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Purpose: Empathy is the most important communication skill, and patients with schizophrenia in recovery should 
be taught empathy for vocational rehabilitation and social life. The purpose of this study was to investigate factors 
affecting empathy, as well as motivation-pleasure and social anhedonia, in patients with schizophrenia in psychiatric 
rehabilitation. Methods: This study followed a descriptive design using a cross-sectional survey to assess the em-
pathy, social anhedonia, and motivation-pleasure levels of patients with schizophrenia. The participants were 118 
patients with schizophrenia from five mental health rehabilitation centers in South Korea. Results: The results of this 
study show a high correlation among empathy, motivation-pleasure, and social anhedonia. The variables affecting 
empathy were age, motivation-pleasure, and social anhedonia, and the explanatory power of the variables was 
32.6%. Conclusion: The results of this study suggest that improving communication skills and negative symptoms 
will contribute positively to patients’ social lives and vocational rehabilitation. 
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INTRODUCTION

1. Background

The lifetime prevalence of schizophrenia is reported as 
approximately 1% worldwide and 0.4~0.7% in Korea [1]. 
Although occupational rehabilitation is an effective treat-
ment for the recovery of schizophrenia, patient’s employ-
ment rate is considerably low at 18.4% [2]. The main goal 
for the recovery of patients with schizophrenia is often vo-
cational rehabilitation to gain competitive employment [3]. 

Good communication skills and positive interpersonal 
relations have more impact on the employment potential 
of patients with schizophrenia than symptoms of schizo-
phrenia psychopathology [2,4]. These patients struggle 
with understanding others and establishing interpersonal 
relationships due to low empathy, resulting in challenges 
in completing job activities [3,4]. Bonfils and his collea-
gues found that patients with schizophrenia had difficul-

ties in understanding others [5]. Individuals with schizo-
phrenia struggle to process and interpret socioemotional 
information from others, and within themselves, thus they 
often experience poor social adjustment [2]. Many patients 
with schizophrenia participate in social skills training to 
improve social adjustment and communicate efficiently 
[4]. It is thus recommended that they are trained to im-
prove their communication skills at the beginning of their 
vocational rehabilitation. 

In clinical practice, empathy is a critical factor for suc-
cessful recovery, and its assessment can help in the devel-
opment of suitable nursing interventions [6,7]. To improve 
empathic process in patients with schizophrenia, several 
types of interventions such as cognitive-behavioral ther-
apy, empathy training programs, and interpersonal skills 
training are recommended. However, previous studies 
suggest the development of more specific interventions is 
still limited for patients with schizophrenia [5,7]. Therefore, 
promoting empathy should be emphasized in the re-
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habilitation stage to develop and implement interventions 
that also help in treating negative symptoms. 

Psychosocial rehabilitation is an essential factor in the 
standard care of patients with chronic schizophrenia [4], 
where various programs and therapies are combined with 
pharmacological treatment. Antipsychotics alleviate pos-
itive symptoms such as hallucinations and delusions, but 
do not significantly impact negative symptoms such as di-
minished expression and motivation [8]. In particular, ne-
gative symptoms are considered as the fundamental reason 
behind patients with schizophrenia having a low employ-
ment rate as their daily life is affected [9]. Their work life is 
unstable due to a lack of motivation and pleasure, and so-
cial anhedonia [1]. Lack of motivation and pleasure at the 
workplace is an important negative symptom as it in-
dicates low effort or motivation to participate in social and 
occupational activities [10]. In practice, patients can partic-
ipate in rehabilitation activities even if they have negative 
symptoms, where they will experience therapeutic chal-
lenges [4]. Patients with schizophrenia are unable to main-
tain a job for more than six months, due to a lack of motiva-
tion [2]. Thus, the management of this particular symptom 
could contribute to successful long-term employment.

