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Abstract

Background and Objectives: Bipolar Affective Disorder (BPAD) is a complex, episodic and heterogeneous condition leading to
impairment of Quality of life (Qol). The current study was undertaken with the aim to assess the Quality of Life of patients with Bipolar
Affective Disorder, compare it with general population and to examine the correlation of socio-demographic and clinical variables with the
Quality of Life.

Methodology: This was a cross-sectional case-control study. Hundred consecutive patients diagnosed to have BPAD as per ICD-10
currently euthymic who fulfilled the inclusion and exclusion criteria and gave informed consent were included for the study. Fifty healthy
controls were selected from the general population after clinical interview. Subjects were administered YMRS and HAM-D followed by
assessment of QoL using WHOQOL-BREF (World Health Organization Quality of Life —Brief version). The data was analysed using
SPSS package version 15.0.

Results: Comparison of the four domain scores of WHOQOL-BREF showed that BPAD patients Qol was significantly impaired than the
healthy controls (Physical health, p<0.0001; Psychological, p<0.0001; Social relationships, p<0.0003 and Environmental, p<0.0004). In
comparison to healthy controls, the overall perception of QoL (Q1) and overall perception of health (Q2) was significantly lower in the
BPAD patients (Q1, p =0.003 and Q2, p<0.001). Socio-demographic variables like marital status, type of family, educational status and
place of residence had a significant impact on the QoL. Among the clinical variables assessed, early age of onset, number of depressive
episodes, HAM-D scores, number of previous hospitalizations and suicidal attempts had a significant negative correlation with QoL. The
time elapsed since the last episode had a significant positive correlation with the QoL indicating that longer euthymic period was associated
with better QoL.

Conclusion: The emerging body of research has shown that the BPAD has a negative effect on the QoL even during periods of euthymia

and remission. A number of socio-demographic and clinical variables have a bearing on the QoL of patients with BPAD.
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Introduction

The term Quality of Life (QoL) has become an important
construct for all clinicians who are concerned about
measuring functional recovery of patients. QoL is a broad
ranging concept affected in a complex way by the person's
physical health, psychological state, personal beliefs, social
relationships and their relationship to salient features of
their environment. According to the definition proposed by
WHO “Quality of Life is an individual's perception of their
position in life in the context of the culture and value
systems in which they live and in relation to their goals,
expectations, standards and concerns”.! It has been
suggested that psychiatric disorders are associated with
greater impairment in QoL than medical disorders and that
there is a distinct pattern of impairment associated with
various mental disorders.

The episodic nature of Bipolar Affective Disorder
(BPAD) with its many remissions and symptom rich periods
of exacerbation, can affect an individual’s physical,
emotional, social and functional well-being and significantly
impact their overall quality of life.? A person suffering from
BPAD, apart from facing the symptoms and complications
of the illness and the resulting psychosocial impairments
also has to contend with stigma and discrimination due to
the illness. Due to these reasons many clinicians are

increasingly concerned about the QoL of patients with
BPAD beyond mere abatement of symptoms. BPAD is
responsible for the loss of more disability-adjusted life years
than all forms of cancer or major neurologic conditions such
as epilepsy and Alzheimer disease, primarily because of its
early onset and chronicity across the life span.®

A gamut of demographic and clinical variables can
influence QoL in patients with BPAD. Gutie”rrez-Rojas L et
al examined quality of life in BPAD and found that
increasing age was significantly associated with lower
QoL.* Sierra P et al analysed demographic variables of
patients with BPAD and found no difference in QoL with
respect to marital status, sex, or employment situation.?
Earlier studies found women scoring lower on the quality-
of-life subscales.*> While Kebede D et al demonstrated that
male sex, rural residence and being married were associated
with better functional outcome.® Research has shown that
patients with bipolar disorder experience loss of
productivity, loss of income due to few paid working hours
and unemployment due to morbidity.”® Romans and
McPherson found that BPAD patients have impoverished
social relationships and increased rates of marital failure.®
All these demographic factors greatly impact the QoL of
patients with BPAD.
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Several clinical variables have been associated with
poor functional outcome, such as comorbid substance abuse,
the side-effects of medication, prior history of psychotic
symptoms, low premorbid functioning, persistent
subsyndromal fluctuations, the number of prior episodes,
prior admissions, younger age of onset and persistent
cognitive dysfunction.[*! Another study found low QoL was
associated with the length of illness, the presence of
depressive symptoms, nicotine dependence and the lack of
social support.*

Quality of life studies in BPAD patients have so far
documented the areas of reduced life satisfaction and
functioning, but few have studied the factors that affect
QoL. Thus, assessment of QoL in BPAD patients and the
study of the predictors of the QoL will help to enrich the
understanding of patient’s progress and guide the
management regimens to achieve complete wellbeing.
Therefore, this study was undertaken with the aim to assess
the Quality of Life of patients with BPAD, compare it with
general population and to examine the correlation of socio-
demographic and clinical variables with the Quality of Life.

