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Regular Article

Assessment of quality of life with the WHOQOL-BREF
in a group of Turkish psychiatric patients compared with
diabetic and healthy subjects
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Decreased quality of life is often an important cause or consequence of psychiatric illness, and
needs to be included in a comprehensive treatment plan. The authors aimed to identify how psy-
chiatric patients characterize the quality of their lives compared to others who are suffering from
a chronic physical illness (diabetes) and healthy individuals. A total of 100 psychiatric patients were
recruited from Dokuz Eyliil University Psychiatry Department outpatient clinic. Of these, 34 had
4™ edition Diagnostic and Statistical Manual diagnosis of alcohol dependence, 38 had schizophre-
nia, and 28 had bipolar disorder. A total of 35 patients with diabetes and 49 healthy individuals
were also included in the study. The World Health Organization’s Quality of Life Questionnaire
was used to measure the quality of life. Patients with alcohol dependence, bipolar disorder, and
schizophrenia scored lower than healthy subjects on the physical aspects of quality of life. Patients
with schizophrenia had lower scores in the psychological domain compared to patients with bipolar
disorder, patients with diabetes, and healthy subjects. In the social relationship domain, patients
with schizophrenia and alcohol dependence scored lower compared to healthy subjects. Patients
with schizophrenia were worse with respect to social relationships than bipolar patients and dia-
betics. World Health Organization’s Quality of Life Questionnaire is useful for evaluating the
needs and targets for interventions in psychiatric patients.

alcohol dependence, bipolar disorder, diabetes, quality of life, schizophrenia.

INTRODUCTION

There has been an increased interest in quality of life
assessments, especially in patients with a chronic med-
ical illness. Quality of life encompasses those aspects of
life that make it particularly fulfilling and worthwhile.
The scope of quality of life, therefore, extends beyond
traditional symptoms and includes patients’ subjective
feelings of wellbeing, satisfaction, functioning and
impairment.! Psychopathology adversely affects most
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aspects of life, particularly its physical and psycholog-
ical aspects as well as the patient’s social, occupational
and economic status. These long-term effects usually
remain despite symptom remission, and, in fact, the
residual quality of life issues may be sufficiently stress-
ful to precipitate a relapse. Relapse or exacerbation
prevention is one of the keys to successful management
of the course of chronic mental illness. Impaired qual-
ity of life is viewed as one of the important causal fac-
tors or as a consequence of psychiatric illness® and,
therefore, needs to be considered in a comprehensive
treatment plan. Furthermore, quality of life constitutes
arelevant factor in assessing outcomes of different psy-
chiatric treatment modalities and their relative costs.?

An accurate portrayal of the problematic quality of
life associated with mental disorders must be broad
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and multidimensional.! Quality of life measures for
psychiatric patients are to provide useful information
for planning and evaluating care strategies. Quality of
life assessment places patients at the center of inquiry,
with emphasis on their opinions,* and responds to
patients’ concerns, not to be treated as cases, but as
human beings with multifaceted lives with a multitude
of aspects that are not directly connected to their dis-
ease. Physicians generally have a tendency to re-frame
all problems as being related to a presenting disease.
Quality of life assessment introduces a humanistic ele-
ment into health care that has been increasingly pre-
occupied with mechanistic treatment of diseases and
symptomatic improvement.’ Quality of life assessment
may help to identify any part of life in which the patient
experiences problems. By helping the patient over-
come these problems, the patient may feel healthier
and make less demand on the health sector.

It is of great significance that five of the 10 leading
causes of disability worldwide are mental problems:
major depression, schizophrenia, bipolar disorder,
alcohol use, and obsessive-compulsive disorder.’®
These causes are as relevant in developing countries
as in industrialized societies. According to the Mental
Health Profile Survey in Turkey, psychiatric diseases
are clearly associated with higher rates of disability
(number of days unable to work, number of days
unable to get out of bed) than both in persons free of
psychiatric disorder and in those with physical illness.”

