxed with them. We tried not to
talk about deep emotional things, so we never get
disagreeable with each other because we don’t get
personal. We have a laugh most days. I am happy to
have them as friends. It makes the Centre more
interesting and makes me want to come more often.
Male, age 38.

Some friends fulfilled multiple roles, providing both
emotional and practical support. These ‘multiplex’ rela-
tionships have been viewed as beneficial because they
significantly increase available support [23] and this relates
to overall satisfaction with one’s network and perceptions
of support [24]. This is typically illustrated as follows:

I have one person I would call a really good friend. I
met her at the hospital. Since discharge we’ve been
there for each other. We meet regularly for lunch, just
to catch up. She is there for me at the other end of the
phone. She is like a sister to me. She lends me money
if I am short and fags as well. If I feel depressed she
cheers me up. I do the same for her.

Female, age 32

Avoiding direct confrontation by withdrawal appeared
to be a means of reducing negative interaction and main-
taining quality of relationships. 13 (16.5%) of participants
used this strategy, as illustrated in the following quote:

I only have one friend. It is enough for me. Too many
friends means too much gossip, I don’t need that.
Rosie and I don’t do much. I don’t like too much noise
or too much talking. I go to her most days after the day
centre. She lives just up the road. I stay from 4.00 to
10.00 p.m. then I go home, take my tablets and go to
bed. Most of the time she relaxes me, just having cups
of tea and watch the box. There are times when she
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gets anxious and that makes me nervous as well. I can
see it coming because she gets all worked up and red
in the face. I just say my goodbye and keep away. [
can’t say I have bad times with her, I just won’t let it
happen; she is my ideal friend really.

Female, age 52

Impact of illness, handicap and stigma

There was no statistically significant association between
having friends and age at first onset or subsequent duration
of illness, number or length of hospitalisations during the
previous 18 months. Participants without any friends had
poorer clinical functioning than those with friends in terms
of average PANSS positive (mean 16.5 SD = 6.6 vs. 13.1
SD 5.9 p < .002) and negative (mean 18.5 SD = 8.5 vs.
13.0 SD 7.5 p <.001) symptoms, GAF (mean 46.9
SD = 16.9 vs. 59.6 SD = 18.4 p < .001) and SBS score
(mean 15.5 SD = 9.8 vs. 9.2 SD 8.0 p < .001). But they
were also more likely to report feeling stigmatised [60%
(35/58) vs. 39% (31/79) p < .02] and mistrustful of social
encounters [91% (53/58) vs. 52% (41/79), p < .001].
Feelings that were only weakly and not significantly
associated with current mental state. Nearly half of par-
ticipants (48%, 66/137) said that they avoided social con-
tact for fear of rejection on account of their illness.

My friends have moved on, all my uni [university]
friends I no longer have contact. I had contacted them
a few times but they don’t return my calls. They think
I am silly and mad.

Female, age 25

People scare me. I feel they looked at me all the time.
I stay in more because I can’t cope with all the hassle.
I’ve never worked so I won’t know about prejudice in
that sense. I do think that if you are mentally ill
people think you are stupid and bad. I’d rather be
without a leg sometimes.

Male, age 44

No overall association was found between friendship and
medication use or reported side effects, although a number
of individuals reported difficulty socialising because of
drowsiness or fatigue associated with medication.

While a low level of emotional and behavioural com-
mitment to friendship among those without friends would
be expected, it is interesting to note that a third of those with
friends also reported low levels of commitment and 72%
(57/79) said they made little or no efforts to make new
friends. Neither emotional or behavioural commitment
were associated with current clinical state but like perceived
stigma and mistrust appear to reflect much longer standing
social consequences of the illness such as the lack of
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employment and leisure opportunities and bad experiences
of efforts at socialising in the past.

I think people gossip behind your back anyway about
anything that they find strange about you. I believe
my illness has caused social limitations. For instance
I can only go out when there are not many people
about in case they talk about me. I was working in the
civil service when I had my breakdown. Civil ser-
vants are well trained not to be overtly prejudiced. So
I have no way of telling whether stigma existed then.
Female, age 54

Since I have been on medication I have felt better. 1
don’t hear voices no more. I have tried for years to
make some friends because life is lonely. But where
do I get the chance to do that? I can’t get a job, I am
not really very confident in social places. I thought I
go online to have a look but they are full of weirdos!
Female, age 48

I have to say that I am far more comfortable with
people who have had experiences of mental health
problems because you do share something and have
something to talk about. I haven’t really been in
society for many years and I am out of touch with a
lot of things. I can’t hold a conversation with normal
people. I can’t keep up with them. I sooner not
bothered.

Male, age 40

Friendship and intimate sexual relationships

While as noted earlier, the focus of this paper is on non-kin,
non-sexual relationships it is worth noting the close cor-
relation of the two: those involved in sexual relationships
were also more likely to have friends. Only 12 (7 men and
5 women) of the 58 participants without any friends had
been involved in any sexual relationship and of these only
two claimed a currently supportive, confiding and moder-
ately intimate relationship.

Researcher and participant view of the presence
of problems in friendship

The participant’s view of presence of friendship problems
was obtained by questioning whether anything they had
described or any other undisclosed issue was a problem in
their friendship. The researcher’s view regarding the pres-
ence of a problem in this area was defined by the fact that
the participant did not have one single friend or, in the case
where there were friends, there was poor quality of social
interaction rated according to SESS criteria (see above).
There was a significant difference between the views of the
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participant and the researcher as to whether there was a
problem or not (McNemar test 59.7, p < 0.001); the
researcher being up to three times more likely to report a
problem than the participant.

