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Abstract

Background: The purpose of the study was to investigate and compare the family function and quality of life in patients with
schizophrenia and bipolar spectrum disorders.
Methods: A sample included 52 patients with schizophrenia and 58 patients with bipolar spectrum disorders that referred to Sa-
hamie hospital were selected through convenience sampling method. They were asked to answer the family assessment device and
quality of life questionnaire. Data were analyzed by independent t-test statistics in SPSS.
Results: Results showed that the two groups have no significant difference in family function and quality of life. Patients with
schizophrenia spectrum disorders obtained the lowest score in the behavioral control and roles subscales of FAD and patients with
bipolar spectrum disorders obtained the lowest score in the behavioral control and problem solving of it. Additionally, patients
with schizophrenia spectrum obtained the lowest score in the physical and social relations dimensions of quality of life inventory.
The ones with bipolar spectrum obtained the lowest score in the social relations, physical, and psychological dimensions of it.
Conclusions: These findings confirm the results of previous studies that showed patients with schizophrenia and bipolar spec-
trum disorder had family dysfunction and bad quality of life. It is important to pay attention to these factors during assessment,
measurement, and implementation of treatment strategies.
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1. Background

Over the past few decades, attention has been paid
to family functioning and quality of life in patients with
psychiatric disorders, including chronic disorders such as
schizophrenia and bipolar spectrum disorders.

Major research in this field emphasizes that poor fam-
ily functioning and low quality of life can play a very impor-
tant role in the emergence, continuation, and intensifica-
tion of symptoms of various psychiatric disorders. For ex-
ample, research has shown that high levels of excitement
expressing (high criticism / high emotional involvement)
in families of patients with depression, schizophrenia, and
bipolar disorder are associated with a possibility of relapse
and frequent hospitalization in these patients (1, 2). Other
researches also indicated that the disordered function of
the family of patients with psychotic and bipolar disorders
is related to high frequent recurrence (3-5).

Unal et al., showed that in general, the families of pa-
tients with schizophrenia has a low level of function and
in the subscales of communication and behavioral control
(6). In a comparative study on three groups including pa-
tients with chronic psychiatric disorders (schizophrenia
and bipolar disorder), patients with the first psychotic at-
tack, and healthy group, findings showed that low family
solidarity, non-flexibility, and psychological disturbances
in the family of chronic patients and patients who were in
their first period of psychosis were higher than the healthy
group. In addition, the family of patients with chronic dis-
orders also had higher scores than those who were in the
first period of psychosis in these variables (7).

In the case of bipolar patients, studies have shown that
families of these patients have poor performance in many
aspects of the family function scale (8, 9). Research has
shown that the family of patients with bipolar disorder re-
ports less coherence and compatibility and more conflicts
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than healthy families (8-10). Like people with schizophre-
nia, these patients also have severe familial communica-
tion problems. However, people with bipolar disorder
are more active than those with schizophrenia who are
more verbally active and more likely to defend themselves
against criticism (11). Other research results also indicate
that family functioning in patients with mood disorders is
higher than that of the family functioning of patients with
schizophrenia (12, 13).

Quality of life is a concept that is directly related to
the function of family. The concept of quality of life is
not limited to the absence of disease, however, it includes
the concept of a person’s psychological, social, functional,
and spiritual well-being (14). Two studies showed that pa-
tients with bipolar disorders had significantly lower scores
in all aspects of the quality of life scale (SF-36) compared
to the normal population (15, 16). In a large sample of 1157
outpatients, Das and colleagues reported that patients di-
agnosed with bipolar disorder are more likely to achieve
lower scores in the subscales of physical and psychologi-
cal health of quality of life questionnaire than those who
did not get this diagnosis (17). A study also reported that
patients with bipolar disorder and schizophrenia had the
same low quality of life (15).

The meta-analysis of patients with schizophrenia sug-
gested that the positive and negative symptoms of the dis-
ease are correlated with low quality of life (18). The re-
sults of another study on schizophrenia showed that the
male gender, dismemberment or widening, low economic
status, economic dependence on others, life with parents,
long illness, low score on overall performance (GAF), high
score in the scale of positive and negative symptoms of
schizophrenia (PANSS), history of suicide attempt, comor-
bidity with depression and anxiety disorder, negative atti-
tude of the family towards the patient and treatment, and
absence from psychotropic sessions were among the fac-
tors that had correlations with low quality of life in these
patients (19).