Methodology

This was a cross-sectional case-control hospital-based
descriptive study. Ethical clearance was obtained from the
Institutional ethics committee. One hundred consecutive
patients diagnosed as having BPAD as per International
Classification of Diseases-10 (ICD-10) criteria in remission
and in the age group of 18-65 years of either sex were
included in the study after obtaining informed consent and
applying inclusion and exclusion criteria. For the purpose of
the study, remission was defined as absence or minimal
symptoms of both mania and depression for at least 1 week.
(As defined in study by Hirschfeld RM et al.'* This
operational definition was measured as YMRS and HAM-D
scores of <7. Fifty healthy controls were selected from the
general population after a clinical interview. The cases and
controls included in the study were interviewed and the
socio-demographic variables were recorded in the semi-
structured proforma designed for the study. Patients were
first administered the Young Mania Rating Scale (YMRS)
followed by Hamilton Depression Rating Scale (HAM-D
17) and Quality of Life was assessed using World Health
Organisation Quality of Life Assessment-Brief (WHOQOL-
BREF) which was administered in the end of the interview.
All the instruments were administered in a single session of
one to one and half hour’s duration.

Analysis of data

Data was tabulated and coded. Data was analysed using
SPSS package version 15.0. The data was expressed using
mean, median and standard deviation for continuous
variables and frequency and percentages for categorical
variables. Comparison of mean values between groups was
done using Independent Sample t test. Relationship between
continuous variables was studied using Pearson’s
correlation coefficient. Association between categorical
variables was established by Chi square test /Fishers t test

and p <0.05 was considered as significant and p < 0.005 was
considered as highly significant.

Results

Majority of the study population were aged between 18 to
48 years (87%), most of them were from the rural areas
(78%) and 75% of the patients were married and most of
them were educated up to 10th standard (62%). Patients
mainly hailed from joint families (67%) and belonged to
class 111 (54%) and class 1V (35%) socio-economic status
(Modified B.G. Prasad classification). There was no
significant difference between the age, gender distribution,
marital status and socio-economic status between the cases
and controls. However, there was a statistically significant
difference in the education levels, occupational status and
place of residence between the two groups. It was found that
the controls had better educational qualification, majority of
them were employed and hailed from urban areas and lived
in nuclear families. (Table 1)

In comparison to healthy controls, the overall
perception of QoL (Q1) and overall perception of health
(Q2) was significantly lower in the BPAD patients (Q1, p
=0.003 and Q2, p<0.001). (Table 2 & 3) Comparison of the
four domain scores of WHOQOL-BREF showed that BPAD
patients QoL was significantly impaired than the healthy
controls  (Physical health, p<0.0001; Psychological,
p<0.0001; Social relationships, p<0.0003 and
Environmental, p<0.0004). (Table 4)

On analysis of the impact of socio-demographic factors
on the QoL we found that marital status, type of family,
educational status and place of residence had a significant
impact on the QoL. It was found that being married had a
positive impact on QoL in the psychological and social
relationships domain of WHOQOL-BREF. Living in a joint
family led to a significantly higher scores in the social
relations and environmental domains. Higher educational
status had a significant positive correlation with QoL in the
social relationship domain. Rural residence had a negative
impact on the psychological and social relationships domain
of the WHOQOL-BREF. Other socio-demographic
variables such as age, gender and occupational status did not
have a significant effect on QoL. (Table 5 & 6)

Among the clinical variables assessed, number of
depressive episodes had a highly significant correlation with
physical health, psychological and environmental domain of
the QoL indicating that number of past depressive episodes
was a strong determinant of QoL. It was found that early
onset of illness (before the age of 18years) was associated
with more impaired QoL in the psychological domain.
Number of hospitalizations had a highly significant
statistical relationship to the psychological domain
indicating that a greater number of hospital admissions had
a negative impact on the QoL. Suicide attempts was found
to have a significant correlation to the physical health,
psychological and social relationships domain of QoL. The
study found that longer duration of time elapsed since the
last episode led to better QoL in the domains of physical
health, psychological and social relationships. (Table 7 & 8)
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Table 1: Socio-demographic Profile (N=150)

Socio-demographic Cases (n%) Controls (n%) p Value
Variable (n =100) (n=50) (Test)

Age group
18- 28 39 (39) 17 (34)
29-38 26 (26) 13 (26)
39-48 22 (22) 8 (16) p =0.496
49-58 9 (9) 12 (24) (Independent Samples Test)
58-65 4 (4) 0 (0)
Total 100 (100) 50 (100)
MEAN AGE + SD 34.89 +11.0 36.26 + 11.0
Gender
Male 54 (54) 26 (52) p =0.863
Female 46 (46) 24 (48) (Fisher's Exact Test)
Total 100 50 (100)
Marital Status
Married 75 (75) 32 (64)
Unmarried 24 (24) 18 (36) p=0.249
Divorced 1(1) 0(0) (Chi-Square Test)
Total 100 (100) 50 (100)
Educational Status
Illiterate 7(7) 7(14)
Primary school 9(9) 8 (16) p =0.007*
Up to 10" std 62 (62) 16 (32) (Chi-Square Test)
Degree 22 (22) 19 (38)
Total 100 50 (100)
Family Type
Joint 67 (67) 24 (48) p =0.055
Nuclear 33 (33) 26 (52) (Fisher's Exact Test)
Total 100 (100) 50 (100)
Occupation
Student 9(9) 3(6)
Unskilled 5 (5) 5 (10)
Semiskilled 8 (8) 15 (30) p=0.001**
Skilled 8(8) 9 (18) (Chi-Square Test)
Business 20 (20) 4 (8)
Unemployed 50 (50) 14 (28)
Total 100 (100) 50 (100)
Residence
Rural 78 (78) 23 (46) p <0.001**
Urban 22 (22) 27 (54) (Fisher's Exact Test)
Total 100 (100) 50 (100)
SES
Class | 2(2) 1(2)
Class Il 6 (6) 6 (12)
Class 111 54 (54) 21 (42) p =0.759
Class IV 35 (35) 15 (30) (Chi-Square Test)
Class V 3(3) 2(4)
Total 100 (100) 50 (100)
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Table 2: Overall perception of Quality of Life (N=150) (Q-1)