Social anhedonia is a frequently used term for patients 
with or without schizophrenia [11]. Social anhedonia is re-
lated to a lack of social enjoyment and interest, which re-
sults in limited experiences of interpersonal relationships 
or friendships with significant others [12]. It occurs at any 
stage of this disease, either early on or during chronic peri-
ods of the illness, and gets worse when patients do not re-
ceive therapeutic intervention and medical attention [13, 
14]. To achieve successful vocational rehabilitation, social 
anhedonia in patients which may lead to avoidance of so-
cial situations [2,4], should be the focus of improvement. In 
a recent study, anhedonia was identified as an essential fac-
tor contributing to the health-related quality of life of pa-
tients with schizophrenia [15]. Therefore, understanding 
the influence of empathy according to social anhedonia lev-
el will help in the improvement of rehabilitation programs. 
The management of this symptom may be essential for pa-
tients preparing for vocational rehabilitation. Thus, the 
purpose of this study was to investigate factors that asso-
ciate with empathy in patients with schizophrenia in psy-
chiatric rehabilitation. 

METHODS

1. Design

This study was descriptive and cross-sectional in design 

using survey. 

2. Participants

Study participants were patients with schizophrenia se-
lected from five mental health rehabilitation centers lo-
cated in one province of South Korea. A convenience sam-
pling method was used with the eligibility criteria that: (1) 
patients were between 19 and 60 years old; (2) patients un-
derstood the purpose of the study and voluntarily agreed 
to participate ; and (3) patients were diagnosed with schiz-
ophrenia or had a schizoaffective diagnosis based on the 
DSM-5 criteria.

A total of 140 questionnaires were distributed and data 
from 118 participants were analyzed after excluding in-
complete data. This final sample met the required sample 
size for multiple linear regression, 90, with the following 
parameters: 18 independent variables, a power of 0.95, an 
⍺ of 0.05, and an effect size of 0.15 based on sample size cal-
culation with G*Power v. 3.1 (Heinrich Heine University, 
Dusseldorf, Germany). 

3. Ethical Considerations

The institutional review board approved this study of 
Wonkwang university hospital (approval no.: WKUH 2018- 
11-001-001). The researcher explained the study purpose 
to each agency administrator and obtained their permis-
sion. The researcher explained the purpose of this study to 
the patients who met the eligibility criteria, and they were 
informed that participation was voluntary and that they 
could withdraw at any time. After informed consent was 
obtained from each participants, participants responded 
to the questionnaires by themselves. 

4. Measurements

1) Interpersonal Reactivity Index (IRI)
The IRI was developed by Davis [16] and is the most 

widely used self-reported scale for affective empathy [5, 
17]. This scale is used to study psychiatric disorders in pa-
tients with an empathy deficit or disturbance [6]. The IRI 
consists of 28 items rated on a 5-point Likert scale (0~4), 
and total scores range from 0 to 112 with higher scores re-
flecting higher levels of empathy. Criterion-related val-
idity was evaluated by examining correlations between the 
IRI and affective dimension scale (r=.31, p<.05) [6]. The 
Cronbach’s ⍺ in David’s [16] study was .70~.78, .72~.79 in 
Lucas-Molina et al. [17], and .76 in Kang et al. [6], while it 
was .72 in this study.
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2) Motivation and Pleasure Scale-Self-Report (MAP-SR)
The MAP-SR consists of 15 items extracted from the 

CAINS (Clinical Assessment Interview for Negative Symp-
toms) motivation and pleasure subscale [18]. This scale 
evaluates asociality, amotivation, blunted affect, and alogia. 
All items are rated on a 5-point Likert scale (0~4); the total 
scores range from 0 to 60; higher ratings mean more sig-
nificant pathology after all items are reverse scored [10]. 
Criterion-related validity was evaluated by examining cor-
relations between the MAP-SR and BPRS (r=.41, p=.011) 
[9]. Cronbach’s ⍺ was .88 in Engel and Lincoln’s [10] 
study and .90 in this study.