On the other hand, it can be said that the relation-
ship between psychiatric disorders with family function-
ing and quality of life is a two-way relationship; having
a psychiatric disorder can automatically weaken family
functioning and reduce quality of life. For example, a re-
search showed that there was a significant relationship be-
tween the care burden of schizophrenic patients and care-
givers’ quality of life. Further analysis also showed that the
best predictor of high quality of life in the patient and his
family members is the level of patient care, social support,
and support for health and treatment (20).

In regards to the above, the study of family function
and quality of life of these patients can help us explain
the status of these patients in terms of functional or symp-

tomatic conditions and also degree of recovery or degrada-
tion in a more accurate manner. In this regard, the present
study was conducted to evaluate the family function and
quality of life in patients with schizophrenia and bipolar
disorders. These kinds of research designs have not been
done in Iran until now. Thus, doing that can be a very
helpful way to know more about the relationships of the
present research’s variables in the patients and families of
Iran.

2. Methods

The present study was a descriptive, comparative, and
cross-sectional study. The statistical population of this
study included all patients referring to the psychiatric
department of Sahamie Qom hospital who had one of
the two diagnosis of schizophrenia disorders (schizophre-
nia, schizotypal disorder, delusional disorder, schizophre-
nia, and schizoaffective) and bipolar spectrum disorders
(bipolar I disorder, bipolar II disorder, and periodic mood
disorder) by a psychiatrist and based on clinical inter-
views. Ethical committee code for this research was
IR.MUQ.REC.1394.116.

The sample size in this study was equal to the subjects
available within four months. During this period, 52 pa-
tients with one of the schizophrenia disorders and 58 pa-
tients with one of the bipolar spectrum disorders were se-
lected to shape a convenience sample.

The inclusion criteria were: at least fifth grade elemen-
tary education, full satisfaction for participation in the re-
search, the power of cooperation with the interviewer as
well as answering questions, and the status of the disease.
Exclusion criteria included: simultaneous diagnosis of a
medical disorder or substance abuse, inability to under-
stand the concepts of the questionnaire, the presence of
acute illness, and ECT in the past six months.

2.1. Instrument

In this research, the family assessment device (FAD)
was used to measure family functioning.

The purpose of this instrument is to measure family
performance based on the McMaster model, which deter-
mines the structural, occupational, and interactive char-
acteristics of the family. This scale evaluates six dimen-
sions of family function including roles, behavioral con-
trol, emotional association, problem solving, and emo-
tional attachment (21).

Researches indicate high validity and reliability of this
tool (21). In Iran, one research has measured the alpha co-
efficient of subscales of this tool from 0/72 to 0/92 (22).

A short version of the quality of life questionnaire is
used to measure the quality of in the last four weeks. The
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creator is the world health organization in cooperation
with 15 other international organizations in 1989.

The questionnaire has the following areas: physical
health, psychological health, social relationships, and life
environment. In the results reported by the creators the
Cronbach’s alpha coefficient, it was reported to be between
0.73 and 0.89 for the four subscales and the total scale.

The psychometric properties of the Persian form of this
questionnaire showed that the amounts for test-retest was
between 0.75 and 0.84 in a two-week period. In addition,
Cronbach’s alpha values and construct validity indices also
indicated that this instrument has been valid in an Iranian
population (23). The data were analyzed by t-test and SPSS-
20 software.

3. Results

The mean age and standard deviation in the group
of patients with schizophrenia disorders were 32.8 ± 13.8
and in the group of patients with bipolar disorder were
28.9 ± 13.9. From the bipolar disorder patients, 21 (36.2%)
were female and 37 (8.63%) were male. In the group
of schizophrenic patients, 15 (28.8%) were female and 37
(71.2%) were male.

In the schizophrenia group 17 (32.7%) were single, 24
(46.2%) were married, and 10 (19.2%) were divorced. In the
bipolar group, 36 (62.1%) of the patients were single, 13
(23.4%) were married, and 6 (12.1%) were divorced.

In order to compare the two groups in terms of fam-
ily function and quality of life, independent sample t-test
statistics was used. Results are shown in the following Ta-
bles.

As Tables 1 and 2 show, there are no significant differ-
ences between the two sample groups in the sub-scales
and the total score of family function and quality of life
(P > 0.05). In addition, the analyses showed that patients
with schizophrenia spectrum disorders showed the most
disturbances in the behavioral control and roles of family
function scale while patients with bipolar disorder showed
the most disturbances in the behavioral control and prob-
lem solving subscales. The group of schizophrenic spec-
trum patients obtained the lowest scores in the physical
and social relationship dimensions of quality of life and
the bipolar spectrum group in the areas of physical, psy-
chological, and social relations.

