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INTRODUCTION
Bipolar affective disorder (BPAD) is characterized by repeated (i.e. at 
least two) episodes in which the patient's mood and activity levels are 
signicantly disturbed, this disturbance consisting on some occasions 
of an elevation of mood and increased energy and activity (mania or 
hypomania), and on others of a lowering of mood and decreased 
energy and activity (depression). In this disorder, the fundamental 
disturbance is a change in mood or affect, usually to depression or to 
elation. This mood change is normally accompanied by a change in the 
overall level of activity, and most other symptoms are either secondary 
to, or easily understood in the context of, such changes. 

1Characteristically, recovery is usually complete between episodes.

During the periods of complete recovery or remission the mood state is 
sometimes described by the term “euthymia” The origin of word 
euthymia is from Greek. In Greek, the prex eu- means "good or well," 
while –thymia is derived from the Greek word "thymus," meaning 
"mind." Meaning that a person in a euthymic state is in a good state of 

2mind.

Remission is dened as Hamilton Depression Rating Scale (HDRS) 
scores <8 and Young Mania Rating Scale(YMRS) score <6 maintained 

3over a period of 8 weeks.

Prevalence Of Bipolar Affective Disorder
According to national mental health survey of India 2015-16 the 
overall weighted prevalence of bipolar affective disorder is 0.3% for 
current and 0.5% for lifetime experience. Males had a slightly higher 
rate for current prevalence of bipolar affective disorder (0.3%) when 
compared to females (0.2%). Among various age groups and residence 
categories, those in the 40-49 (0.4 %) and urban metro residents (0.7%) 
had a higher prevalence for current experience of bipolar affective 

4disorder.

Despite having an episodic course, The world health organization 
labelled bipolar affective disorder as one of the 10 main causes of 

5disability.  Even when asymptomatic, persons with BPAD report QoL 
6below normative levels.

Schizophrenia
Among the various mental illnesses Schizophrenia has been described 
since early times with varying descriptions and explanations for the 
cause of illness. People with schizophrenia were described to be 
outcasts in society; they suffered from signicant stigma related to 
theillness. They were doomed to a life of illness, nancial disability, 
neglect and isolation in the community, thereby never having what we 
would describe as a good quality of life.

The concept of schizophrenia evolved from Kraeplins 'Dementia 
praecox to its current status in the DSM –5 and ICD – 10 and the future 
ICD-11. Schizophrenia, however emerged as a medical condition 

th 7worthy of research and management only in the 18 century.

The subtypes of schizophrenia described are
paranoid, hebephrenic, catatonic, undifferentiated, post-schizophrenic 
depression, residual, simple, other and unspecied schizophrenia.The 
classication of the course is divided into the following – continuous, 
episodic with progressive decit, episodic with stable decit, episodic 
remittent, incomplete remission, complete remission, other and 

8course uncertain, period of observation tooshort.

Remission in schizophrenia was dened using PANSS SCORE less 
than or equal to 3. For dening operational criteria of remission, an 
expert working group reviewed available denitions and assessment 
instruments to provide a conceptual framework for symptomatic, 
functional and cognitive domains in schizophrenia as they relate to 
remission of illness. Given the long term course and intrinsic character 
of schizophrenia, the working group consensus dened a period of 6 
months as a minimum time threshold during which aforementioned 

9,10symptom severity must be maintained to achieve remission.

Prevalence Of Schizophrenia
According to National mental health survey 2015-16, the lifetime 
prevalence for schizophrenia is 1.4% and current is 0.5%.

The rates among males was slightly higher than those among females 
(0.5% in males v/s 0.4% in females).

Compared to other age groups, 40-49 age groups (0.6%) had a higher 
prevalence for current experience of schizophrenia and other 
psychotic disorders. The rate for current experience was higher for 

4urban metro residents (0.7%) than for others.

It is a disabling illness which is associated with relapses and increased 
11 number of hospitalization. The economic implications of the disease 

extend beyond the use of health and personal social services to its 
morbidity and mortality implications as well as its impact on the 
quality of life of patients and their families. Many people with 
schizophrenia experience stigma caused by other people's knowledge, 
attitudes, and behavior; this can lead to impoverishment, social 

12marginalization, and low quality of life.

In treating and managing Schizophrenia, clinicians often focus on 
treating psychotic symptoms and ignore factors that are directly related 
to quality of life and prognosis of disease. Evaluation of patient's 
quality of life can help a lot in improving quality of care in 

13Schizophrenic patients.