3) Revised Social Anhedonia Scale (RSAS)
 The RSAS is composed of 40 items in a true/false for-

mat measuring schizoid indifference, associability, de-
creased pleasure in the social domain, and indifference 
toward others. The RSAS assesses deficits in the ability to 
experience joy from non- physical stimuli such as other 
people, talking, and exchanging expressions of feelings 
[19]. The total scores range from 0 to 40; higher scores are 
associated with greater degrees of anhedonia. Criterion- 
related validity was evaluated by examining correlations 
between social anhedonia and social relationships (r=-.43, 
p<.001) [15]. The Cronbach’s ⍺ was .86 in the previous 
study [20] and .81 in this study.

5. Data Collection and Analysis

The data were collected from November to December 
2018. The researcher provided sufficient time for ques-
tionnaire completion (approximately 20 minutes). All data 
were analyzed using IBM SPSS Statistics for Windows v. 
24.0 (IBM Corporation, Armonk, NY, USA). The proce-
dure for data analysis was as follows: (1) the general char-
acteristics of the participants were calculated as frequen-
cies and percentages; (2) differences in the general charac-
teristics were examined using independent t-tests and 
one-way analysis of variance with Scheffé test; (3) Pear-
son’s correlation coefficients were examined to explore the 
relationships among empathy, motivation-pleasure, and 
social anhedonia; and (4) hierarchical regression analysis 
was conducted to determine association of empathy.

RESULTS

1. Demographic Characteristics

Surveys from 77 men (65.3%) and 41 women (34.7%) 
were identified. The age groups were 20 to 39 years (24.6 

%), 40 to 49 years (33.9%), and over 50 years (41.5%). The 
highest level of education for most participants was high 
school completion (54.2%). A total of 42 participants lived 
in residential facilities (35.6%), 41 participants lived with 
family (34.8%), and 24 participants lived alone (20.3%). 
Forty participants were employed (33.9) and seventy-eight 
were unemployed (66.1%). In terms of the duration of 
schizophrenia diagnosis, 25 participants were diagnosed 
less than ten years ago (21.1%), 39 participants were diag-
nosed between 11 and 20 years ago (33.1%), and 54 partici-
pants were diagnosed over 21 years ago (45.8%). 

Eighty-four (71.2%) participants participated in a com-
munication program, while 34 participants (28.8%) did not 
take part in the program. Most of the participants (86.4%) 
thought that communication programs are necessary 
and helpful. Thirty-two participants responded that they 
communicate best with their parents (27.1%), followed 
by friends (17.8%), colleagues (14.4%), and doctors (13.6 
%). Twenty-three participants replied that they communi-
cated poorly with colleagues (19.5%), followed by parents 
(18.6%), siblings (17.9%), and doctors (12.7%). Further de-
tails on the patients’ general characteristics are presented 
in Table 1.

2. Levels of and Differences in the IRI, the MAP-SR, and 
the RSAS scores by General Characteristics

 The mean scores for the variables were as follows: IRI, 
59.49±2.12; MAP-SR, 23.49±13.18; and RSAS, 14.35±6.36 
(Table 2). The IRI scores significantly differed by age groups 
(t=5.09, p=.008) and the need for communication inter-
vention (t=2.19, p=.030). The employment group had lower 
MAP-SR scores than the unemployed group (t=-1.99, p= 
.048). Participants who had participated in a communica-
tion program had lower MAP-SR scores than those who 
did not (t=-2.96, p=.004), and participants who needed the 
communication program had lower MAP-SR scores than 
those who did not (t=-4.36, p<.001). For RSAS scores, a 
significant difference was identified in the need for a com-
munication program (t=0.24, p=.011). Further details 
about the variable means and differences according to the 
general characteristics are presented in Table 3.