4. Discussion

The purpose of this study was to evaluate and com-
pare family function and quality of life in patients with

schizophrenia and bipolar disorders. The confirmative re-
sults were congruent with previous research findings sug-
gesting poor family function and low quality of life in pa-
tients with these two spectra of chronic psychiatric disor-
ders (4, 6, 7, 15, 17, 19).

Role subscale in the FDA questionnaire determines
whether the family has defined appropriate behavior pat-
terns for family responsibilities and assignments or not.
Behavioral control also refers to ways in which the fam-
ily determines and maintains standards of behavior for
members (24). In the present study, the family of patients
with schizophrenia disorders had upset function in both
dimensions. The family of patients with bipolar spectrum
disorders also had dysfunctional performance in behav-
ioral and problem-solving dimensions.

It seems that the family of these patients have diffi-
culty in defining the role of each family member and doing
their family’s tasks properly and timely. In addition, the de-
velopment of chronic diseases such as schizophrenia and
bipolar disorder can lead to the displacement of roles in
the family structure of these patients, due to the severity
of symptoms and loss of family, occupational, social, and
economic. Furthermore, families of these patients are of-
ten not able to determine the standard behavioral patterns
and rules for management and administration of their
members, and even if a specific pattern of behavior or set
of rules are determined, there is no enforceable guarantee
that ultimately leads to disturbances in the structure and
function of the family as a whole.

One of the important functions of the family is the abil-
ity to solve the problem, which refers to the power of the
family to solve internal and external problems in a way
that preserves the effective family functioning (24). The
findings of the present study indicate that the family of
patients with bipolar spectrum disorders has difficulty in
solving problems, which is one of the main components
of family functioning. Along with this research, previous
research also confirms the impairment in the function of
problem solving and high conflict in the family of patients
with bipolar disorder (8, 10).

In this study, the results indicate low quality of life in
both groups of patients, which confirms the findings of
previous studies (15, 17). The analysis indicated low scores
in the areas of physical health and social relationships of
the schizophrenic patients group and physical, psycholog-
ical, and social health in the bipolar spectrum group. How-
ever, data on the quality of life components in these two
groups of patients is inconsistent. For example, one study
showed that in the quality of life scale of patients with
schizophrenia, the highest belonged to physical and envi-
ronmental health and the lowest score in the psycholog-
ical health component (25). Additionally, researchers in
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Table 1. Independent Sample t-Test Results to Compare Family Function in Two Sample Groups

Subscales of Family Function Sample Group (Spectrum) Mean ± SD Mean Difference t P Value df

Problem solving
Schizophrenia 17.13 ± 2.94

0.556 1.00 0.318 109
Bipolar 17.69 ± 2.89

Roles
Schizophrenia 27.09 ± 4.7

-0.649 -0.80 0.423 109
Bipolar 27.74 ± 3.7

Emotional companionship
Schizophrenia 22.28 ± 3.02

0.729 0.913 0.211 109
Bipolar 21.55 ± 3.06

Communication
Schizophrenia 18.65 ± 3.70

0.450 0.207 0.468 109
Bipolar 18.20 ± 2.78

Emotional bonding
Schizophrenia 21.82 ± 3.16

-0.342 0.993 0.556 109
Bipolar 22.16 ± 2.93

Behavioral control
Schizophrenia 36.25 ± 5.09

-1.07 0.104 0.243 109
Bipolar 22.16 ± 4.53

Total score
Schizophrenia 1.43 ± 15.24

-0.327 0.119 0.889 109
Bipolar 1.44 ± 11.87

Table 2. Independent Sample t-Test Results for Comparing Quality of Life Between Two Groups

Dimensions in Quality of Life Sample Group (Spectrum) Mean ± SD Mean Difference t P Value df

Physical
Schizophrenia 17.64 ± 5.42

0.529 0.554 0.581 109
Bipolar 18.17 ± 4.51

Psychological
Schizophrenia 16.52 ± 3.34

0.089 0.142 0.877 109
Bipolar 16.61 ± 3.29

Social relationships
Schizophrenia 8.08 ± 3.007

0.492 0.889 0.376 109
Bipolar 8.57 ± 2.79

Life environment
Schizophrenia 21.84 ± 2.97

-0.212 -0.293 0.770 109
Bipolar 21.63 ± 4.60

Total
Schizophrenia 64.10 ± 11.02

0.898 0.406 0.685 109
Bipolar 65.00 ± 12.26

another study reported that schizophrenic patients had
the lowest score in social relationships and psychological
health (26). In the case of patients with bipolar disorder,
various studies also show different outcomes in terms of
quality of life components (27). What is important is to
consider that quality of life is directly related to the demo-
graphic and clinical characteristics of the sample group.
On the other hand, it must be recognized that the quality
of life can be subjective, in many respects, from the way in-
dividuals perceive their living conditions. Therefore, in in-
terpreting the results, attention should be paid to the de-
mographic and clinical characteristics of individuals and
their perceptions of quality of life.