However with the advent of antipsychotic medication symptoms of 
illness were beginning to get under control and the focus shifted to the 
reintegration of such individuals into society. Along with this, interest 
grew in other aspects of the individual's life such as the patient's own 
perceptions of the illness and the quality of their life in the background 

14of a disabling, stigmatizing and chronicillness.

Background: In the past, the rst goal of bipolar disorder treatment was the reduction of symptoms of mania or 
depression, rather than the recovery of social functioning. Recently, as a result of an increased emphasis on patient needs, 

the concept of quality of life (QoL) has been brought into the treatment of physical illnesses. Subjects and methods: The purpose of the present 
study was to examine QoL data in patients with bipolar disorder in clinical remission and to determine the extent of the effects of demographic and 
clinical data on QoL in these patients. The second aim was to compare the QoL data of these patients to that of patients with schizophrenia in 
clinical remission and to that of healthy controls. Data were obtained using who quality of life for 54 bipolar patients in clinical remission. The 
data were then compared with the data of 60 schizophrenic patients in clinical remission and with 118  healthy controls.
Results: There were higher mean scores in who quality of life scales in the bipolar patients than in the schizophrenic patients. There were higher 
mean scores in the bipolar patients in some summary scales than in the healthy controls. 
Conclusions: Our results suggest the same or higher subjective QoL in bipolar patients in clinical remission in comparison with healthy controls 
and higher subjective QoL in bipolar patients in clinical remission than in schizophrenic patients in clinical remission.
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Quality of life (QOL)
Quality of life has emerged as the ideal of modern medicine viewed 
from a biopsy chosocial perspective. The concept has been 
increasingly used as an important attribute in patient care and clinical 
studies as well as the basis in many health economic evaluations.
The World Health Organization has described QoL as

"individuals' perception of their position in life in the context of the 
culture and value systems in which they live and in relation to their 

15goals, expectations, standards and concerns”

QoL is a multidimensional concept that emphasizes an individual's 
satisfaction with all aspects of life and includes physical, social, 

16environmental, and psychological well-being.

In BPAD QoL of patients is more impaired during depressive than 
17 manic or hypomanic episodes. When measured subjectively QoL in 

bipolar disorder is lower than that found in depressive disorders, 
18anxiety disorders, schizophrenia. . Various factors contributing to 

19 20poor QoLinclude prolonged illness duration , young age of onset , 
21 22 23 history of suicide attempts , poor insight , high nicotine dependence

24 25absence of a social support system , comorbid alcohol dependence , 
26comorbid anxiety disorders , numerous previous depressive 

27,28 29episodes and an extended undiagnosed period . Residual 
30depressive symptoms are also associated with poor QoL.  Despite full 

recovery more than one third patients of bipolar affective disorder 
31experience poor or very poor life satisfaction , which lead the 

researchers to explore various variables related to QoL.

In Schizophrenia QOL of patients is affected by race, educational and 
occupational status, marital status, whom the patient is living with , 
homelessness, having children or not, severity of symptoms, 

32,33hospitalization, pharmacotherapy and duration of stay.

AIM AND OBJECTIVES
AIM: To compare quality of life among normal controls, bipolar 
affective disorder and schizophrenia patients during remission in 
Udaipur region”.

OBJECTIVES:
1. To assess quality of life in bipolar affective disorder patients in 
remission.
2. To assess quality of life in schizophrenia patients in remission.
3. To compare quality of life in normal controls, bipolar affective 
disorder and schizophrenia patients in remission.

MATERIAL AND METHODS
1. Research Setting
This study was conducted in Department of Psychiaty in tertiary care 
center in north india.

2. Study Population:
There were three groups:

Case Group:
There were two case groups. Subjects were recruited from psychiatry 
department visiting for follow up and were already diagnosed cases of 
bipolar affective disorder or schizophrenia according to ICD-10 
criteria, having adequate past treatment record and full-lling the 
inclusion and exclusion criteria.

Control Group:
Age matched normal controls without a family history of 
schizophrenia and bipolar affective disorder accompanying the patient 
but not blood relative or family members and those visiting hospital for 
other purposes.

