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Objective: This study aimed to compare quality of life (QOL) between patients with major

depressive disorder (MDD) in remission and patients with bipolar disorder (BD) in remis-

sion, and to explore the relationship between QOL and demographic, clinical, and cognitive

variables.

Methods: This study included 49 euthymic patients with MDD, 59 euthymic patients with

BD, and 52 healthy controls (HC). The 17-item Hamilton Depression Rating Scale (HAMD-

17), Hamilton Anxiety Rating Scale (HAMA), and Young Mania Rating Scale (YMRS) were

used to assess symptoms of depression, anxiety, and mania respectively. QOL was assessed

with the Chinese version of the World Health Organization Quality of Life Scale Brief

(WHOQOL-BREF). Cognitive function was assessed with the repeated neuropsychological

assessment scale (RBANS).

Results: Compared with HC, patients with MDD had lower overall and subdomain scores

(except ENVIR) on the WHOQOL-BREF (p<0.05). The BD group had decreased overall

WHOQOL-BREF scores and decreased PHYS and SOCIL subdomain scores (p<0.05).

PSYCH scores were lower in patients with MDD, compared with patients with BD

(p<0.05). Among patients with MDD, HAMD score was negatively correlated with all

domains on the WHOQOL-BREF. Marital status was associated with an increase in sub-

domain scores on the PSYCH and ENVIR subdomains. In the BD group, attention on the

RBANS correlated negatively with PSYCH score; age correlated negatively with SOCIL.

Conclusions:QOL of patients with MDD and BD in remission is inferior to that of the normal

population. QOL amongMDD is inferior to that among BD.Marital status was associated with

increased QOL among MDD, but not among BD. Residual symptoms related to depression or

anxiety decreased QOL in both MDD and BD. More attention should be paid to the QOL of

patients with mood disorders, especially MDD, even during euthymic periods.

Keywords: major depressive disorder, bipolar disorder, quality of life, euthymic, cognitive

function

Introduction
Mood disorders, also called affective disorders, are characterized by disturbances in

mood, disposition, and behavior, or fluctuations in mood from a baseline, that affect an

individual’s participation in the activities of daily life. There are two main mood disorder

diagnoses: major depressive disorder (MDD) and bipolar disorder (BD). The two

diagnoses differ substantially. Patients with unipolar depression are merely involved in

a low mood state, whereas, patients with BD suffer from both low and high mood.1

Patients with MDD or BD may be feeling abnormally good or sad for a long period of

time and without any apparent reason.
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Quality of life (QOL), defined by the World Health

Organization (WHO) as “individuals” perceptions 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”, is a broad concept

involving physical health, psychological state, personal

beliefs, level of independence, social relationships, and

living environment.2 As several studies have shown that

both somatic diseases and mental diseases impair QOL,

the measure has been used to assess the effectiveness of

mental health services.3,4 QOL is impaired in MDD and

in BD.1,5,6 Increasing evidence suggests that QOL is an

important target of well-being, and an important index for

patient health.7 Measurements of QOL have even been

recommended as a measure of treatment efficacy and

recurrence of depression.8,9

There has been a relatively large body of research

addressing QOL in patients with mood disorders. It has

been demonstrated that QOL is impaired during acute

episodes of BD and MDD. One previous study investi-

gated QOL among patients with chronic BD and

MDD.10 Another study used scores on the MOS 20-

ITEM short form (SF-20) to demonstrate that patients

with BD in clinical remission had reduced QOL.11

Clinically euthymic patients with BD continued to

show impaired QOL.12 Another study confirmed that

patients in the stable phase of BD showed lower

QOL.13 Several authors have reported that QOL is not

reduced in patients with MDD in remission.9 However,

conflicting reports have been published. One recent

study showed that decreased QOL persists during stable

stages of MDD.14 This impairment in QOL is attributed

to residual depressive and cognitive symptoms.15 The

main study hypothesis is that QOL may be impaired in

patients with mood disorders, who are in remission. The

manifestations of this impairment may be affected by

demographic characteristics, clinical symptoms, and

cognitive function.