In this study, the authors attempted to identify how a
group of Turkish psychiatric patients characterize the
quality of their lives compared to others who are suf-
fering from a chronic physical illness, specifically, from
diabetes, as well as healthy individuals. A comparative
study of quality of life within various psychiatric diag-
nostic groups as well as a comparison to the one of
healthy controls and to the one of those with a chronic
physical illness (patients with diabetes presumably
have a poor quality of life) might help to place the psy-
chiatric data in a broader context. The authors hypoth-
esized the following: (i) psychiatric patients show a
significant impairment in the quality of their life than
healthy individuals; (ii) quality of life is worse in psy-
chiatric patients than in patients with diabetes; and (iii)
patients with schizophrenia have the greatest impair-
ment in all domains of quality of life.

METHODS
Subjects

The quality of life of 100 patients with 4™ edition Diag-
nostic and Statistical Manual (DSM-IV) diagnoses of
alcohol dependence (n=34), schizophrenia (n=38),
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and bipolar disorder (n =28) currently under regular
treatment at the outpatient clinic of the Department of
Psychiatry of the Dokuz Eyliil University, Izmir, Tur-
key, were assessed between January and June 2001. All
patients were clinically stabilized and had a sufficient
cognitive ability and level of literacy to complete the
instruments. After receiving a complete explanation of
the study, each of them gave informed consent to
participate.

Sociodemographic characteristics of the groups are
shown in Table 1. The groups differed significantly in
their demographic parameters.

Patients with alcohol dependence

A total of 34 patients meeting DSM-IV criteria for
alcohol dependence were included in the study. Their
mean age was 44.97 + 8.48 years, 82.2% were male, and

their mean total score on Michigan Alcoholism Screen-
ing Test (MAST)’ was 25.55 +10.57.

Patients with schizophrenia

Data on quality of life from 38 patients with schizo-
phrenia meeting DSM-IV criteria were included in the
study. Their mean age was 37.00 £ 10.30 years and
60.5% were male. The mean total score on Positive
and Negative Symptom Scale (PANSS)'™!" was
81.68 £ 19.64.

Patients with bipolar disorder

The study included 28 patients with bipolar disorder
meeting DSM-IV criteria, euthymic for at least
1 month at the time of quality of life assessment. All
of these were recruited from those followed up in
the bipolar outpatient clinic. The mean age in this
group was 34.79 + 7.81 years and 35.7% were male.

Patients with diabetes

A total of 36 consecutive patients with diabetes cur-
rently under treatment in the endocrinology outpatient
clinic, with no extreme complications, were included in
the study. Their mean age was 54.94 £7.93 years and
48.6% were male.

Healthy controls

The authors included 49 persons randomly assigned
from the inhabitants of the neighborhood near the hos-
pital. These people had no reported physical or psychi-
atric illness at the time of the study.
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Table 1. Description and comparison of demographic variables of patient groups and healthy subjects

Alcohol Healthy
dependence  Schizophrenia Bipolar Diabetes subjects
n=34 n=38 n=28 n=35 n=49 Test
Age (years) 44.97 £8.48 37.00 £10.30 3479+10.75 5497+£793 3378+11.71 F=2851*%df=4
Gender percentage x> =26.66%; d.f.=4
Male 88.2 60.5 35.7 48.6 36.7
Female 11.8 39.5 64.3 51.4 63.3
Marital status (%) x> =46.46%; d.f.=4
Single 14.7 81.6 64.3 20.0 55.1
Married 85.3 18.4 35.7 80.0 44.9
Education (%) x> =39.63*%;d.f.=10
Primary school 17.6 21.1 28.6 40.0 36.7
High school 2.9 553 214 25.7 32.7
University 79.4 23.7 50.0 343 30.6
* P <0.001.
Measures The social relationship domain assesses personal

World Health Organization Quality of
Life-Brief Form

All of the participants were given the World Health
Organization Quality of Life-Brief Form (WHOQOL-
BREF) to assess their quality of life. The WHO Quality
of Life Assessment (WHOQOL) is a generic quality of
life instrument that was designed to be applicable to
people living under different circumstances, condi-
tions, and cultures.'** 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.” WHOQOL also approaches the quality
of life as a multidimensional concept.* An assessment
of a number of domains is necessary to derive a more
comprehensive view of a person’s quality of life. Two
versions are available: the full WHOQOL with 100
items and the short version known as WHOQOL-
BREF with 26 items. WHOQOL-BREEF, useful in clin-
ical and service evaluations was used in this study for
reasons of brevity. It is suggested that the WHOQOL-
BREF provides a valid and reliable alternative to the
assessment of domain profiles using the WHOQOL-
100" and is sensitive to the health related quality of life
status of those with long-term mental illness. It pro-
vides unweighted measures on four domains: physical,
psychological, social relationship, and environment.
The physical domain consists of questions related to
daily activities, treatment compliance, pain and dis-
comfort, sleep and rest, energy and fatigue. The
psychological domain includes questions of positive
and negative feelings, self-esteem, body image and
physical appearance, personal beliefs and attention.