3. Duration Of Study
One year

4. Study Design:
A comparative cross sectional observational study.

Inclusion Criteria:
1. The patient/control who gave informed consent.
2. The patient who were in remission.
3. Age of patient /control was between 18-60 years.
4. Patient/control was literate enough to understand the purpose and to 
take part in this study.

Exclusion Criteria-
1. Patients/control who did not consent
2. Age of patient was less than 18 or more than 60 years.
3. Patients suffering from any other neurological disorders or co- 
morbid psychiatric disorder as per detailed clinical history, 
examination and routine investigation.
4. Illiterate
5. Patients who did not have adequate past record.

Selection Criteria For Controls:
1. Were free from any lifetime personal history of psychiatric disorder 
or chronic medical illnesses.
2. Age 18-60 years, either sex.
3. Had no family history (rst degree relative) of any Axis I disorder or 
bipolar spectrum disorder or schizophrenia.
4. Literate enough to understand questionnaires.
5. Willing to participate in the study.

OBSERVATIONS
A total of 133 patients were approached for the study. Out of which 11 
patients did not consent due to various reasons and 8 were excluded as 
they did not meet the inclusion criteria. The remaining 114 patients 
participated in the study, out of which 60 were schizophrenia patients 
group and 54 were BPAD patients group.

For selecting the control group we approached 143 subjects , out of 
which 25 were excluded as few refused and few did not meet the 
inclusion criteria , 118 subjects participated in the study as control 
group.

Quality Of Life Scores
Table 1. Comparison Of Cases And Controls

Fig.7: Quality Of Life Scores

Quality of life scores were highest for control group followed by 
BPAD patients group and lowest for schizophrenia patient group in all 
four domains.

On post hoc analysis the difference in mean scores of the three groups 
was found to be statistically signicant in all domains , except in social 
health domain where difference between mean scores was statistically 
signicant between the control and schizophrenia group but not 
statistically signicant between control and bipolar group(p= 0.177).

Table 2. Correlation In Schizophrenia

Volume - 11 | Issue - 11 | November - 2021 |  . PRINT ISSN No 2249 - 555X | DOI : 10.36106/ijar

Quality of life 
domains

Transformed score P value
Control Schizophrenia BPAD

Physical health 68.37±14.14 48.87±15.32 62.31±14.98 0.000
Psychological 
health

68.35±15.19 52.58±17.00 62.87±16.10 0.000

Social 
relationship

72.56±15.91 55.12±17.57 68.69±20.12 0.000

Environmental 
health

66.24±14.97 49.83±14.25 60.22±12.99 0.000

Quality of life domains Age at onset Total duration of illness
Physical health 0.403** -0.202
Psychological health 0.494** -0.115
Social relationship 0.359** -0.085
Environmental health 0.449** -0.120



** Correlation is signicant at 0.01 level.

Age at onset for schizophrenia patients is signicantly positively 
correlated with all four domains of quality of life.

Total duration of illness is negatively correlated with all four domains 
of quality of life but this correlation is statistically not signicant.

Table 3. Correlation Of BPAD Variables With Domains Of Quality 
Of Life

** Correlation is signicant at 0.01 level.
* Correlation is signicant at 0.05 level.

Age at onset was positively correlated with QOL with statistically 
signicant correlation in social domain.

Total duration of illness was negatively correlated with QOL with 
statistically signicant correlation in environmental domain.

Total number of episodes was negatively correlated with QOL with 
statistically signicant correlation in all four domain.

Total number of manic episodes was negatively correlated with QOL 
with statistically signicant correlation in psychological domain.

Total number of depressive episodes was negatively correlated with 
QOL with statistically signicant correlation in all four domain.

DISCUSSION
The present study included 60 patients with diagnosis of schizophrenia 
in remission, 54 patients with diagnosis of bipolar affective disorder 
(BPAD) in remission, to nd out quality of life and to compare it with 
each other as well as with 118 age matched normal controls in Udaipur 
region.

Sociodemographic Characteristics Of Control Subjects And 
Patient Groups:
Out of 118 control subjects, 69 were male (58.5%) and 49 were females 
(41.5%).

Out of 60 schizophrenia patients, males and females were 46(76.7%) 
and 14 (23.3%) respectively.

Out of 54 BPAD patients, males and females were 36(66.7) and 18 
(33.3%) respectively.

A clear male preponderance in distribution is probably a reection of 
India being a male dominated society where majority of them are sole 
bread earning person. Illness of males affect the entire family. 

52Probably this leads to more treatment seeking in males than females.