However, few studies have compared QOL between

euthymic patients with MDD and euthymic patients with

BD. The current study aimed to study both MDD and

BD, compare QOL of euthymic patients with MDD to

that with BD, and to probe the relationships between

QOL and demographic characteristics, clinical symp-

toms and cognitive function, using World Health

Organization Quality of Life Scale Brief (WHOQOL-

BREF).

Materials and methods
Participants and setting
This is a cross-sectional study conducted at Beijing

Anding Hospital, Capital Medical University, during the

period from September 2014 to September 2016. The

patients were enrolled through the outpatient department

and required to meet the inclusion criteria: (1) age

between 18 and 55 years; (2) BD type 1 or MDD accord-

ing to DSM-IV, currently in remission; (3) remission

defined as HAMD-17 total scores ≤7, YMRS total scores

≤6; (4) Modified electra convulsive therapy (MECT) was

not accepted in the previous three months; and (5) ≥9
years of formal education. The exclusion criteria were (1)

history or current significant medical or neurological

conditions; (2) history or current significant drug/alcohol

abuse; (3) pregnant women; and (4) severe suicidal

thoughts or suicide attempt. The healthy controls (HC)

were enrolled through social recruitment by recruitment

advertisement from the community followed by an inter-

view and meet the inclusion criteria: (1) age between 18

and 55 years; (2) inconformity any psychiatric disorders

diagnostic criteria for DSM-IV; and (3) no related family

history. Exclusion criteria were (1) history or current

significant medical or neurological condition; (2) history

of head trauma or unconsciousness lasting >1 hr; (3)

history or current significant drug/alcohol abuse; and (4)

pregnancy.

The clinical research ethics committees of Beijing

Anding Hospital approved the study protocol. Each parti-

cipant provided his or her written informed consent.

Assessments
Each participant’s socio-demographic data were collected

with a questionnaire designed for the study. All partici-

pants were diagnosed with Structured Clinical Interview

for DSM-IV-TR Axis I Disorder-patient Edition (SCID-I/

P).16,17 The 17-item Hamilton Depression Rating Scale

(HAMD-17),18 Hamilton Anxiety Rating Scale

(HAMA),19 and Young Mania Rating Scale (YMRS)20

were used to assess depressive, anxiety-related, and

manic symptoms, respectively. Therefore, QOL was

assessed with Chinese version of WHOQOL-BREF,

which had four subdomains: physical health (PHYS); psy-

chological health (PSYCH); social relationship (SOCIL)

and environment (ENVIR), the total score was

a comprehensive subjective score of overall QOL.21
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Neurocognitive functioning was assessed with the

Repeatable Battery for The Assessment of

Neuropsychological Status (RBANS),22,23 which has 5

domains (12 tests): attention (digital span, coding); language

(picture naming, semantic fluency); visuospatial/construc-

tional (figure copy, line orientation); immediate memory

(list learning, story memory); and delayed memory (list

recall, list recognition, story recall, figure recall). The raw

scores of each domain were summed to yield a total score

representing overall level of cognitive function. Executive

function was assessed with the Stroop Color Test (SCT). The

SCT consists of three conditions: word, color, and

interference.24 Under one set of conditions, total time

required to perform the task is used as a measure of perfor-

mance. For the word task (Sword time), the participant is

asked to read out the names of various color words, written in

black ink. For the color task (Scolor time), the participant is

asked to state the color of a block of colored ink. For the

interference task, the participant must determine the correct

word, despite conflicting information, in terms of letter color

(Dword time) and then must determine the correct color,

despite conflicting information, in terms of word meaning

(Dcolor time).

Procedure
Sociodemographic data were obtained for all participants

included in the study. Eligible participants continued to

complete symptom scales, WHOQOL self-assessment

scales, and neurocognitive functions assessment. The self-

designed questionnaire used a unified instruction and fill in

a form. The subjects were completed independently.

Clinical assessments were completed by trained psychia-

trists. Inter-rater reliability remained within acceptable

limits.