3. Correlations among IRI, MAP-SR, and RSAS scores

IRI scores significantly and positively correlated with 
MAP-SR scores (r=.48, p<.001), while IRI scores showed 
a significantly negative relationship with RSAS scores 
(r=-.41, p<.001). The MAP-SR scores positively correlated 
with those on the RSAS (r=.50, p<.001; seen in Table 4).
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Table 1. General Characteristics of Participants (N=118)

Characteristics Categories n (%)

Gender Men 
Women

 77 (65.3)
 41 (34.7)

Age (year) 20~39
40~49
50~60

 29 (24.6)
 40 (33.9)
 49 (41.5)

Education Middle school
High school
Over College 

 17 (14.4)
 64 (54.2)
 37 (31.4)

Residential situation Residential facility
Family
Alone 
Friend(s)

 42 (35.6)
 41 (34.8)
 24 (20.3)
11 (9.3)

Employment Employed
Unemployed 

 40 (33.9)
 78 (66.1)

Duration of schizophrenia 
diagnosis (year)

≤10
11~20
≥21

 25 (21.1)
 39 (33.1)
 54 (45.8)

Duration of center use
(year)

≤5
6~10
≥11

 64 (54.2)
 29 (24.6)
 25 (21.2)

Participation in 
communication program? 

Yes
No

 84 (71.2)
 34 (28.8)

Need for a communication 
program?

Necessary
Unnecessary

102 (86.4)
 16 (13.6)

A person who 
communicates well with 
the patient

Parents
Friends
Patient's colleagues
Doctors
Siblings
Nurses
Other

 32 (27.1)
 21 (17.8)
 17 (14.4)
 16 (13.6)
11 (9.3)
10 (8.5)
11 (9.3)

A person having difficulty 
communicating with a 
patient

Patient's colleagues
Parents
Siblings
Doctors
Nurses
Friends
Other

 23 (19.5)
 22 (18.6)
 21 (17.9)
 15 (12.7)
 6 (5.1)
 5 (4.2)

 26 (22.0)

Table 2. Levels of IRI, MAP, and Social Anhedonia (N=118)

Variables M±SD

IRI 59.49±2.12

MAP  23.49±13.18 

Social anhedonia 14.35±6.36

IRI=Interpersonal Reactivity Index; MAP=Motivation and Pleasure Scale.

4. Factors associated with Self-esteem

A hierarchical linear regression analysis was applied 
to identify the variables affecting empathy. The general 
characteristic variables of age, employment, participation 
in communication intervention, and the need for commu-
nication intervention were recoded as dichotomized vari-
ables. Then, the MAP-SR and RSAS variables were entered 
as hierarchical input. To examine autocorrelation, the Dur-
bin-Watson statistic was 2.04, which was close to 2. Fur-
thermore, tolerance ranged from .80 to .98, and the vari-
ance inflation factor ranged from 1.02 to 1.16, that indi-
cated no concern on multicollinearity. 

Age, employment, participation in a communication 
program, and the need for education or the intervention of 
a communication program were included in Model I in the 
hierarchical regression analysis. Age (β=-.28, p=.002) was a 
significant factor of empathy, with an explanatory power 
of 14.6%. Scores on the MAP-SR (β=-.32, p=.001) and the 
RSAS (β=-.21, p=.020) were found to have an explanatory 
power of 18.0% in Model II. The total explanatory power 
of these factors was 32.6%(F=14.80, p<.001). Further de-
tails on the model of empathy are presented in Table 5.

DISCUSSION

This study examined correlations among empathy, mo-
tivation-pleasure, and social anhedonia, and then identi-
fied the significant factors associated with empathy in psy-
chiatric rehabilitation in patients with schizophrenia. This 
study identified that empathy had a positive correlation 
with motivation-pleasure, while it had a negative correla-
tion with social anhedonia. Specific factors associated with 
empathy were age, motivation-pleasure, and social anhe-
donia. 