relationships, social support, and sexual activity. The
environmental domain explores physical security and
safety, financial resources, health and social care and
their availability, opportunities for acquiring new infor-
mation and skills, and participation in and opportuni-
ties for recreation and transport. It is based on a
Likert-type scale and is scored from 1 to 5, with higher
scores indicating a better quality of life. The Turkish
version' has highly satisfactory psychometric qualities
of internal consistency, reliability, and construct
validity.

Data analysis

Descriptive data on frequency, proportions, and on the
means and standard deviations were obtained with
respect to sociodemographic and clinical characteris-
tics of the groups. Comparisons of Quality of Life
among the different groups were carried out via one-
way ANOVA on the SPSS 10.0 for Windows (SPSS Inc.,
Chicago, IL, USA), with post-hoc Bonferroni applied
for multiple comparisons among groups. The inter-
group differences in age were analyzed with one-way
ANova and the group differences in gender, marital sta-
tus and education were examined with the x*-test. As
the groups showed significant differences in age, gen-
der, marital status and education (see Table 1), the
effects of these independent variables were controlled
statistically. ANcova was conducted to control the effect
of age on the quality of life. The impact of interactions
of gender, education, and marital status with diagnos-
tic groups on quality of life was investigated by two-
way ANOVA. Statistical significance was tested using
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Table 2. Comparison of World Health Organization Quality of Life-Brief Form—Turkish version scores on Physical, Psycho-
logical, Social Relationship and Environmental domains among patients and healthy subjects

Alcohol Healthy
dependence Schizophrenia Bipolar Diabetes subjects Multiple
n=234 n=238 n=28 n=35 n=49 comparisons

Physical 12.60 £ 2.15 12.90 +2.73 1270 £ 2.14 13.00 £ 1.62 1432 £2.18 Cvs A
CvsS
Cvs B
Psychological 13.30£2.30 12.22 £3.16 13.95+1.67 1445+ 1.64 14.57 £2.10 CvsS
SvsB
SvsD

Social relationship 12.31 +3.36 10.05 £3.68 12.88+£3.73 14.32 +3.44 15.12+2.86 CvsA
CvsS
SvsB
SvsD

Environmental 1323 £2.17 12.72 £3.77 13.53£2.40 14.45£2.05 13.75+£2.23 P>0.05

Note: Comparisons (Bonferroni) for Control (C), Alcohol Dependence (A), Schizophrenia (S), Bipolar (B), and Diabetes

(D); groups significant at P < 0.05.

two-tailed P-value (5% level) and 95% confidence
intervals.

RESULTS

Table 2 shows the mean scores on the different
domains according to the diagnostic groups. Psychiat-
ric patients had lower scores of quality of life than
healthy individuals. Quality of life scores were also
lower in psychiatric patients than in patients with dia-
betes in all domains of WHOQOL-BREF. Patients
with schizophrenia showed the lowest scores in all
quality of life domains except for the physical domain.
Alcohol-dependent patients had the lowest scores in
the physical domain.

ANova revealed that the group differences were sta-
tistically significant for the physical (d.f.=4, F=4.41,
P=0.002), the psychological (d.f.=4, F=7.09, P=
0.0001) and the social relationship (d.f.=4, F=13.74,
P =0.0001) domains. The group differences were not
statistically significant for the environmental domain
(df.=4, F=220, P=0.07).

Post-hoc multiple comparisons among groups were
carried out as listed in Table 2. In the physical domain,
patients with schizophrenia (P = 0.03), those with bipo-
lar disorder (P =0.02), and also those with alcohol
dependence (P =0.006) showed significantly lower
scores than the healthy subjects. Surprisingly, the
patients with diabetes showed no significant difference
when compared to healthy subjects in the physical
domain (P =0.07).