Statistical analysis
Data were entered using Epidata software version 3.1 and

were analyzed using SPSS 25.0 for Windows (SPSS, Inc.,

Chicago, IL, USA). The one-way ANOVA was used to

compare the demographic, clinical, QOL, and neuropsy-

chological tests among the three groups, Bonferroni cor-

rection was used to measure multiple group differences.25

QOL and cognitive function were subjected to analysis of

covariance with significant demographic variables. Chi-

Square test was used to analyze gender difference, marital

status, and current drugs using among the three groups.

Pearson or Spearman rank correlation analysis was per-

formed to measure the associations of QOL with socio-

demographic and clinical characteristics and performance

on other neurocognitive tests. Stepwise Multiple

Regression Analysis was used to identify factors that

were independently associated with QOL. For all analyses,

the level of statistical significance was set at p<0.05.

Results
Demographic and clinical characteristics
A total of 49 patients with MDD and 59 patients with BD in

remission, 52 HCs who met the study criteria entered the

study. The three groups did not differ with respect to gender,

educational level, marital status, or current use of drugs.

Members of the MDD group were significantly older than

those of the other two groups (F=8.96, p<0.001). In the

other hand, the patient groups did not differ with respect

to duration of illness, but the age at onset of illness and

recurrence times. In addition, patients showed significantly

higher scores of HAMD and HAMA than HC. Patients with

BD in remission scored higher on the YMRS than did

patients with MDD or HC. Table1 shows the demographics

characteristic and the score of HAMD-17, HAMA, YMRS.

Comparison of QOL and cognitive

function among MDD and BD patients

and HCs
Compared with HC, the MDD group had lower scores for

the total WHOQOL-BREF and its subdomains (except

ENVIR) (p<0.05). The BD group had decreased scores

for WHOQOL-BREF overall, as well as the PHYS and

SOCIL subdomains (p<0.05). MDD patients scored sig-

nificantly lower on PSYCH than did BD patients (p<0.05).

Figure 1 presents differences in QOL domain scores

among the groups. Because age differed significantly

among groups, we used age as a covariate for analysis of

QOL. This had no impact on the results.

Performance differed among the three groups only for

tests of delayed memory in the RBANS subdomain

(p<0.05). However, after Bonferroni correction, this dif-

ference was not significant. Compared with the HC group,

the BD group had increased Scolor time on SCT (p<0.05).

When age was used as a covariate, the significance of the

result remained unchanged.

Variables associated with QOL among

MDD and BD patients
Table 2 shows the correlations between demographic and

clinical characteristics, neurocognitive function, and
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different QOL domains in the group of MDD and BD. In

MDD, female sex and older age were associated with

higher scores on the SOCIL subdomain. Married patients

scored higher on all domains related to QOL. Educational

level was positively associated with SOCIL. Age at onset

was positively associated with PHYS, PSYCH, and

SOCIL. Residual depressive symptoms were inversely

associated with scores on all subdomains related to QOL,

as well as anxiety in the PHYS, SOCIL, and ENVIR

subdomains. In the BD group, older age was associated

with lower SOCIL scores. Recurrence times were

positively associated with PHYS, PSYCH, and ENVIR.

HAMD and HAMA scores were inversely associated with

PSYCH. It seems that there is no significant correlation

between QOL domains and neurocognitive function in

MDD group, but what deserves to be mentioned is that

attention deficits correlated with PSYCH and Dword time

of SCT are associated with ENVIR in BD group.