On the other hand, the analysis showed that these
two groups did not differ significantly in family func-

tion. These results are inconsistent with previous findings,
which have often shown that the family function of pa-
tients with bipolar disorder is higher than the family func-
tioning of patients with schizophrenia (7, 12, 13). In addi-
tion, the findings of this study showed that there are no
significant differences between the two groups in the qual-
ity of life, which is consistent with the Depp et al., study,
which did not find a significant difference in the quality
of life between the two groups (15). Accordingly, it can be
concluded that, in general, the symptoms of schizophrenic
and bipolar spectrum disorders and the consequences of
the disease can, to a certain extent, lead to loss of quality of
life and functional impairment of the family in these pa-
tients.

The lack of control of demographic variables such as
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occupational status, educational level, socioeconomic sta-
tus, and clinical variables such as duration of the disease,
type of disorder, history of drug use, use of the available
sample, nature of the self-report of the instrument, and
non-using of a normal group for comparison may be re-
garded as limitations of this study.

4.1. Conclusion

In general, the present study showed that family func-
tioning is impaired in two groups of patients with various
types of schizophrenia and bipolar disorders and these pa-
tients often have low quality of life. A review of family func-
tioning and quality of life in these patients helps us to iden-
tify as much causal, sustaining, and exacerbating factors
as possible for these chronic disorders. By knowing these
factors, it is possible to apply appropriate health and treat-
ment interventions such as family therapy or using social
care services to manage an efficient and desirable treat-
ment.

Acknowledgments

The researchers are grateful for all the patients, their
families, and the hospital staff who participated in the data
collection of this study.

Footnotes

Authors’ Contribution: All authors have been involved
in all stages of research that contributes to this article.

Funding/Support: This work was supported by
Qom University of Medical Science (grant number
IR.MUQ.REC.1394.116.)

References

1. Miklowitz DJ. The role of family systems in severe and recurrent
psychiatric disorders: a developmental psychopathology view. Dev
Psychopathol. 2004;16(3):667–88. doi: 10.1017/S0954579404004729.
[PubMed: 15605631].

2. Barrowclough C, Hooley JM. Attributions and expressed emotion:
a review. Clin Psychol Rev. 2003;23(6):849–80. doi: 10.1016/S0272-
7358(03)00075-8. [PubMed: 14529701].

3. Pitschel-Walz G, Leucht S, Bauml J, Kissling W, Engel RR. The ef-
fect of family interventions on relapse and rehospitalization in
schizophrenia–a meta-analysis. Schizophr Bull. 2001;27(1):73–92. doi:
10.1093/oxfordjournals.schbul.a006861. [PubMed: 11215551].

4. Koutra K, Triliva S, Roumeliotaki T, Basta M, Simos P, Lionis C, et al.
Impaired family functioning in psychosis and its relevance to re-
lapse: a two-year follow-up study. Compr Psychiatry. 2015;62:1–12. doi:
10.1016/j.comppsych.2015.06.006. [PubMed: 26343461].

5. Miklowitz DJ. The Role of the Family in the Course and Treat-
ment of Bipolar Disorder. Curr Dir Psychol Sci. 2007;16(4):192–6. doi:
10.1111/j.1467-8721.2007.00502.x. [PubMed: 18185847]. [PubMed Cen-
tral: PMC2184903].

6. Unal S, Kaya B, Cekem B, Ozisik HI, Cakil G, Kaya M. [Family function-
ing in patients with schizophrenia, bipolar affective disorder and
epilepsy]. Turk Psikiyatri Derg. 2004;15(4):291–9. [PubMed: 15622509].

7. Koutra K, Triliva S, Roumeliotaki T, Stefanakis Z, Basta M, Lionis C, et
al. Family functioning in families of first-episode psychosis patients
as compared to chronic mentally ill patients and healthy controls.
Psychiatry Res. 2014;219(3):486–96. doi: 10.1016/j.psychres.2014.06.045.
[PubMed: 25024058].