Q-1 Scores Cases Controls p Value
(n=100) (n=50) (Test)
Very Poor (1) 5 (5%) 0 (0%)
Poor (2) 9 (9%) 0 (0%)
Neither Poor nor Good (3) 47 (47%) 19 (38%)
Good (4) 39 (39%) 28 (56%) 0.003**
Very Good (5) 0 (0%) 3 (6%) (Chi-Square Test)
Mean score (+ SD) 3.20 (£ 0.794) 3.68 (+ 0.581)

Table 3: Overall perception of health (N=150) (Q-2)

Q-2 Scores Cases Controls p Value
(n=100) (n=50) (Test)
Very Dissatisfied (1) 0 (0%) 0 (0%)
Dissatisfied (2) 21 (21%) 1 (2%)
Neither satisfied nor dissatisfied (3) 33 (33%) 9 (18%)
Satisfied (4) 46 (46%) 36 (72%) <0.001%*
Very satisfied (5) 0 (0%) 4 (8%) (Chi-Sduare Test)
Mean score (+ SD) 3.25 (+ 0.782) 3.86 (+ 0.571)

Table 4: Comparison of the four whogol domains (N=150)

Domains Mean Scores +SD Transformed Mean scores +SD | Transformed p Value
Cases (n=100) Scores Controls Scores
(0-100) (n=50) (0-100)
Domain 1 23.17 (£ 4.18) 56 29.10 (+ 2.90) 81 <0.0001**
Physical health
Domain 2 19.01 (+ 3.38) 56 22.44 (£ 2.24) 69 <0.0001**
Psychological
Domain 3 9.31 (x2.23) 50 10.50 (+ 1.61) 69 <0.0003**
Social relations
Domain 4 26.78 (+ 3.70) 63 28.94 (£ 3.29) 69 <0.0004**
Environmental
Table 5: Comparison of QoL Domains with Demographic variables
Demographic Variables DOMAIN 1 DOMAIN 2 DOMAIN 3 DOMAIN 4
(N) Physical Psychological Social Environmental
health Mean Scores + relations Mean Scores +
Mean Scores £ SD Mean Scores SD
SD +SD
Cases (n=54) 23.17 (+4.39) | 18.67 (x3.52) 9.17 (£ 2.47) 26.93 (+ 3.80)
Male Controls (n=26) 29.62 (+2.74) | 22.23(x2.48) | 10.50 (£ 1.77) | 29.77 (+ 3.26)
(N=80) p value <0.001** <0.001** 0.016* 0.002**
Cases (n=46) 23.17 (+4.34) | 19.41(+x3.18) 9.48 (+ 1.92) 26.61 (+ 3.61)
Female Controls (n=24) 28.54 (+3.02) | 22.67(x1.97) | 1050 (£1.47) | 28.04 (+3.21)
(N=70) p value <0.001** <0.001** 0.017* 0.096
Cases (n=75) 23.44 (£ 4.10) | 19.47 (£ 3.27) 9.65 (+ 1.96) 27.19 (£ 3.43)
Married Controls (n=32) 28.27 (+2.86) | 22.38(+2.48) | 10.59(+1.43) | 28.59 (+3.21)
(N=107) p value <0.001** <0.001** 0.047* 0.046*
Cases (n=25) 22.79 (£3.90) | 17.92 (x3.14) 8.29 (£ 2.72) 25.71 (+ 4.26)
Unmarried Controls (n=18) 29.78 (+2.92) | 2256 (x1.76) | 10.33(£1.94) | 29.56 (+ 3.45)
(N=43) p value <0.001** <0.001** 0.007* 0.003**
Cases (n=50) 23.02 (+4.43) | 19.50 (+3.17) 9.62 (+2.14) 26.62 (+ 3.24)
Unemployed Controls (n=14) 28.21 (+3.04) | 22.29(+x1.81) | 10.71(£1.63) | 28.36 (+ 3.56)
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(N=64) p value <0.001** <0.001** 0.08 0.08
Cases (n=22) 23.60 (¥4.21) | 19.37 (+3.15) | 9.63(x2.10) | 27.08 (+3.36)
Urban Controls (n=27) 27.78 (£3.23) | 21.65(x2.10) | 10.39 (x1.50) | 27.52 (+ 3.20)
(N=49) p value <0.001** <0.001** 0.108 0.575
Cases (n=78) 21.64 (£3.78) | 17.73(¥3.90) | 8.18(£2.36) | 25.73 (+4.63)
Rural Controls (n=23) 30.22 (¥2.04) | 23.11(x2.17) | 10.59 (x1.73) | 30.15 (+ 2.91)
(N=101) p value <0.001** <0.001** <0.001** <0.001**
Cases (n=33) 22.06 (+4.69) | 1855(+3.78) | 8.42(+2.29) | 2555 (+3.03)
Nuclear Family Controls (n=26) 30.04 (£2.05) | 23.21(x2.41) | 10.75(x1.67) | 29.79 (x4.17)
(N=59) p value <0.001** <0.001** <0.001** <0.001**
Cases (n=67) 23.72(£3.82) | 19.24(¥3.16) | 9.75(x2.08) | 27.39 (+ 3.30)
Joint Family Controls (n=24) 28.23 (¥3.31) | 21.73(x2.12) | 10.27 (x1.56) | 28.15 (+ 3.39)
(N=91) p value <0.001** <0.001** 0.250 0.322
(N=150)