Multiple regression analysis was performed to clarify

the relationship between QOL and demographic and clin-

ical characteristics. In MDD, the results showed that

HAMD score was negatively correlated with all domains

Table 1 Demographics characteristic and QOL scores

Characteristics MDD (n=49) BD (n=59) HC (n=52) Statistics Post Hoc Analysis

Mean SD Mean SD Mean SD F p

Age (years) 37.59 10.08 30.31 10.23 36.92 10.23 8.96 <0.001 BD < MDD, HC

Education (years) 13.94 3.45 13.59 3.16 13.48 2.81 0.29 0.748 -

Duration of illness (months)a 86.49 83.71 81.07 84.89 - - 0.11 0.740 -

Age at onseta 30.96 10.95 24.02 9.08 - - 12.97 <0.001 BD < MDD

Recurrence timesa 2.14 1.28 3.39 2.19 - - 12.39 0.001 -

HAMD total score 2.81 2.29 2.00 2.01 0.58 1.19 18.27 <0.001 HC < BD < MDD

HAMA total score 4.23 4.79 2.56 3.04 0.62 1.37 14.95 <0.001 HC < BD < MDD

YMRS total score 0.31 1.01 2.49 4.71 0.85 1.75 7.38 0.001 MDD, HC < BD

WHOQL-BREF domains

PHYS 13.34 2.24 14.31 2.31 15.55 1.63 14.24 <0.001 MDD, BD < HC

PSYCH 13.24 2.31 14.32 2.37 15.05 1.98 8.41 <0.001 MDD < BD, HC

SOCIL 12.98 2.61 13.56 2.56 14.92 1.92 8.93 <0.001 MDD, BD < HC

ENVIR 13.70 2.15 13.82 2.54 14.08 2.01 0.36 0.696 -

Total scores 73.74 16.33 77.54 13.08 85.34 10.75 9.43 <0.001 MDD, BD < HC

RBANS -

Attention 105.89 15.54 103.00 14.24 106.87 13.16 1.08 0.342 -

Language 93.64 12.74 89.84 14.32 95.79 15.35 2.44 0.090 -

Visuospatial 96.67 15.55 96.60 15.98 97.92 17.96 0.11 0.900 -

Immediate memory 87.16 17.18 83.93 16.31 88.79 18.89 1.10 0.337 -

Delayed memory 90.73 16.84 85.37 13.14 92.92 14.38 3.13 0.046 BD < HC

Total scores 92.49 15.42 88.26 11.27 94.44 14.89 2.85 0.061

SCT

Sword time 17.29 4.16 17.73 5.95 16.43 5.05 0.87 0.422 -

Scolor time 22.77 7.59 25.83 11.68 21.13 6.90 3.69 0.027 -

Dword time 21.09 7.22 21.86 8.11 20.63 9.51 0.30 0.742 -

Dcolor time 38.87 9.72 43.04 15.10 38.59 11.84 2.04 0.134 -

N % N % N % χ1 p

Gender (men)b 21 42.9 37 75.5 23 44.2 5.48 0.065 -

Marriedb 31 63.3 29 49.2 37 71.2 5.81 0.055 -

Current use of drugs b 7 14.29 5 8.48 - - 0.92 0.339 -

Notes: a Student’s t-test. b χ2 analysis. All other values result from analysis of variance, with Bonferroni correction used in post hoc. “Recurrence times” denotes times of relapse.

Abbreviations: MDD, major depressive disorder; BD, bipolar disorders; HC, health controls. PHYS, physical health; PSYCH, psychological health; SOCIL, social

relationship; ENVIR, environment; RBANS, repeated neuropsychologicalassessment scale; SCT, Stroop Color Test; WHOQOL-BREF, World Health Organization Quality

of Life Scale Brief.
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on the WHOQOL-BREF; marital status positively

impacted scores on PSYCH and ENVIR. In BD, attention

on RBANS correlated negatively with PSYCH; age corre-

lated negatively with SOCIL. Multiple Regression

Analysis results are shown in Tables 3 and 4.

Discussion
The results suggested that the QOL of patients with the

mood disorder such as MDD and BD suffered damage

even in euthymic periods. QOL among MDD is inferior

to that among BD. Marital status, age, HAMD score, and

attention on RBANS correlated with QOL.