In the psychological domain, the patients with
schizophrenia showed lower scores than healthy sub-
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jects (P =0.0001), the patients with diabetes (P = 0.02),
and also than the patients with bipolar disorder
(P =0.0001).

The patients with schizophrenia (P =0.0001) and
alcohol dependence (P =0.003) showed significantly
lower scores than healthy subjects in the social rela-
tionship domain. In this domain, the patients with
schizophrenia had significantly lower scores than
patients with diabetes (P = 0.0001) and also than those
with bipolar disorder (P =0.01).

After controlling the effect of age by aNcova, there
was still a significant difference in the physical (d.f. =4,
F=453, P=0.002), the psychological (d.f.=4, F=
6.97, P=0.0001), and the social relationship (d.f.=4,
F=13.57, P=0.0001) domains.

The interactions of gender, marital status and edu-
cation with quality of life among the groups were inves-
tigated by two-way ANova. There were no significant
interactions between these variables and quality of life
among groups (P > 0.05).

DISCUSSION

As expected, the quality of life of patients with psychi-
atric disorders was lower than in the healthy subjects.
The results support the conclusions of previous studies,
showing lower health-related quality of life in psychi-
atric patients compared to the physically ill and healthy
subjects.””® Psychiatric patients’ scores in the physical
domain were significantly lower than in healthy sub-
jects. It is not surprising that physical well-being of the
mentally ill patients was lower than in healthy subjects
since this domain includes questions related to daily
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activities, discomfort, sleep and energy and these areas
might be fully affected by their illness. A similar result
was obtained in Hermann et al’s study'’ comparing
psychotic patients to the general population, utilizing
the same instrument, that is, the WHOQOL-BREFE.
However, it is interesting that the physical domain
scores of all patients with a mental illness were lower
than patients with diabetes (see Table 2), given their
chronic physical illness.

The significant difference found in ANovA in the psy-
chological domain was primarily due to the difference
between patients with schizophrenia and the following
groups: the control subjects, patients with diabetes and
patients with bipolar disorder. Lower scores of the
patients with schizophrenia on this domain suggest
more extensive problems with self-esteem, body image
and cognition. The authors expected that patients with
schizophrenia would obtain lower scores than normal
controls as a number of previous studies have shown a
considerable dissatisfaction with the quality of life in
patients with schizophrenia when compared to healthy
subjects, 712

The results in the present study support the findings
of a study by Chant ef al.'"® where patients with bipolar
disorder had significantly higher scores than a schizo-
phrenia group in the psychological domain.

The social domain assesses the quality of inter-
personal relationships other than the family, social
support and sexual activity. In this domain, patients
with schizophrenia had the lowest scores, followed by
patients with alcohol dependence. This trend seems
consistent with the stigmatization of these disorders in
society. Social isolation due to the stigma might gener-
ally have a dramatic impact on the social domain both
in patients with alcohol dependence and with schizo-
phrenia. Furthermore, social isolation in schizophrenia
may to some extent be seen both as a source and as a
consequence of disability associated with psychotic dis-
orders."”*? Patients with diabetes benefit from a greater
social acceptance than patients with a mental illness as
suggested by their higher scores in the social domain
and are similar in their scores to the healthy subjects.

In the environmental domain, patients with schizo-
phrenia again seemed the worst and this implies a dis-
advantage with respect to physical safety and security,
financial resources, health and social care and their
availability, opportunities for acquiring new informa-
tion and skills, and participation in recreational activi-
ties and transport, perhaps due to the scarcity of
rehabilitation programs in Turkey. Most of the patients
with schizophrenia in the study were financially depen-
dent on their families. However, it must be emphasized
that the difference in the environmental domain did
not reach statistical significance. It is noteworthy in this
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context that the validity and reliability study of WHO-
QOL-BREF conducted in the Turkish population™
revealed that 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 Turkey, simi-
larly to the restricted conditions in other developing
countries.

Psychiatric patients reported less satisfaction in all
domains of WHOQOL compared to patients with dia-
betes. In the psychological and social relationship
domains, the difference between the patients with
schizophrenia and those with diabetes was statistically
significant. Atkinson ef al* compared the quality of
life between patients with schizophrenia and those on
hemodialysis and reported no significant differences
except on the family component of the Quality of Life
Index. Although the difference was not statistically sig-
nificant in the psychological domain, the trend was also
in the expected direction (i.e. as in the present study),
with the patients with schizophrenia showing lower
scores than patients with a chronic physical illness.