Table 6: Correlation of Socio-demographic profile of Cases with QoL Domains (N= 100) (Pearson Correlation)

Demographic variables Domain 1 Domain 2 Domain 3 Domain 4
(Physical health) (Psychological) (Social relationships) | (Environmental)

Age r=0.140 r=0.022 r=0.121 r=0.019

p=0.166 p=0.705 p=0.179 p=0.134

Gender r=0.001 r=0.111 r=0.070 r=0.043

p=0.993 p=0.273 p=0.489 p=0.671

Occupation r=0.036 r=0.146 r=0.140 r=0.043
p=0.722 p=0.148 p=0.166 p=0.668

Marital status r=0.164 r=0.273 r=0.140 r=0.208
p=0.103 p=0.008* p=0.037* p=0.042*

Residence r=0.196 r=0.203 r=0.270 r=0.152
p=0.051 p=0.043* p=0.007* p=0.131

Family type r=0.187 r=0.097 r=0.280 r=0.235
p=0.062 p=0.842 p=0.005* p=0.018*

Education r=0.121 r=0.027 r=0.107 r=0.227
p=0.229 p=0.78 p=0.290 p=0.023*

Table 7: Correlation of clinical variables with QoL Domains (N=100) (Pearson Correlation)
Clinical variables Domain 1 Domain 2 Domain 3 Domain 4
(Physical health) (Psychological) (Social relationships) (Environmental)

Duration of illness r=-0.148 r=-0.157 r=-0.043 r=- 0.157

p=0.141 p=0.118 p=0.674 p=0.119

Time elapsed since last r=0.30 r=0.202 r=0.388 r=0.250
episode p=0.002** p=0.044* p=0.001** p=0.012

No. of depressive r=-0.311 r=-0.376 r=-0.75 r=-0.355
episodes p=0.002** P<0.001** p=0.457 p=0.001**

No. of manic episodes r=-0.146 r=-0.121 r=-0.143 r=-0.014

p=0.147 p=0.231 p=0.155 p=0.883

No. of mixed episodes r=0.15 r=0.143 r=0.214 r=-0.082

p=0.884 p=0.155 p=0.052 p=0.419

No. of hypomanic r=-0.135 r=0.029 r=-0.57 r=-0.103

episode p=0.180 p=0.774 p=0.575 p=0.308

No. of admissions r=-0.232 r=-0.283 r=-0.99 r=-0.244
p=0.020* p=0.004** p=0.329 p=0.025*
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Table 8: Comparison of QoL Domains with cinical variables (N=100)

Clinical Variables Domain 1 Domain 2 Domain 3 Domain 4
Physical Psychological Social Environmental
health Mean Scores + relations Mean Scores +
Mean Scores + SD Mean Scores SD
SD +SD
Early Onset (n=30) 22.27 (+3.08) | 18.10 (+2.63) 8.80 (+2.31) 27.37 (+ 3.67)
Age at onset of Late Onset (n=70) 23.56 (+ 4.53) | 19.40 (x 3.60) 9.53 (+2.17) 25.40 (+ 3.43)
BPAD p value 0.103 0.047* 0.136 0.014*
Psychosis Present (n=32) | 22.61 (+3.92) | 18.27 (£ 3.74) 8.88 (£ 2.28) 25.88 (+ 4.35)
Past Psychotic | Psychosis Absent (n=67) | 23.45 (+x4.30) | 19.37 (£ 3.15) 9.52 (£ 2.19) 27.22 (+ 4.35)
Episode p value 0.347 0.126 0.176 0.087
Suicide Attempt (n=19) | 20.95(+3.90) | 16.53 (£ 3.16) 8.00 (+ 2.53) 25.05 (+ 4.51)
Past Suicide No Attempt (n=81) 23.69 (+4.09) | 19.59 (+3.17) 9.62 (+ 2.05) 27.19 (+ 3.38)
Attempt p value 0.009* 0.001** 0.004** 0.023
Present (n=57) 23.54 (+4.82) | 19.46 (+3.70)) | 9.19 (+ 2.46) 27.46 (+ 3.94)
Drug Absent (n=43) 22.67 (+4.13) | 18.42 (+2.82) 9.47 (+ 1.89) 25.88 (+ 3.17)
Compliance p value 0.278 0.129 0.549 0.035*
Family H/O Present (n=21) 22.71 (£3.27) | 17.71 (+3.03) 8.00 (+ 2.30) 25.14 (+ 3.86)
Psychiatric Absent (n=79) 23.29 (+ 4.40) | 19.35 (+ 3.40) 9.66 (+ 2.09) 27.22 (+ 3.55)
IlIiness p value 0.577 0.048* 0.002** 0.022*
and studies by Michalak et al**'* have demonstrated that
Discussion even residual depressive symptoms can be strongly

The Quality of Life of cases with BPAD (n=100) and
healthy controls (n=50) was assessed using the WHOQOL-
BREF questionnaire which consists of two items from the
overall QoL and general health and 24 items of satisfaction
that are divided into four domains: Physical health with 7
items, Psychological health with 6 items, Social
relationships with 3 items and Environmental health with 8
items.