The results of the present study indicate that patients with

MDD in remission have impaired QOL in three domains:

PHYS, PSYCH, and SOCIL. The finding that marital status

was associated with increased QOL in MDD is consistent

with the data in the literature of the previous researches.26

Numerous studies have reported that functional recovery lags

behind syndrome recovery,27 and QOL improvement lags

behind clinical response.5 For instance, as previously

reported, syndrome recovery does not necessarily result in

a functioning comparable with that of healthy persons, which

may be enduring subsyndromal symptoms.28 Some experts

in the treatment of depression have advice that achieving

remission of symptom should be viewed as the primary

goal.29 In the present study, patients with MDD were in

remission, but the HAMD scores of these patients remained

higher than those of HCs, with negative effects in terms of

QOL. Full remission is therefore needed to increase QOL

and the speed of functional recovery. In addition, no domains

of RBANS score and CST were associated with reduced

satisfaction with QOL of MDD patients.

The results of the current study also indicate that patients

with BD in remission have impaired QOL in two domains:

PSYCH and SOCIL. This finding is consistent with pre-

viously published reports.13,30–32 These findings depart

slightly from findings reported previously for a Chinese

population, which stated that euthymic BD patients had sig-

nificantly lower scores on assessments of the physical

domain of QOL, compared with HC.33 Besides, QOL is

being treated as a material outcome of care alongside symp-

tom treatment in numerous studies.34–36 Furthermore, factors

such as age, premorbid personality, and family support dif-

fered significantly between groups. In BD group, the QOL is

negatively correlated with recurrence times, which seems

unparalleled with previous study which proved that the opti-

mal control of depressive symptoms as well as the availabil-

ity of social support may enhance euthymic BD patients’

well-being.37

As for the comparison betweenMDDandBDgroups, even

controlled for age at onset and duration of illness, differences in

WHOQOL-BREF domain scores were detected: the patients

with MDD in remission showed lower score for PSYCH than

that of BD. Obviously, there was a significant higher score of

HAMD and HAMA in euthymic MDD patients than that of

BD. In other word, MDD patients may fail to obtain full

remission, which is defined as almost full recovery of depres-

sion symptoms to the level of a person without depression.27,38
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Figure 1 Comparison of WHOQOL-BREF domain scores between major depressive and bipolar patients, and healthy subjects. *p<0.05 (2-tailed). **p<0.01 (2-tailed).

***p<0.001 (2-tailed).

Abbreviations: MDD, major depressive disorder; BD, bipolar disorders; HC, health controls; PHYS, physical health; PSYCH, psychological health; SOCIL, social

relationship; ENVIR, environment; QOL, quality of life; WHOQOL-BREF, World Health Organization Quality of Life Scale Brief.
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The cause of the difference inQOLmay be the lack of research

directly comparing MDD and BD in terms of symptoms

related to depression and anxiety. However, these are specula-

tions; future studies exploring the impact of personality as well

as culture on QOL of different mood disorders are warranted.

Studies have reported that patients with BD cause more severe

functional disability than does MDD.27,39–41

Self-evaluation in terms of overall QOL (total scores in

Table 1) yielded lower scores for patients with MDD or BD.

The results presented above indicate that individuals with

euthymic mood disorders continue to struggle with activities

of daily life. It is therefore necessary to improve QOL, espe-

cially on physical and psychological domains, among patients

with unipolar depression who are currently in remission.

Interestingly, though the RBANS score in patients with

euthymic MDD or BD was lower than the individuals without

mental diseases, the difference was not significant statistically

except for the delayed memory in correlation analyses of the

present study. Attention deficits did reduce the psychological

satisfaction of patients with BD in remission, as did Dword

time on the SCT for the ENVIR. These results do not com-

pletely accord with the views of the previous studies which

showed that patients with mood disorders in remission suffer

from cognitive deficits which was negatively correlated with

QOL.42–44 While it was in agreement with the figures in

Chinese, explaining the nonsignificant association between

cognitive deficits and QOL on account to the distress/protec-

tion model of QOL,33,45 which considered that QOL is

a product of a manual effect of protective and distressing

factors. The effects of non-pharmacological treatments such

as repetitive transcranial magnetic stimulation (rTMS) may be

considered as a promising tool for the enhancement of

cognition.46

Several limitations have to be addressed. Due caution

is necessary to draw conclusions. First, this was a cross-

sectional descriptive study, as are most investigations of

QOL. To be included in the study, patients had HAMD-17

score≤7 and YMRS score≤6 at intake. However, the

Table 2 Correlations between sociodemographic, clinical characteristics, and neurocognitive functions, and WHOQL-