8. Sullivan AE, Miklowitz DJ. Family functioning among adoles-
cents with bipolar disorder. J Fam Psychol. 2010;24(1):60–7. doi:
10.1037/a0018183. [PubMed: 20175609].

9. Belardinelli C, Hatch JP, Olvera RL, Fonseca M, Caetano SC, Nicoletti M,
et al. Family environment patterns in families with bipolar children.
J Affect Disord. 2008;107(1-3):299–305. doi: 10.1016/j.jad.2007.08.011.
[PubMed: 17905443].

10. Parker G, McCraw S, Hadzi-Pavlovic D, Fletcher K. Costs of the princi-
pal mood disorders: a study of comparative direct and indirect costs
incurred by those with bipolar I, bipolar II and unipolar disorders. J Af-
fect Disord. 2013;149(1-3):46–55. doi: 10.1016/j.jad.2012.10.002. [PubMed:
23141630].

11. Macneil CA, Hasty MK, Conus P, Berk M, Scott J. Bipolar disorder in young
people: A Psychological Intervention Manual. New York: Published in the
United States of America by Cambridge University Press; 2009. doi:
10.1017/cbo9780511757389.

12. Foruzandeh N, Parvin N, Deris F. Family functioning in families
of patients with schizophrenia and mood disorders. Chron Dis J.
2015;3(1):21–7. doi: 10.22122/cdj.v3i1.113.

13. Hashemian P, Sedaghati ME. Evaluation of family dysfunction in
patients with schizophrenia and bipolar I disorder. J Biosci Med.
2016;4(2):1–5. doi: 10.4236/jbm.2016.42001.

14. Guyatt GH, Feeny DH, Patrick DL. Measuring health-related quality of
life. Ann Intern Med. 1993;118(8):622–9. [PubMed: 8452328].

15. Depp CA, Davis CE, Mittal D, Patterson TL, Jeste DV. Health-related
quality of life and functioning of middle-aged and elderly adults
with bipolar disorder. J Clin Psychiatry. 2006;67(2):215–21. doi:
10.4088/JCP.v67n0207. [PubMed: 16566616].

16. ten Have M, Vollebergh W, Bijl R, Nolen WA. Bipolar disorder in the
general population in The Netherlands (prevalence, consequences
and care utilisation): results from The Netherlands Mental Health
Survey and Incidence Study (NEMESIS). J Affect Disord. 2002;68(2-
3):203–13. doi: 10.1016/S0165-0327(00)00310-4. [PubMed: 12063148].

17. Das AK, Olfson M, Gameroff MJ, Pilowsky DJ, Blanco C, Feder A, et
al. Screening for bipolar disorder in a primary care practice. JAMA.
2005;293(8):956–63. doi: 10.1001/jama.293.8.956. [PubMed: 15728166].

18. Eack SM, Newhill CE. Psychiatric symptoms and quality of life in
schizophrenia: a meta-analysis. Schizophr Bull. 2007;33(5):1225–37.
doi: 10.1093/schbul/sbl071. [PubMed: 17204532]. [PubMed Central:
PMC2632363].

19. Makara-Studzinska M, Wolynika M, Partyka I. The quality of life in pa-
tients with schizophrenia in community mental health service – se-
lected factors. J Pre-Clin Clin Res. 2011;5(1):31–4.

20. Ribe JM, Salamero M, Perez-Testor C, Mercadal J, Aguilera C, Cleris
M. Quality of life in family caregivers of schizophrenia patients
in Spain: caregiver characteristics, caregiving burden, family func-
tioning, and social and professional support. Int J Psychiatry Clin
Pract. 2018;22(1):25–33. doi: 10.1080/13651501.2017.1360500. [PubMed:
28799427].

21. Sanaee B. [Scales in family assessment and marriage]. Tehran: Besat
Press; 2008. [Persian].

22. Mir Enayat E. [Comparing mental health of 20-30 years-old single and
married students in Khomeinshahr city]. Azad Islamic University of
Rodehen; 1999. [Persian].

23. Nejat S, Montazeri A, Holakouee K, Mohammad K, Majdzadeh SR.
[Standardization of the world health organization quality of life
questionnaire (WHOQOL-Bref): Translation and psychometric of Ira-
nian version]. J Sch Health Med Res Inst. 2006;4(4):1–12. Persian.