In this study, participants were mostly able to communi-
cate with their parents, whereas parents perceived that 
they were not unable to communicate with the patient. 
Generally, most studies on schizophrenia communication 
tend to focus on neurocognitive functions or social cogni-
tion [14,21]. In the literature on schizophrenia, very few 
studies have analyzed the impact of specific communica-
tion on the daily life and relationships of real-world func-
tioning patients with schizophrenia [22]. Although 71.2% 
of the participants had experienced communication inter-
ventions, 86.4% of the participants responded to the need 
for a communication intervention in this study. Patients 
using rehabilitation centers may have attended communi-
cation programs since their hospitalization. Nevertheless, 
more than 80% of patients replied that intervention is re-
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Table 3. Analysis of Differences in IRI, MAP, and Social Anhedonia by General Characteristics (N=118)

Variables Categories 
IRI MAP Social anhedonia

M±SD t or F (p) M±SD t or F (p) M±SD  t or F (p)

Gender Men 
Women

59.00±11.11
60.41±7.25

-0.73 (.464) 24.58±13.41
21.44±12.66

1.23 (.219) 14.99±6.32
13.15±6.34

1.50 (.135)

Age (year) 20~39a 

40~49b 
50~60c 

54.66±10.44
61.80±10.81
60.47±7.89

5.09 (.008) 25.66±12.58
22.43±14.13
23.08±12.86

0.54 (.584) 15.97±6.76
14.08±6.18
13.61±6.23

1.30 (.274)

Education Middle school 
High school 
Postschool 

58.94±8.28
58.63±10.01
61.24±10.48

0.84 (.433) 24.94±16.37
25.34±11.92
19.62±13.21

2.38 (.097) 14.29±5.65
15.30±6.59
12.73±6.08

1.93 (.149)

Residential 
situation

Family 
Friend 
Single 
Residential facility 

58.61±12.09
58.27±8.24
60.25±9.17
60.24±8.54

0.28 (.837) 25.02±15.09
22.91±13.38
24.67±12.97
21.48±11.33

0.57 (.632) 15.90±6.15
12.91±6.38
13.04±6.21
13.95±6.56

1.40 (.244)

Employment Yes 
No 

61.13±9.39
58.65±10.15

1.28 (.202) 20.15±12.24
25.21±13.40

-1.99 (.048) 12.95±6.11
15.06±6.41

-1.72 (.088)

Duration of 
schizophrenia 
diagnosis (year)

≤10 
11~20 
≥21 

60.96±12.23
57.51±9.96
60.24±8.62

1.20 (.303) 22.84±12.28
26.72±15.18
21.43±11.76

1.86 (.160) 15.32±7.02
15.36±5.92
13.17±6.28

1.73 (.181)

Duration of center 
use (year)

≤5
6~10 
≥11 

58.55±11.15
61.48±7.93
59.60±8.59

0.87 (.421) 25.33±13.93
21.97±1078
20.56±13.49

1.44 (.240) 14.13±6.15
15.34±6.55
13.76±6.81

0.49 (.609)

Participation in 
communication 
program

Yes 
No 

60.54±9.39
56.91±10.86

1.81 (.072) 21.27±11.99
28.97±14.54

-2.96 (.004) 14.14±6.25
14.85±6.71

-0.54 (.585)

Need for 
communication 
intervention

Necessary 
Unnecessary 

60.27±9.68
54.50±10.35

2.19 (.030) 21.54±12.13
35.94±13.21

-4.36 (＜.001) 13.76±6.39
18.06±4.89

0.24 (.011)

IRI=Interpersonal Reactivity Index; MAP=Motivation and Pleasure Scale.

Table 4. Correlations among IRI, MAP, and Social Anhedonia

Variables
IRI MAP Social anhedonia

r (p) r (p) r (p)

IRI 1

MAP .48 (＜.001) 1

Social anhedonia -.41 (＜.001) .50 (＜.001) 1

IR=Interpersonal Reactivity Index; MAP=Motivation and Pleasure Scale.

quired regardless of the previous experience of the com-
munication program. This result indicates that they would 
benefit from sessions with a mental health professional to 
discuss communication problems. Based on these results, 
it is necessary to conduct further research on these epi-
sodes to develop various scenarios to use for training pur-
poses in communication education programs for patients 
in the dynamics of real-world communication. 