BREF domain scores in euthymic MDD and BD patients

Patients (n=49) QOL domains

Physical Psychological Social Environmental

MDD BD MDD BD MDD BD MDD BD

Gender 0.233 −0.108 0.245 −0.089 0.383** 0.093 0.237 0.053

Age 0.217 −0.149 0.280 −0.146 0.478** −0.306* 0.149 −0.167

Marital status −0.344* −0.007 −0.397** 0.088 −0.440** 0.060 −0.349** 0.010

Education −0.268 −0.098 −0.208 −0.236 0.299* −0.136 0.068 −0.037

Duration of illness −0.193 −0.105 −0.179 0.000 −0.127 −0.163 −0.024 −0.165

Age at onset 0.354* −0.097 0.400** −0.163 0.549** −0.218 0.169 −0.061

Recurrence times −0.134 −0.278* −0.200 −0.309* −0.008 −0.166 −0.006 −0.314*

HAMD total score −0.543** −0.179 −0.514** −0.312* −0.549** −0.232 −0.464** −0.073

HAMA total score −0.378** −0.239 −0.283 −0.260* −0.291* −0.173 −0.416** −0.039

YMRS total score −0.270 0.151 −0.149 0.172 −0.215 0.145 −0.261 0.131

RBANS total score −0.198 −0.032 −0.089 −0.202 −0.005 −0.226 0.062 −0.019

Attention 0.069 −0.020 0.043 −0.268* −0.024 −0.123 0.139 −0.257

Language −0.072 0.053 0.059 0.077 −0.002 0.002 0.092 0.092

Visuospatial −0.257 −0.101 −0.104 −0.054 −0.117 −0.236 −0.005 −0.049

Immediate memory −0.259 −0.010 −0.198 −0.052 −0.070 −0.149 0.022 0.086

Delayed memory −0.144 0.076 −0.100 −0.104 0.111 −0.076 0.044 0.060

SCT

Sword time 0.191 −0.042 0.088 0.030 0.095 0.054 −0.011 −0.032

Scolour time 0.012 0.238 0.006 0.259 −0.031 0.145 −0.184 0.106

Dword time 0.247 −0.151 0.217 −0.193 0.286 −0.139 0.068 −0.267*

Dcolour time −0.004 0.226 −0.092 0.175 0.105 0.100 −0.089 0.064

Notes: *Correlation is significant at the 0.05 level (2-tailed). **Correlation is significant at the 0.01 level (2-tailed).

Abbreviations: QOL, quality of life; HAMD, Hamilton Depression Rating Scale; HAMA, Hamilton Anxiety Rating Scale; YMRS, Young Mania Rating Scale; RBANS, repeated

neuropsychologicalassessment scale; SCT, Stroop Color Test; WHOQOL-BREF, World Health Organization Quality of Life Scale Brief.
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possibility of fluctuations in subsyndromal symptoms dur-

ing the euthymic period may not be excluded. The sub-

syndromal symptoms may impact on the WHOQOL-

BREF domain scores differently. Because both the MDD

and BD are chronic illness with not only multiple episodes

but also fluctuating residual symptoms, it will be vital to

conduct respective survey to assess QOL over extended

periods. Second, the sample size is relatively small, which

might have decreased statistical power. A larger sample

size would have allowed the use of more complex

regression models to explore the impact of a wider range

of clinical and psychological factors on QOL.

Additionally, we recruited the patients with euthymic BD

I only, and the data between subtypes of BD were insuffi-

cient. Third, the data of socio-demographic, clinical infor-

mation were gathered by recalling assessment and may,

thus, be distorted by memory. The results of cognitive

testing were assessed by a single rater. Different aspects

of the assessment should have been implemented by dif-

ferent researchers blind to each other ideally.