Patients with schizophrenia obtained the lowest
scores on all domains except on the physical domain,
therefore, confirming the third hypothesis. Schizophre-
nia is a chronic disorder that results in a significant
social, psychological, and occupational dysfunction.
Patients with schizophrenia scored more poorly on
measures of quality of life than patients with other
chronic conditions. People living with long-term psy-
chosis report worse health-related quality of life than
the general population or patients with physical ill-
ness.** Quality of life measures are especially important
when treating patients with chronic conditions that sig-
nificantly impair their life, as in schizophrenia.” Every
aspect of daily life is affected, including where they live
and work, what activities they can perform, and how
they interact with other people. Therefore, social inte-
gration, work, social contacts and a sense of belonging
in the community must be the therapeutic goal to
improve their subjective quality of life.

The scores of patients with bipolar disorder sug-
gested less impairment than those of patients with
schizophrenia in some of the domains and this perhaps
may be the indicator of a positive impact of extensive
remission periods on the quality of their lives. It can
also be noted that self-reports of quality of life by bipo-
lar 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. There-
fore, the prevention of further depressive and manic
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episodes is the prominent and crucial objective for the
medical care of these patients.

As in Hermann et al’s work,” the present study
showed that the WHOQOL-BREF can be completed
without difficulty by people with psychiatric disorders
even if they are psychotic, on medication, and have
limited formal education and significant levels of symp-
toms. The benefit of conducting quality of life surveys
lies in providing these patients with an opportunity to
express what is and isn’t working in their lives. From
the clinical viewpoint, this study implies that, in gen-
eral, treatment programs should encourage patients
and staff to work jointly to identify strategies for pro-
moting the patient’s quality of life. This approach has
benefits beyond the psychoeducational model in that it
involves a more equitable power distribution between
patients and professionals.?’ This approach clearly
necessitates teamwork. The lack of teamwork and lack
of professionals such as psychiatric social workers and
psychiatric nurses in Turkey needs urgent consider-
ation. Utilizing the resources within the patients’ nat-
ural support systems (e.g. families) as a means of
influencing the course and quality of life of people with
mental illness may be a transient solution for develop-
ing countries to overcome this socioeconomic problem.

Resources and services for mental and behavioral
disorders are disproportionately low considering the
enormous socioeconomic burden caused by these dis-
orders.”” At present, Turkey is one of the countries that
has no legislation on mental health, no separate budget
for mental health, and no community-care facilities.”®
The goal of integration of mental health into primary
health care has not yet been successful, and no regular
training programs for primary care personnel in mental
health care are available. In most cases, the treatment
includes only pharmacotherapy and hospitalization,
when seen as needed. Research and clinical experience
show that community-based care achieves better treat-
ment results. Clinical trials also have shown that the
important elements of an effective response to mental
health problems are the combinations of pharmaco-
therapy and psychosocial interventions (rehearsal of
independent living skills, training in social skills, voca-
tional training, social support networks, family inter-
ventions) and these are presently still lacking in Turkey
as well as in many other developing countries, and
needs to be addressed as a priority.

A major weakness of the present study lies in the
small sample size: this sets limitations on the general-
izability of the results. The heuristic value of this study
consists in statistically documenting the differences
between various patients with mental illness and those
with a chronic physical illness as well as in promoting
the awareness that psychiatric patients may contribute
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valuable self-reports on selected aspects of their qual-
ity of life. If their ‘satisfaction with functioning’ is to be
conceptually considered as an integral part of the
health-related quality of life which per se is a subjective
concept, then its assessment needs to be conducted
with the patient, where possible.””** However, in some
cases, the involvement of family members and profes-
sionals can also be considered to obtain a collateral
view on particular aspects of quality of life, in those
areas that might be perceived in an excessively dis-
torted manner due to psychopathological symptoms.”
As a valuable generic instrument, WHOQOL-BREF
appears to provide useful results consistent with clini-
cal and theoretical knowledge and seems suited for
assessing health-related quality of life in psychiatric
patients in areas to be selected as potentially relevant
targets for therapeutic intervention.
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