Overall Perception of QoL: (Table 2)

The overall perception of QoL was assessed in the
WHOQOL-BREF by the ‘benchmark’ item on overall QoL
(Q-1). Our study found that the overall perception of QoL
was significantly lower in the cases as compared to that of
the healthy controls (Q-1, p =0.003). Similar results have
been reported by various studies done on QoL in BPAD by
Sierra P et al,? Gutie'rrez-Rojas L et al* and Arnold LM*? et
al. Among the cases, most of them (47%) reported that they
perceived their overall quality of life was neither poor nor
good, followed by 39% of them who perceived quality of
life to be good. This perhaps may be the indicator of a
positive impact of remission on the quality of their lives. It
can also be noted that self-reports of QoL by bipolar
patients are likely to be influenced by ‘mood bias’ or
cognitive distortions regarding self-concept and functioning.
Studying remitted or euthymic bipolar patients (as in the
present study) can reduce this bias. For these patients, the
euthymic state offers a chance to reintegrate into society and
a healthy lifestyle. The instrument in general uses a cut-off
period of past four weeks to assess the overall quality of life
and our euthymic patient population benefited from this
criterion. However, euthymic patients are not necessarily
asymptomatic as many have mild sub-syndromal symptoms,

associated with impaired QoL. Not surprisingly in our study
about 9% and 5% of the patient population reported poor
and very poor overall quality of life even in periods of
remission. Some limitation arises while comparing
“subjective” self-report of patients/controls perception of
their overall QoL with an instrument like WHOQOL-BREF.
The WHOQOL is based on a purely subjective evaluation,
to assess the perceived quality of life, and in this way differs
from many other instruments and it approaches the quality
of life as a multidimensional concept. So other dimensions
apart from the health status also plays an important role in
the overall quality of life and this explains why in our study
about 38% of healthy controls rated their overall perception
of QoL as neither poor nor good.

Overall perception of health: (Table 3)

Question 2 of the WHOQOL-BREF scale provides another
independent general facet of the subject’s overall perception
of health. The overall perception of health was significantly
lower in the cases as compared to that of the controls (Q-2,
p<0.001). Substantial number of cases rated their overall
health as neither satisfied or dissatisfied (33%) where as
80% of the controls were satisfied with their overall health.
BPAD is potentially devastating and it encompasses the
subsisted experience of responding to symptoms and their
accompanying disability, this probably explains the overall
dissatisfaction of BPAD patients while perceiving their
general health. Measures of QoL, by contrast, are consonant
with a bio-psychosocial approach to BPAD, in that they
prioritize patient agency, context, meaning-making, and
lived experience. Though we measured the QoL of patients
in periods of remission the negative effect of the illness was
evident. Our study coincides with earlier studies by Sierra P
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et al?> and Kebede et al® suggesting that bipolar patients
experience lower functioning and well-being even in the
stable phase of the disorder.

Comparison of the four WHOQOL Domains: (Table 4)
Means of raw scores were generated for the WHOQOL-
BREF by organizing the items into facets representing the 4
domains covered by the questionnaire (physical health,
psychological, social relationships and environmental). In
our study, the QoL of cases with BPAD was significantly
lower than in the healthy controls in all the four domains of
the WHOQOL-BREF scale. Comparison of the transformed
scores of the four domains shows that cases had better
scores in the environmental domain (t score 63) followed by
physical health and psychological domains (t score of 56
each) and worse score in social relations (t score 50). These
findings correspond to the findings of studies by IsHakk et
al,*® Sierra P et al,? Gutie"rrez-Rojas L et al*and Arnold LM
et al*2 who have reported that QoL is to a marked extent
lower in patients with BPAD as compared to the general
population.

1. Domain 1 (Physical Health):

It is not surprising that physical well-being of the BPAD
cases was significantly lower than in healthy controls (p
<0.0001) since this domain includes questions related to 7
different components which are physical pain, energy, sleep,
ability for Activities of Daily Living (ADL),
mobility/activity, dependence on medication and work
capacity. Compared to controls, majority of the cases in
remission still had problems with physical pain, energy
levels and need for treatment.  Subsyndromal
psychopathology, need for maintenance treatment and
reduced energy are all hallmark of BPAD, during various
stages of the illness. According to a study by Sofia Brissos
et al 128 using the same instrument (WHOQOL-BREF) it
was noted that BPAD patients reported worse QoL,
especially in the physical and environmental domains.