Table 3 The multivariate regression analysis of influential factors on the life qualities of patients with MDD patients

Dependent variable Independent
variable

Coefficient Standardized
coefficient

t p

Physical (R1=0.428, F=8.044, P<0.001) Marital status 0.863 −0.222 −1.798 0.079

Age at onset 0.038 0.186 1.477 0.147

HAMD total** −0.401 −0.404 −3.075 0.004

HAMA total −0.089 −0.188 −1.459 0.152

Psychological (R1=0.421, F=10.650 P<0.001) marital status* −1.092 −0.272 −2.221 0.032

Age at onset 0.045 0.213 1.708 0.095

HAMD total** −0.458 −0.448 −3.824 ≤0.001

Social (R1=0.600, F=8.583, P<0.001) Gender 1.058 0.202 1.745 0.089

Age 0.043 0.165 1.020 0.314

Marital status −0.936 −0.207 −1.895 0.065

Education −0.036 −0.047 −0.427 0.672

Age at onset 0.046 0.195 1.152 0.256

HAMD total** −0.478 −0.415 −3.484 0.001

HAMA total −0.006 −0.011 −0.085 0.932

Environmental (R1=0.378, F=8.920, P<0.001) marital status** −1.226 −0.329 −2.758 0.008

HAMD tota* −0.304 −0.320 −2.411 0.020

HAMA total −0.120 −0.0265 −2.004 0.051

Notes: *Analysis is significant at the 0.05 level (2-tailed). **Analysis is significant at the 0.01 level (2-tailed).

Abbreviations: MDD, major depressive disorder; HAMA, Hamilton Anxiety Rating Scale; HAMD, Hamilton Depression Rating Scale.

Table 4 The multivariate regression analysis of influential factors on the life qualities of patients with BD patients

Dependent variable Independent variable Coefficient Standardized coefficient t p

Physical (R1=0.027, F=1.590, P=0.212) Recurrence times −0.030 −0.165 −1.261 0.212

Psychological (R1=0.236, F=4.025, P=0.006) Recurrence times −0.034 −0.184 −1.504 0.139

HAMD total −0.308 −0.257 −1.542 0.129

HAMA total −0.129 −0.155 −0.934 0.354

Attention* −0.042 −0.250 −2.054 0.045

Social (R1=0.094, F=5.893, P=0.018) Age* −0.078 −0.306 −2.428 0.018

Environmental (R1=0.072, F=2.059, P=0.138) Recurrence times −0.005 −0.028 −0.188 0.851

Dword time −0.077 −0.256 −1.752 0.086

Notes: *Analysis is significant at the 0.05 level (2-tailed).

Abbreviations: BD, bipolar disorder; HAMA, Hamilton Anxiety Rating Scale; HAMD, Hamilton Depression Rating Scale.
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Conclusion
In summary, poorer satisfaction with QOL does persist in

patients with MDD and BD even in remission, suggesting

that keeping a finger on the pulse of developments in QOL

enhancement will likely be important for clinicians treat-

ing either for MDD or BD. During remission period, the

QOL of patients with MDD is significantly poorer than

that of BD, which was correlated with depressive and

anxiety symptoms, suggesting that syndrome recovery

does necessarily result in QOL comparable to that of

healthy individuals. It is indicated the importance of

QOL assessment on mood disorder patients in both clinical

practice and research. Efforts to treat residual symptoms

and cognitive impairment may enhance QOL in both

MDD and BD patients.

More studies with larger sample sizes are needed to

examine the effect of demographic and clinical variables

that could account for poor QOL in euthymic patients with

mood disorders and compare the relationship and difference

of QOL and cognitive function between MDD and BD.

Additional studies will be necessary to confirm the findings

reported above. Such efforts may contribute to the identifica-

tion of patients who may require interventions aimed at

management of QOL and rehabilitation of cognitive func-

tion. In the future, research into this vital area and as clinical

trials are designed and new instruments developed. We sug-

gest an emphasis not just on symptom severity and functional

status but also on QOL as measured by the patient’s self-

reported level of satisfaction and perceptions. Maybe finding

the inherent laws of QOL and mood disorders would provide

us a new way to identify the recurrence of mood disorders.
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