Mean age was 37.75, 37.53, 34.59 for control, schizophrenia and 
BPAD patients respectively and the difference was not statistically 
signicant. Thus controls were age matched and age was eliminated as 
aconfounding factor between the groups in determining quality of life.

Religion distribution was predominated by Hindus, 96.6% among 
control subject, 93.3% among schizophrenic patients, 96.3 % among 
BPAD patients. This was probably due to Muslims being a minority 

53population.

Marital status of most of the participants was married, 86.4 %, 41.7%, 
66.7% in control subjects, schizophrenia and bipolar patients 
respectively.

Regional distribution came out to be variable in the three groups. 

Control subjects were mostly from rural background(96.6%), while 
schizophrenia patients were mainly from urban areas(65%) probably 
owing to more awareness about medical treatment while more 
prevalence of faith healing practises in rural areas for treatment of 
psychotic illness like schizophrenia, although among BPAD patients 
the distribution was nearly equal (55.6% rural and 44.4% urban).

Most participants were from nuclear families (85.6% in control group, 
78.3% in schizophrenia group and 61% in BPAD group) of lower 
middle socio economic class (50%, 60% and 44.4% in control, 
schizophrenia and BPAD group respectively) and literate, illiterate 
were not included in the study due to self- administered nature of scale.
These nding of socio-demographic prole of sample were similar to 
another study in Rajasthan (RK Solanki, Paramjeet Singh, 

512008) although family type of most patients was joint family in their 
study. This might be reecting the changing propensity towards 
nuclear families over the last decade.

Comparison Of Quality Of Life
The mean values for QOL scores in physical domain were 
68.37±14.14, 62.31±14.98, 48.87±15.32 for control, BPAD, 
schizophrenia group respectively. In psychological domains sores 
w e r e  6 8 . 3 5 ± 1 5 . 1 9 ,  6 2 . 8 7 ± 1 6 . 1 0 ,  5 2 . 5 8 ± 1 7 . 0 0  f o r 
control, BPAD, schizophrenia group respectively. Social domain 
scores were 72.56±15.91, 68.69±20.12, 55.12±17.57 for 
control, BPAD, schizophrenia group respectively.

Environmental domains scores were 66.24±14.97, 60.22±12.99, 
49.83±14.25 for control, BPAD, schizophrenia group respectively. 
These results showed that mean QOL scores were in the order of 
highest to lowest for control group then BPAD and least for 
schizophrenia. These nding were similar to previous studies by Lee et 
al, 2017; V.V. Dias et al, 2008; Cheng- Fang Yen et al, 2008 ; Hofer A 

36,38,41,43,44et al. (2007) - Akvardar Y et al, 2006.  All these studies 
reported QOL scores to be in the similar sequence i.e. worst for 
schizophrenia patients, intermediated for BPAD and highest for 

35 control group. The study conducted by S. Brissos et al 2008 also 
reported similar results although the difference was not signicant 

39 between the two patientgroups. The study by Chand et al (2004)
reported comparable QOL for remitted bipolar patients with normal 
controls.

34This nding in our study is contrary to Klatalova et al, 2011  who 
reported similar or better QOL in BPAD patients than control group. 
They discussed it as because fewer of the bipolar patients were 
employed than the healthy controls. They speculated that the higher 
QLES-Q scores can be explained psychologically by a higher 
satisfaction in remission and the fact of having a job despite a serious 
disorder for the 15 employed bipolar patients, or the fact of having 
social insurance benets without the stress of unemployment and with 
a lot of free time in the other 26 patients. The healthy unemployed 

34controls are under stress from looking for a job.

The difference in mean Quality of life in physical, psychological and 
environmental domain (except social domain) for controls, 
schizophrenia and BPAD was statistically signicant (p<0.05) as 
found out through Post Hoc Tests.

The mean QOL in social domain was in lowest to highest order for 
schizophrenia, BPAD, control group. The difference was statistically 
signicant between schizophrenia and other two groups but not 
signicant between BPAD and control. This was contrary to other 

41 44 studies Lee et al (2017) ; V.V. Dias et al. (2008) which reported 
statisticallysignicant low mean QOL in social domain for BPAD 
patients as compared to normal controls.