2. Domain 2 (Psychological):

This domain consists of 6 different components which are
concentration in work, enjoying life, finding life
meaningful, body image, satisfaction with self and negative
feelings such as blue mood, anxiety, depression. Lower
scores of cases with BPAD on this domain (t score 56)
suggest more extensive problems with self-esteem, body
image and cognition. Student t test indicates highly
significant p value (p <0.0001) in this domain between the
two groups. Several other studies have compared Health
Related QoL in patients with BPAD with that of patients
with other psychiatric conditions. For example, the
NEMESIS study conducted in the Netherlands compared
SF-36 scores in 136 adults with DSM-I1I-R lifetime BPAD
with that observed in a variety of other psychiatric
disorders. Participants with BPAD showed significantly
more impairment in most SF-36 domains compared with
other NEMESIS subjects. For example, in the domain of
mental health, participants with BPAD type | experienced

significantly lower scores (62.3) than people with other
mood (75.2), anxiety (74.0), substance use (80.2) or no
psychiatric disorders (85.8).17 Other research has compared
QoL in patients with schizophrenia with that observed in
patients with BPAD. For example, Chand and colleagues in
India measured QoL via the Quality of Life Enjoyment and
Satisfaction Questionnaire (Q-LES-Q) and the WHOQOL-
BREF in patients with BPAD who were in remission and
stabilized on lithium prophylaxis, patients with
schizophrenia and healthy controls.®® The bipolar group
reported significantly better QoL than the schizophrenia
group in general well-being, physical health and
psychological health on the WHOQOL-BREF.

3. Domain 3 (Social Relationships):

This domain consists of 3 different components which
assess the quality of interpersonal relationships other than
the family, social support and sexual activity. In this
domain, cases with BPAD had the lowest scores (t score
50). This trend seems consistent with the stigmatization of
the disorder in society. Social isolation due to the stigma
might generally have a dramatic impact on the social
domain. Furthermore, social isolation in BPAD may to
some extent be seen both as a source and as a consequence
of disability associated with these disorders. A highly
significant statistical difference was found on comparison of
the scores of cases and controls in this domain (p <0.0003).
Several studies have now assessed QoL in inter-episode
patients with BPAD. For example, a Canadian research
group generated a series of interrelated reports on QoL in
euthymic patients with BPAD. Cooke and colleagues®®
examined levels of HRQOL using the MOS SF-20, a short
version of the SF-36. Analysis of SF-20 scores by type of
BPAD showed that patients with BPAD type Il reported
significantly poorer HRQOL than BPAD type | in the areas
of social functioning and mental health. The finding of more
dysfunction in social area as compared to other areas is
similar to that reported by Kumar et al.?° Indian studies have
shown poor functioning in social relationship in BPAD
patients probably because of greater stigma of mental
ilinesses in India and the prejudices may be affecting
patients' chances of functioning in the social area.

4. Domain 4 (Environmental):

It consists of 8 components which are security, physical
environment, financial support, accessibility of information,
leisure activity, home environment, health care and
transport. In our study; cases overall environmental domain
score was the best (t score 63) when compared to healthy
controls (t score 69). It is noteworthy in this context that the
WHOQOL-BREF scores within the environmental domain
did not seem to adequately discriminate, possibly due to the
widespread lack of financial resources and related
environmental opportunities in India, similar to the
restricted conditions in other developing countries.
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Comparison & correlation of QoL domains with
demographic variables: (Table 5 & 6)

Our study did not find any correlation between age of the
patients and the QoL domain scores. Several authors have
reported that physical component scores worsened with age
and was attributed to medical comorbidities and
concomitant substance use.?*?2 But these results have to be
interpreted in the light that majority of the patients in our
study, belonged to the age groups of 18 to 38yrs and elderly
patients were poorly represented in the study sample. The
study did not find any significant correlation of gender with
the QoL domain scores. Similar findings were reported by
Sierra P et al> who found no significant relationship of
gender with QoL in BPAD patients. However, Gutie'rrez-
Rojas L et al* showed that female sex was significantly
associated with worse mental QoL and Kebede et al® found
male sex was associated with better functional outcome. A
comparison of the QoL domain scores of male patients with
male controls and female patients with female controls was
also done. It was found that the QoL scores had a highly
significant difference in all the domains for male subjects.
Among the females a highly significant difference was
found in the QoL scores of the first 3 domains (i.e. physical
health, psychological and social relationships). Though
female cases scored lower than controls in the domain 4
(environmental domain) a statistically significant difference
was not found in the QoL scores, indicating that female
subjects maybe less satisfied with financial resources,
recreation and leisure, home environment and physical
safety which results in reduced satisfaction in these aspects
among both the female patients and the controls. Thus in our
study though gender did not have statistically significant
correlation with the QoL domains, we found that female
subjects (cases and controls) had poorer scores in the
environmental domain which could partly be explained by
the male dominated culture of our country wherein the
female population mostly do not have financial
independence and have less opportunity for optimum living
which reflects in their perception of the QoL. The quality of
life of married cases and controls was compared, similarly
QoL of unmarried cases and controls were compared. It was
found that both married and unmarried cases had
significantly poorer quality of life in all the WHOQOL
domains as compared to the married and unmarried controls
respectively. This demonstrates that both married and
unmarried cases have a much lower QoL than that of the
general population. However, on corelating the various
domains of QoL of married cases with unmarried cases, our
study found that there was a statistically significant
difference between married and unmarried patients in the
psychological (p=0.008), social relationships (p=0.037) and
environmental domains (p= 0.042) of QoL indicating that
marriage had a positive impact on the QoL. Married patients
reported that they felt life is more meaningful and
enjoyable, they had lesser negative feelings, were more
satisfied with personal relationships and sexual activity and
further expressed a sense of safety and security. This finding
corresponds to the reports of Kebede D et al® who found