Ann Mil Health Sci Res. 2017; 15(4):e79866. 5

http://dx.doi.org/10.1017/S0954579404004729
http://www.ncbi.nlm.nih.gov/pubmed/15605631
http://dx.doi.org/10.1016/S0272-7358(03)00075-8
http://dx.doi.org/10.1016/S0272-7358(03)00075-8
http://www.ncbi.nlm.nih.gov/pubmed/14529701
http://dx.doi.org/10.1093/oxfordjournals.schbul.a006861
http://www.ncbi.nlm.nih.gov/pubmed/11215551
http://dx.doi.org/10.1016/j.comppsych.2015.06.006
http://www.ncbi.nlm.nih.gov/pubmed/26343461
http://dx.doi.org/10.1111/j.1467-8721.2007.00502.x
http://www.ncbi.nlm.nih.gov/pubmed/18185847
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2184903
http://www.ncbi.nlm.nih.gov/pubmed/15622509
http://dx.doi.org/10.1016/j.psychres.2014.06.045
http://www.ncbi.nlm.nih.gov/pubmed/25024058
http://dx.doi.org/10.1037/a0018183
http://www.ncbi.nlm.nih.gov/pubmed/20175609
http://dx.doi.org/10.1016/j.jad.2007.08.011
http://www.ncbi.nlm.nih.gov/pubmed/17905443
http://dx.doi.org/10.1016/j.jad.2012.10.002
http://www.ncbi.nlm.nih.gov/pubmed/23141630
http://dx.doi.org/10.1017/cbo9780511757389
http://dx.doi.org/10.22122/cdj.v3i1.113
http://dx.doi.org/10.4236/jbm.2016.42001
http://www.ncbi.nlm.nih.gov/pubmed/8452328
http://dx.doi.org/10.4088/JCP.v67n0207
http://www.ncbi.nlm.nih.gov/pubmed/16566616
http://dx.doi.org/10.1016/S0165-0327(00)00310-4
http://www.ncbi.nlm.nih.gov/pubmed/12063148
http://dx.doi.org/10.1001/jama.293.8.956
http://www.ncbi.nlm.nih.gov/pubmed/15728166
http://dx.doi.org/10.1093/schbul/sbl071
http://www.ncbi.nlm.nih.gov/pubmed/17204532
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2632363
http://dx.doi.org/10.1080/13651501.2017.1360500
http://www.ncbi.nlm.nih.gov/pubmed/28799427
http://ajaums.com


Seyed Tabaee SR et al.

24. Friedmann MS, McDermut WH, Solomon DA, Ryan CE, Keitner GI,
Miller IW. Family functioning and mental illness: a comparison of
psychiatric and nonclinical families. Fam Process. 1997;36(4):357–67.
doi: 10.1111/j.1545-5300.1997.00357.x. [PubMed: 9543657].

25. Gorna K, Jaracz K, Rybakowski F, Rybakowski J. Determinants of
objective and subjective quality of life in first-time-admission
schizophrenic patients in Poland: a longitudinal study. Qual Life Res.
2008;17(2):237–47. doi: 10.1007/s11136-007-9296-z. [PubMed: 18163221].

26. Xiang YT, Weng YZ, Leung CM, Tang WK, Ungvari GS. Subjective quality
of life in outpatients with schizophrenia in Hong Kong and Beijing:
relationship to socio-demographic and clinical factors. Qual Life Res.
2008;17(1):27–36. doi: 10.1007/s11136-007-9285-2. [PubMed: 18034373].

27. Michalak EE, Yatham LN, Lam RW. Quality of life in bipolar disor-
der: a review of the literature. Health Qual Life Outcomes. 2005;3:72.
doi: 10.1186/1477-7525-3-72. [PubMed: 16288650]. [PubMed Central:
PMC1325049].

6 Ann Mil Health Sci Res. 2017; 15(4):e79866.

http://dx.doi.org/10.1111/j.1545-5300.1997.00357.x
http://www.ncbi.nlm.nih.gov/pubmed/9543657
http://dx.doi.org/10.1007/s11136-007-9296-z
http://www.ncbi.nlm.nih.gov/pubmed/18163221
http://dx.doi.org/10.1007/s11136-007-9285-2
http://www.ncbi.nlm.nih.gov/pubmed/18034373
http://dx.doi.org/10.1186/1477-7525-3-72
http://www.ncbi.nlm.nih.gov/pubmed/16288650
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1325049
http://ajaums.com

	Abstract
	1. Background
	2. Methods
	2.1. Instrument

	3. Results
	Table 1
	Table 2

	4. Discussion
	4.1. Conclusion

	Acknowledgments
	Footnotes
	Authors' Contribution
	Funding/Support

	References