Quality Of Life And Its Correlates In Schizophrenia Patients
The mean of QOL in all four domain was higher for male patients than 
female patients of schizophrenia in remission although the difference 

46was not statistically signicant, similar to MHS Mahmud, 2015  
study. In contrast to our study, the study by Nishi Suchita Kujur, 

49 Rajeev Kumar, 2010 reported statistically signicant higher WHO-
QOL scores in males than females. Probable reason for not signicant 
difference in QOL of males and females may be that in our study the 
sample was from a government institute where most of the drugs are 
provided free of cost which probably encourages treatment seeking 
behaviour and equal treatment opportunities irrespective of the gender. 
Another cause may be attributed to rise in women equality as well as 
awareness about psychiatric illness in the last decade.
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Domains of 
QOL

Age at 
onset

Total 
duration 
of illness

Total no. 
of 
episodes

Total 
manic 
episodes

Total 
depressiv
e episodes

Physical 
health

0.011 -0.238 -0.404** -0.233 -0.467**

Psychologic
al health

0.023 -0.223 -0.352** -0.321* -0.436**

Social 
relationship

0.297* -0.053 -0.373** -0.168 -0.287*

Environmen
tal health

0.007 -0.376** -0.320* -0.241 -0.320*



The marital status of patients of schizophrenia was observed to affect 
the QOL in all four domains.

Highest scores were obtained for married and lowest for divorced or 
separated with statistically signicant difference, similar to MHS 

46 51Mahmud, 2015 , RK Solanki, Paramjeet Singh (2008) . They 
explained it as patients never married or separated and divorced 
mayreect their decits when interacting and coping with their social 

51and physical environment and complexity of modern society.

The mean QOL in all four domains was lower for rural locality and 
lower socio economic classes patients than urban and higher socio 
economic classes but the difference was not signicant as found in 

48study by V. Adomaitiene (2010).

The observed results could not nd signicant difference in QOL 
scores based on the type of family, whether nuclear or joint.

Presence of a positive family history indicated a lower QOL but 
difference was not signicant.

In our study we observed that the patients with positive symptoms at 
illness onset reported signicantly higher scores for QOL 
(52.94±14.08 v/s 34.15±9.98 in physical ; 56.45±16.73 v/s 38.62±8.82 
in psychological ; 59.06±17.39 v/s 40.85±8.81 in social ; 53.77±13.15 
v/s35.62±7.51 in environmental health) than those with negative 
symptoms in all four domains. Similar ndings were concluded by the 

51 study by RK Solanki, Paramjeet Singh, 2008 and Narvaez JM et al 
50(2008).

This observation reafrms the conclusion made in the study by Zouari 
47et al (2012)  that management of schizophrenic patients should go 

beyond the remission of the symptoms; it has also to target the 
improvement in QOL. This needs an action over the factors that affect 
theQOL, among which are residual symptoms and side effects. The 
atypical antipsychotics would contribute preciously in this way, due to 
their efcacy on negative symptoms and their better tolerance than the 

47conventional ones.

In our study sample of sixty schizophrenia patients in remission, two 
patients accepted of having history of suicide attempt. The scores of 
QOL were lower for both of them than the rest of the patients but 
difference was not signicant.

The observed correlation between total duration of illness was 
negative with QOL in all four domains, implying that quality of life 
decreases with increasing duration of illness but the correlation was 
not signicant. This nding is similar to the study by RK Solanki, 

51Paramjeet Singh (2008).

Age at onset of illness was signicantly positively correlated with 
quality of life in all four domains, suggesting that younger the age of 
patient at onset of illness, poorer is the quality of life. These similar 

36 observations were made by Yu-Chen Kao and Yia-Ping Liu (2010)
that patients with an early onset of schizophrenia were likely to have 
worse QOL than those with adult onset. It is a predictor of 
unfavourable prognosis, more severity, higher rate of chronicity and 

54,55 more impairment in cognitive performance. As it can be understood 
that onset atyounger age interferes with the attainment of education, 
stable career and strong social relationship like marriage hence 
impairing QOL.

Total duration of illness was found to be negatively correlated with 
mean scores of QOL, which means that QOL decreases with increasing 
duration of illness.

Quality Of Life And Its Correlates In BPAD Patients
The mean QOL between male and female patients of BPAD in 
remission was not signicantly different in all four domains of QOL. 
Though the males have slightly higher mean than females in physical 
and psychological domains, while females have higher mean value for 
social domain than males. The mean for environmental domain came 

40out to be equal for males and females, while LG Sylvia et al (2017)  
reported lower QOL for females.