being married is associated with a better QoL. The authors
proposed that marriage relationships may signify increased
familial and social support enhancing better follow-up and
treatment compliance leading to better outcome. However,
Gutie“rrez-Rojas L et al* found that among female patients
those currently married showed worse physical QoL than
those non married. The authors interpreted this as an effect
of the family burden on the physical health in married
women. In our study no significant difference was found in
the physical domain scores, this could be because in the
WHOQOL-BREF social relations domain had highest
content validity whereas physical domain had low content
validity.? Our study found a significant correlation between
educational status and the environmental domain of QoL
(p= 0.023) indicating that cases with higher education had a
better QoL as compared those with lower educational status
but no significant correlation was found in the physical,
psychological and social relationships domains. These
findings are partly concurrent with the findings of Sofia
Brissos et al. who reported that educational level correlated
positively with all the WHOQOL-BREF domains,
indicating that BPAD patients with higher educational level
report a better global QoL.* Low QoL in the environmental
domain among the lesser educated cases can be explained as
lower educational status may result in reduced opportunities
to earn well, financial problems in turn lead to poor housing
and lesser opportunities for leisure leading to lower
perception of QoL in the environmental domain. Patients
with BPAD experienced significantly lower QoL in all the
domains as compared to controls when living in a nuclear
family (p=0.000). Among the subjects living in a joint
family setting there was a significant difference in the QoL
in the physical health and psychological domains of QoL
(p<0.001), but no significant difference in the social
relationships  (p=0.250) and environmental domains
(p=0.322). The lack of statistically significant differences in
the scores of social and environmental domains between
patients and controls may be because, in the WHOQOL-
BREF used for measuring QoL in our study, the
environment domain does not contribute strongly as a
component in the QoL measurement. Other validation
studies have also shown that the ability of the WHOQOL to
distinguish between and across populations is mainly
observed in the physical health and psychological health
domains rather than in the environment and social
relationships domains.?4?1 On corelating the QoL of cases
living in nuclear families with that of the cases in joint
families, a statistically significant difference was found in
the domain 3 (social relations) and domain 4
(environmental) indicating that QoL is better for cases
hailing from a joint family as compared to those hailing
from a nuclear family (p=0.005 social relations; p=0.018
environmental domain). This could be because a joint
family system is conducive for better social support and
patients hailing from joint families reported more
satisfaction with personal relationships and social support.
Also, joint families may provide the patient a sense of safety
and security and perhaps pooled financial resources in the
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joint family system provide the patients with better financial
resources, thereby contributing to improvement in the
environmental domain of QoL. A comparison of the QoL of
unemployed cases with unemployed controls revealed that
the scores in the physical health and the psychological
domains (p<0.001) were significantly lower in the patients
as compared to controls. However, there was no significant
difference in the social and environmental domains in cases
and controls. Literature states that unemployment adversely
affects life satisfaction, no single aspect of the job is
important in itself rather, it is the presence or absence of a
job that is crucial.?” Thus unemployment adversely effects
the QoL irrespective of the health status (of being mentally
ill or healthy). This finding is reflected in our study where in
unemployed cases had impaired QoL in the social and
environmental domains which did not differ significantly
from that of the controls. However, there was a statistically
significant difference in the QoL in physical and
psychological domains of patients when compared to
controls indicating that patients may have had impaired
energy levels, unsatisfactory sleep, increased dependence on
medication and reduced working capacity (which are
assessed under the physical domain) and psychological
factors like negative feelings, reduced self-esteem and poor
learning memory and concentration was more likely to
affect the patients’ perception of wellbeing as compared to
the controls. Though, among the cases, when the QoL of
employed and unemployed subjects were corelated, no
significant correlation of the employment status with the
QoL domain scores was noted. A comparison between cases
and controls hailing from the urban areas, revealed that the
physical and psychological domain scores were significantly
lower for cases but no significant difference was found in
the social and environmental domain. Patients hailing from
the rural areas had significantly lower scores in all the four
QoL domains as compared to the controls. Further on
corelating the rural and urban patients with various domains,
a statistically significant difference was found in the in QoL
scores on the psychological and social relations domain of
WHOQOL-BREF (p= 0.043 psychological domain; p
=0.007 social relationships domain). In the Indian scenario
the rural population have to deal with poor infrastructure,
less financial resources, poor access to health care and
reduced opportunity to recreation and leisure activities
leading to impairment of the QoL.

Comparison & correlation of QoL domains with clinical
variables: (Table 7 & 8)

The study found that cases with early onset (<18years)
scored lower in all the domains of QoL. However
statistically significant difference was detected only in the
psychological domain of QoL (p=0.047) and Environmental
domains (p=0.014). These findings are similar to the
findings of studies conducted by Perlis et al.,?2 Suominen K
et al®® and Carlson et al*® who reported that subjects with
earlier onset had more lifetime manic, depressive, and
mixed phases, suggesting that they have more phases during
their mood episodes. Also, the delay in seeking treatment