Younger patients had lower IRI scores, which meant 

low empathic capacity. This finding indicates that com-
munication intervention should be initiated early in the 
onset of schizophrenia or for young patients with schizo-
phrenia to improve empathy. Considering early develop-
ment of the brain, a young person’s speech can help pre-
dict the future development of psychosis later in life, sug-
gesting a link between communication and schizophrenia 
[21]. Therefore, communication intervention can be pro-
vided at an earlier stage to prevent social regression. The 
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Table 5. Factors associated with Empathy (N=118)

Variables 
Model I Model II

B β t p B β t p

(Constant) 54.00 20.83 ＜.001 69.68 18.74 ＜.001

Age† (≥40 years) -6.50 -.28 -3.24 .002 -5.08 -.22 -2.79 .006

Employment† (no) 1.32 .06 .71 .474 0.07 ＜.01 0.04 .965

Experienced communication intervention† (no) 4.81 .16 1.81 .072 1.73 .08 0.97 .332

Need for communication intervention† (unnecessary) 4.81 .16 1.87 .064 0.45 .01 0.18 .854

MAP -0.24 -.32 -3.31 .001

Social anhedonia -0.33 -.21 -2.36 .020

R2=.14, Adjusted R2=.11, 
F=4.84, p=.001

R2=.32, ΔR2=(.18), Adjusted R2=.29, 
F=14.80, p＜.001

†Dummy variables had the followed reference group: Age (20~39 years=0); Employment (yes=0); Experienced communication intervention
(yes=0); Need for communication intervention (necessary=0).

IRI scores of subjects who did not express a need for a com-
munication program were significantly low. This group 
composed of less number of people (16 participants). Al-
though they may have participated in communication in-
terventions, these programs did not have a major effect on 
them in the past. It is also possible that these responses 
emerged in this group due to negative symptoms. Empathy 
and negative symptoms can be improved through educa-
tional or training programs [4,7]. 

Mental health professionals should encourage indivi-
duals to participate in various activities. In this study, the 
mean IRI score was 59.49 points lower than those of the 
general population [23]. Still, it was similar to the previous 
study on outpatients with schizophrenia [14]. In a study 
by Chiang et al.[24], the level of empathy in patients with 
schizophrenia was over 64 points, indicating that environ-
mental differences affected levels of empathy in the ward, 
for outpatients, and centers. Since previous studies have 
measured levels of empathy in a specific setting, this re-
searcher recommends that further studies should be con-
ducted with different subjects in various environments us-
ing a cross-sectional method. In general, women have sig-
nificantly higher IRI scores than men in the general pop-
ulation [23]; gender being the important factor [5,17]. How-
ever, there were no gender differences in this study.

In this study, the MAP-SR score of 23.49 reflected great-
er stability than the score of 25.93 among patients with 
acute schizophrenia [10]. However, more significant dif-
ferences were evident when these scores were compared 
with the score of 17.1 in people without schizophrenia 
[25]. Employed subjects had a significantly better MAP-SR 
score than unemployed participants. The MAP-SR score 

was significantly higher in subjects who had taken part in 
a communication program and those who felt that a com-
munication program was necessary. Patients with schizo-
phrenia who had experienced vocational rehabilitation, 
employment, longer work hours per week, and a higher 
income were reported to have better planning, reasoning, 
and problem-solving abilities [3]. Therefore, vocational re-
habilitation can improve not only the symptoms but also 
the intellectual and rational skills of patients with schizo-
phrenia. In this study, the IRI showed higher scores for 
participants who were employed than those who were un-
employed. Communication interventions also correlated 
with more work hours per week and a higher income [3]. 
Pleasure and motivation in one’s daily life and the oppor-
tunity to earn money by completing a task within one’s 
skill set is a uniquely rewarding experience for the effort 
put in to do a challenging task [26]. Employment is a cen-
tral and vital goal for the recovery of patients with schizo-
phrenia [2,3]. Thus, being employed with schizophrenia 
can be regarded as an important index, and the improve-
ment in negative symptoms can contribute to the overall 
quality of life. Although deinstitutionalization rate has in-
creased due to drug development, the employment rate of 
patients with schizophrenia is still low [2]. Mental health 
professionals should actively participate in the resolution 
of this issue, and an employment friendly national policy 
such as a mandatory employment system for the disabled 
should be paralleled together. To this end, nursing inter-
ventions in rehabilitation centers will need to focus on em-
ployment rates. 