The observation of impact of marital status on domains of QOL in 
BPAD patients revealed that single person scored a higher mean value 
in all four domains and difference was signicant on physical and 
psychological domains. The probable reason may be that in our sample 

of BPAD group the mean age of married was 35.5 years while that of 
unmarried patients was 25.46 years, implying that due to younger age, 
less responsibilities and social obligations the unmarried patients 
reported better quality of life than married ones. LG Sylvia et al 

40 (2017) also reported similar observations.Locality and family type 
did not signicantly affect mean QOL signicantly though social 
domain scores were higher for urban locality patient. Those living in 
joint families had slightly higher mean values for physical, 
psychological and environmental domains.

QOL varied across the different socioeconomic class. In our study we 
could observe signicant difference in psychological and 
environmental domains among different classes (67.17±16.32, 
66.17±14.00, 55.61±16.94 for upper middle, lower middle and upper 
lower respectively for psychological domain; 63.67±12.08, 
62.96±11.55, 54.28±13.96 for upper middle, lower middle and upper 
lower respectively for environmental domain) while physical and 
social domain scores were not signicantly different. The ndings 

42were similar to the study by Thomas et al (2016).

Among the illness related variables, total duration of illness is 
negatively correlated to scores in all four domains with high 
signicance in environmental domain (-0.238 in physical, -0.223 in 
psychological, -0.053 in social, -0.376** in environmental health). 
This means that as the duration of illness increases quality of life 
decreases in all domains and signicantly in environmental domain.

We also observed that QOL scores were negatively correlated with 
total number of episodes (-0.404** in physical, -0.352** in 
psychological, -0.373** in social and-0.320*in environmental 
domain) as the number ofepisodes increased QOL decreased. This 
correlation was signicant for environmental domain and highly 
signicant for all three other domains.

Correlation with number of manic episodes was also negative with 
signicance in psychological domain (-0.233, -0.321*, -0.168, -0.241 
in physical, psychological, social and environmental domain 
respectively).

Depressive episodes were also negatively correlated with QOL with 
high signicance in physical and psychological domains and 
signicant in social and environmental domains (-0.467**,-0.436**,- 

420.287*,-0.320* respectively). Study by Thomas et al  found no 
signicant relation between number of total/ manic/ hypomanic/ 
depressive episodes, and QOL scores.

Both schizophrenia and bipolar disorder being chronic mental 
illnesses, present with a persistent need for perpetual treatment which 
goes beyond remission, action over residual symptoms, side effects of 
drugs. Attention towards these factors for the improvement of quality 
of life would expedite the process of integration of these individuals in 
to the community & make an effective living.

CONCLUSIONS
Following conclusions can be made :
1. The quality of life of schizophrenia patients is low as compared to 
normal controls, even during remission
2. The quality of life of bipolar affective disorder patients even during 
euthymic state is low as compared to normal controls.
3. The quality of life of schizophrenia patients in remission is low as 
compared to bipolar affective disorder patients in remission.
4. All four domains of quality of life i.e. physical, psychological, social 
and environmental demonstrated impairment for schizophrenia 
patients in remission in comparison with normal controls.
5. All four domains of quality of life i.e. physical, psychological, social 
and environmental demonstrated impairment for bipolar affective 
disorder patients in remission in comparison with normal controls, 
although impairment in social domain was not signicant.

In the era of shift in focus from the treatment and management 
strategies towards the improvement in quality of life and functioning 
capacity of the individual, this study emphasizes the need for 
improvement in quality of life of the patients with mental illnesses 
even after the prolonged periods of remission.

LIMITATIONS
Sample size was small. Most of the previous studies have included 
small sample as in the present study. So further studies with larger 
sample size are needed.
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Scale used was a subjective scale so illiterate population could not be 
included in the study.

Scales were rated by the patient which could lead to bias in the study.

Samples were collected at one centre only, so it is difcult to establish 
the generalizability of the ndings.

The participants were on maintenance treatment so side effect of drugs 
may have altered the responses.

This is a cross sectional study where data regarding quality of life in 
patients was obtained at a single point of time. But quality of life is a 
dynamic construct that changes from time to time depending on 
various factors of day to day life.

This is a cross sectional study where data regarding quality of life in 
patients was obtained at a single point of time. But quality of life is a 
dynamic construct that changes from time to time depending on 
various factors of day to day life.
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