Discussion
Methodological considerations

We have some confidence that this was an almost complete
geographical sample of people with schizophrenia and
schizoaffective disorder in the area chosen for study [13].
Participants were chosen from multiple, cross-referenced
sources including both primary and secondary care, and
only a few declined to be interviewed. Furthermore, the
number of participants was close to that expected from the
best estimates for 1-year prevalence of schizophrenia [13,
25]. There may be under-representation of people who do
not have contact with secondary mental health services and
this group may experience a higher level of sex and rela-
tionship functioning than the sample studied. Whilst the
homeless population was also excluded from this study, it is
small and transient in the local town. The number of people
with schizophrenia in this group is not known as they are
often not in contact with secondary services and not regis-
tered with primary care. The choice of a minimum duration
of illness of not less than 2 years ensures that only people
with well-established diagnosis were included, but has the
drawback of excluding patients with more recent onset.

We excluded partners in intimate relationships in the
definition of ‘friends’, but this had has only a small effect on
the size of friendship network in our sample. We make the
distinction between friendship and intimate relationship
while acknowledging that the former can be part of the
latter. Friendship within an intimate relationship context is
complex and can be influenced by numerous factors such as
sex, financial and family considerations, unlike friendship
in the social sense, which is voluntary and exists primarily
for personal satisfaction and enjoyment, rather than the
fulfilment of a particular task or goal [26].

Quality and size of friendship network

The study supports previous research showing that people
with schizophrenia typically have impoverished social
networks. We found a mean number of 1.57 friends. This is
much smaller in number when compared with the general
population in UK where the mean number for men is 10.6
and 7.4 for women [27]. The population survey covered
1,000 adults and used a self-definition of ‘friendship’.
However, it used a postal questionnaire which may have
overestimated the number of friends compared to our

interview method, but this would be unlikely to explain the
five- to seven-fold differences found. In our study sample,
women have more friends than men. This is often assumed
to be explained by the later onset of illness in women,
allowing more opportunity for psychosocial skills to be
developed though the age of onset or duration of disorder
was not associated with the presence of friendships in our
series. The men in our study do, however, report higher
levels of mistrust, a greater fear of intimacy, and lower
levels of emotional commitment than do the women. Even
for the women in our sample, a fear of intimacy is much
more common than that reported by general population
samples, for example, in a sample of 400 Islington women
(non-depressed, largely working class) only 17% showed
such high levels of fear of intimacy [28].

Despite the fact that nearly 43% of participants were
without friends, those who had them appeared to enjoy a
good level of both emotional and practical support.
Although the ideal support ratings were higher than that of
the support actually received, this discrepancy was mini-
mal. Considering the findings from Nelson et al. [29] it
would appear that those participants who had friends were
happy with the support they received despite the relatively
small size of the friendship network.

Researcher and participant view

The researcher’s rating of the presence of problem was
defined by the lack of friends, or in the case where there
were friends, the degree of difficulties within the context of
social interaction. The participants’ view is a subjective
perception of whether they experience a problem or not.
According to these criteria, over half of participants have a
problem socially, but only one in ten perceived this as a
problem. This finding goes against some studies that
revealed people with serious mental illness ranked issues
such as friendship higher on their list of needs than
addressing specific symptoms [30]. It could be that not
having friends is ‘ego-syntonic’—it fits in with the indi-
vidual’s way of life. As shown in previous research, with-
drawal from interaction with others can be a way of
minimising stress and arousal levels [31]. The choice of not
having friends could be a way of avoiding arousal caused by
tensions and conflict inherent in any relationships. In this
sense not having friends would not be experienced as a
problem by the individual concerned, but an adaptive means
of coping.

Clinical implications

Many rehabilitation programmes include interventions
aimed at encouraging patients to socialise without a deep
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appreciation of what this demands of patients. The majority
of social skills programmes, for example, tackle the prob-
lem of low behavioural commitment but can do little for
people who express very little desire for socialisation. This
study showed that many people with schizophrenia who
have no friends do not perceive this as a problem. As cli-
nicians we need to understand their situation, and explore
the psychological factors that underpin this lack of moti-
vation to have friends.

Previous theoretically sound models had specified that
symptoms impact on social skills, which in turn influenced
the size of social network and perceived social support.
This study showed that there are other variables that need
to be taken into consideration, such as intimacy, trust,
commitment and stigma—and that these may be more
important impediments to relationships than the symptoms
of illness. A greater specificity in the application of psy-
chological intervention is needed to look at these critical
elements, aside from just social skills training. Practical
help may be needed to reduce the barriers caused by the
lack of behavioural commitment. Social inclusion and anti-
discriminatory work is important in helping patients
develop social support towards recovery.

Of the 79 participants with friends, 75 named someone
amongst fellow service users, who they met at hospitals or
day centres. They appreciate their shared experiences and
mutual support. This interaction also motivates participants
to attend day services and socialise with others. It is
therefore important to continue with this service provision
in future planning.

Conclusion

Consistent with previous research, people with schizo-
phrenia have a smaller social network of friends than that
of the general population. However, the quality of these
friendships is generally good and highly valued. There are
psychological factors that impact upon motivation and
skills to form and maintain social relationships, and not
having friends may not be perceived to be a problem by the
individual concerned. Psychosocial intervention pro-
grammes need to take into account these factors. Service
provision needs to take into account the importance of day
centres in the encouragement of a more active social life
for this group of service users.
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