In this study, the level of social anhedonia in subjects 
was higher than that in people without schizophrenia [21]. 
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Nonetheless, it was similar to the levels observed in pa-
tients with schizophrenia in previous studies [27]. Besides, 
the social anhedonia scores of the subjects who responded 
to the need for communication education were signifi-
cantly better, which suggests a high level of willingness to 
engage in training that may increase rehabilitation abili-
ties. Improvements in social anhedonia have a positive im-
pact on symptom management because it is relatively in-
dependent of psychotic and depressive symptoms [28]. 
Although social anhedonia is associated with compensa-
tion such as money [26], there was no difference between 
employed patients and unemployed people in this study. 

The positive correlation between empathy and motiva-
tion-pleasure was significantly higher. This finding in-
dicates that empathy can be improved when motivation- 
pleasure symptoms are improved. Additionally, empathy 
showed a significantly negative correlation with social 
anhedonia. Social anhedonia reported a negative associa-
tion with positive concepts [21]. This study supports that 
social anhedonia negatively correlates with the positive 
variables such as the interpersonal pleasure in the pre-
vious research [21]. Motivation-pleasure and social anhe-
donia were negatively correlated, which is consistent with 
a previous study [18]. Although negative symptoms such 
as anhedonia were thought to involve difficulties with 
motivation, more significant negative symptoms were as-
sociated with more effort in decision making in indivi-
duals with schizophrenia [26]. The motivation-pleasure 
and social anhedonia of the patients with chronic schizo-
phrenia could be improved through training [13]. Future 
empathy empowerment programs should include a neg-
ative symptom training program.

Our study findings showed a high correlation between 
empathy, motivation, pleasure, and social anhedonia. The 
variables affecting empathy were age, motivation-pleas-
ure, and social anhedonia with 32.6% of explanatory power. 
This study partially supports that a significant negative as-
sociation between negative symptoms and social function-
ing was reported [5]. Psychiatric rehabilitation involves 
social recovery, which increases the level of functioning 
among patients with schizophrenia [3,5]. Mental health 
practitioners need to consider interventions that improve 
the rehabilitation of patients with schizophrenia in real- 
life scenarios. Communication intervention for patients 
with schizophrenia after their hospital stay and discharge 
could provide more comprehensive and practical guid-
ance. Such a program could promote functional recovery, 
improve negative symptoms, and improve the overall 
quality of life. Thus, rehabilitation centers for schizophre-
nia should work together to establish the continuity of a 

communication intervention.
This study has several limitations. The sample size was 

small and research was limited to just one province in 
South Korea. Therefore, it is difficult to generalize our 
study findings to other groups. In addition, this study 
focused only on patients who have been in mental health 
rehabilitation centers. Thus, we suggest that further stud-
ies should focus on a more diverse range of clients, such as 
the patients’ colleagues, friends, and family members. 

CONCLUSION

Our study showed that age, employment, communica-
tion intervention and the need for communication inter-
vention were factors that affected empathy in patients with 
schizophrenia in psychiatric rehabilitation. Empathy was 
related to motivation, pleasure, and social anhedonia. Al-
though many mental health professionals may believe that 
they are providing various programs to patients with schi-
zophrenia, more than 80% of patients in this study expres-
sed a need to participate in a communication intervention 
program. It is necessary to develop proper communication 
programs and consider their need for timely educational 
training to maintain their employment capability for reha-
bilitation. 
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