for mood symptoms is longer among early onset BPAD
patients. One possible reason for this might be that subjects
who had their first mood symptoms at a young age might
have got accustomed to these symptoms, regarding them as
part of their temperament or personality, not as representing
a disorder. Furthermore, children and adolescents with
severe mood symptoms are dependent on the adults around
them to initiate the referral process. Judith C. Hays®! found
that stressful life events were more frequent among BPAD
subjects with earlier age of onset while patients with later
onset had more instrumental and subjective social support.
All these factors have a bearing on the QoL of patients with
early onset. Our study found that though QoL is lower in
patients with early onset as compared to late onset, the most
significant impairment was in the psychological domain.
This could be probably be because psychological aspects of
QoL which involve assessment of positive feelings, self-
esteem, body image, thinking and learning are much more
effected when the illness begins at a younger age than in
cases when the onset occurs in older individuals. No
significant correlation was found between the duration of
illness and any of the four domains of QoL scores. Our
finding that longer duration of the illness is not significantly
correlated to the QoL domains, can be explained as patients
in the stable phase of the illness may have come to terms
with their limitations and may have lowered expectations
and aspirations as the years progress. Thus, we can conclude
that though early onset is associated with a worse QoL,
longer duration of illness may not always result in further
impaired QoL. In our study the average number of
depressive episodes was 2.10 + 1.630. The study found a
highly significant correlation between the number of
depressive episodes and domain scores in the physical
health, psychological and environmental domains of
WHOQOL  (p=0.002  physical health; p<0.001
psychological; p=0.001 environmental domain). This is
similar to the findings of Perlis et al,?® Singh et al®? and
Maina G et al®® who found that past depressive episodes led
to poorer quality of life. Research have indicated a
preponderance of depressive symptoms over hypomanic or
manic symptoms in patients with both bipolar disorder types
I and Il. Much of the morbidity in BPAD appears to be a
consequence of the depressive phase of the disorder. Studies
have shown that subsyndromal symptoms of depression is
markedly prevalent in inter episode patients with BPAD and
can be predictive of significant functional impairment,
specifically impairment in work, home functioning roles, as
well as impairment in relationship with family and friends.
Peter J.J. Goosens et al proposed that symptoms of
depression may be the most important cause of reduced QoL
for individuals living with BPAD and residual symptoms of
depression contribute to decreased QoL.3* The study did not
find any significant correlation between the number of
manic episodes and the QoL domain scores. The shorter
duration of the manic episodes and faster recovery from
these episodes as compared to the depressive episodes, and
the apparent “supranormal” QoL reported in patients with
mania or hypomania® may partly explain the failure to find
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a significant impairment of QoL in BPAD patients
following manic episodes. The mean number of
hospitalizations was 1.28 + 0.996. The number of
admissions had a highly significant correlation with the
psychological domain (p=0.004) and significant correlation
with the physical health (p=0.020) and environmental
domains of QoL (p=0.025). Repeated hospitalizations
indicate a more severe illness. It affects the activities of
daily living, results in greater dependence on medications,
causes negative feelings and reduced self-esteem in the
patient besides causing additional burden on financial
resources of the family. All these factors explain the
significant negative correlation of the QoL to the number of
hospital admissions. The time elapsed from the last episode
varied from 3 months to 5yrs, the mean time elapsed from
the last episode was 0.759 years £ 0.8292. There was a
highly significant correlation between the time elapsed from
last episode and the QoL domain scores in the physical
health domain, social relationships domain and in the
psychological domain (p=0.002, p=0.001, p=0.044
respectively). This indicates that the longer duration the
patient is in remission the better is the QoL. In the current
study presence of psychotic symptoms in the past episodes
did not result in a significant difference in the QoL domain
scores. This finding corresponds to the findings of
MacQueen GM et al®® who concluded that psychotic
patients were more symptomatic during the index episode,
but did not differ from the non-psychotic patients on ratings
of function and wellbeing when euthymic. This could be
because our study was a cross sectional study conducted in
the euthymic period and the instrument used (WHOQOL-
BREF) considered a time frame of 4 weeks for the
assessment QoL. Therefore, it is possible that a past episode
of psychosis may not have significantly influenced the QoL
at the time of examination when the patient was symptom
free. In our study 19% of the cases attempted suicide. On
comparing the QoL of suicide attempters with the non-
attempters there was a highly significant difference in the
psychological domain, physical health and social domain
(p=0.001, p=0.009 and p=0.004 respectively). Similar
findings have been noted by Leverich et al®” who concluded
that most patients with a history of suicide attempts, had a
greater personal history of early traumatic stressors and
poorer prognosis in the longitudinal course and Perlis et al?®
found that suicide attempts had a significant correlation with
early onset BPAD which in turn is associated with poor
functioning and QoL. Among the patients 21% had a family
history of psychiatric illness. It was found that the QoL
scores in psychological, social and the environmental
domains were significantly lower among those with positive
family history as compared to those patients with no family
history of psychiatric illness. This corresponds to the
findings reported by Ross J Baldessarini et al*® who showed
that positive family history is associated with poor
functional outcomes. Niki Antypa et al®® found patients
reporting family history of a mood disorder had an earlier
age at onset of depression/mania, more phases, rapid cycling
and more suicide attempts and further had lower quality of

life as compared to patients without family history. Thus, it
is possible that presence of family history of psychiatric
iliness may lead to earlier onset of illness, more severe
course, and more hospitalizations besides the added
psychosocial impairment of the family having more than
one person effected by mental illness. These factors in turn
have a negative effect the QoL.

Conclusion

The emerging body of research has shown that the BPAD
has a negative effect on the QoL even during periods of
euthymia and remission. A number of socio-demographic
and clinical variables have a bearing on the QoL of patients
with BPAD. Further, measuring QoL provides additional
important information from the patients’ point of view and a
knowledge of the predictors related to the quality of life, can
contribute to the design of future clinical interventions
which can favourably influence the QoL of BPAD patients.
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