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Introduction. Major depressive disorder (MDD) and bipolar affective disorder (BAD) are among the leading causes of disability.
These are often associated with widespread impairments in all domains of functioning including relational, occupational, and
social. The main aim of the study was to examine and compare nature and extent of psychosocial impairment of patients with
MDD and BAD during depressive phase. Methodology. 96 patients (48 in MDD group and 48 in BAD group) were included in
the study. Patients were recruited in depressive phase (moderate to severe depression). Patients having age outside 18–45 years,
psychotic symptoms, mental retardation, and current comorbid medical or axis-1 psychiatric disorder were excluded. Psychosocial
functioning was assessed using Range of Impaired Functioning Tool (LIFE-RIFT). Results. Domains of work, interpersonal
relationship, life satisfaction, and recreation were all affected in both groups, but the groups showed significant difference in global
psychosocial functioning score only (𝑃 = 0.031) with BAD group showingmore severe impairment.Conclusion. Bipolar depression
causes higher global psychosocial impairment than unipolar depression.

1. Introduction

According toWorldHealthOrganization (WHO), depression
is the leading cause of disability as measured by Years Lived
with Disability (YLDs) and disability due to depression
exceeds disability due to all forms of cancer and diabetes
mellitus combined, as well as the disability due to stroke
and hypertensive heart diseases [1]. Global Burden of Disease
2000 study showed that depression accounts for 4.46% of
total Disability Adjusted Life Years (DALYs) and 12.1% of
total YLDs [2]. This clearly highlights paramount burden of
disability which occurs secondary to depression.Much of this
burden relates to the economic losses suffered (both personal
and to society) when people are depressed and by impairment
in their quality of life and relationships.

The physical, cognitive, and emotional symptom dimen-
sions of depression lead to considerable impairment in
psychosocial functioning. Psychosocial functioning reflects

a person’s ability to perform the activities of daily living
and to engage in relationships with other people in ways
that are gratifying to him and others, and that meets the
demands of the community in which the individual lives.
The relationship between physical depressive symptoms and
impaired physical activity can be attributed to the fact that
depressive episodes are defined by three symptoms relevant
to physical activity including, decreased interest or pleasure
in almost all activities throughout the day, psychomotor
agitation or retardation, and fatigue or loss of energy nearly
every day.

The cognitive symptoms of depression interfere with
work. Three ways in which depression may impair work
performance are (1) interpersonal relationships (depressed
people are seen as irritable, pessimistic, and withdrawn); (2)
productivity (less productive due to fatigue, poor decision-
making, and lack of concentration); and (3) safety (greater
risk of accidents or injuries among depressed people) [3].
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Depressed people are often dependent on others emo-
tionally and seek reassurance in ways that distance oth-
ers. They may often overvalue relationships as sources of
self-worth but may also acquire negative beliefs about the
availability and faithfulness of others [4]. The interpersonal
difficulties therebymay be persistent and recovermore slowly
than symptom changes [5].

Thus, it appears prudent to assess the functional impair-
ment in depression as it is one of the leading causes of
morbidity worldwide.

Likemany other illnesses, depression also comes in differ-
ent types and forms. However there are variations in severity,
pattern of episodes, features, persistence of symptoms, and
polarity characterizing different types of depression. There
has been a continuous debate in literature regarding the
subtyping of depression on basis of polarity into unipolar and
bipolar depression. The issues between unipolar and bipolar
depression, of similarities and differences in terms of etiology,
symptoms, course, and outcomes, have guided the research
for past several years.

As of now, only a few studies have evaluated the nature
and extent of psychosocial deficits observed in depressed
patients with unipolar and bipolar depression, especially in
Indian context. We therefore carried out the present study
with the aim to characterize and compare the psychosocial
profiles of patients with major depressive disorder (MDD)
and bipolar affective disorder (BAD) during depressive
episodes.The comparison between the two disorders seemed
to be rational, also because it has been shown that depression
is the predominant mood symptom in bipolar disorders [6].

2. Methodology

The sample for this cross-sectional study was drawn from
the patient attending outpatient department of psychiatric
centre, Jaipur. We recruited 96 patients (aged from 18 to
45 years) in total, 48 patients meeting the criteria for an
ICD-10 [7] diagnosis of MDD (unipolar) in one group and
48 patients meeting the ICD-10 diagnostic criteria for BAD
(depressed) in second group. All patients were recruited
during the depressive episode which had to be nonpsychotic
and moderate to severe in nature as assessed by Hamilton
Depression Rating Scale-17 item (HDRS-17 score ≥ 14) [8].
Exclusion criteria were current comorbid axis-I psychiatric
disorder, neurological disorder,mental retardation, history of
learning disability, and current/past history of drug abuse or
dependence (except nicotine).

Study was approved by research review board and ethical
committee of the institution. An informed consent was
obtained from the subject prior to participation in the study.

After that, patients were screened on the basis of the
inclusion and exclusion criteria. Those patients who satisfied
the screening processes were recruited in the study.

Sociodemographic data (name, age, sex, marital status,
education, occupation, monthly income, religion, type of
family, and locality) and clinical profile including age of
illness onset, total duration of illness, total number of affective
episodes, number of depressive episodes, duration of current

depressive episode, and family history of any psychiatric
disorder were recorded.

Range of Impaired Functioning Tool (LIFE-RIFT) [9] was
used to assess psychosocial functioning of the patients. It is
a reliable and valid semistructured clinician-rated measure
to psychosocial functioning in affective disorders. The RIFT
consists of items from the Longitudinal Interval Follow-
up Evaluation (LIFE). It has a total score and individual
domain scores for the following four areas of functioning:
work (employment, household, and school), interpersonal
relations (spouse, children, other relatives, and friends),
satisfaction, and recreation. Each domain of functioning is
rated on a 5-point scale that includes behavioral anchors for
each point: 1 = no impairment, very good functioning; 2 =
no impairment, good functioning; 3 = mild impairment, fair
functioning; 4 = moderate impairment, poor functioning;
5 = severe impairment, very poor functioning. For the
work and interpersonal relation subscales, the ratings for
the worst work and relationship categories were employed
in LIFE-RIFT calculation. The score for the four domains
were summed to generate a global score, ranging from
4 (no impairment, very good functioning) to 20 (severe
impairment, very poor functioning).

Statistical Analysis. Statistical analysis was done with the help
of Statistical Package for Social Sciences software (SPSS) ver-
sion 20.0. Group comparison for sociodemographic variables
and clinical variables was done with the help of application
of chi-square test/Fisher’s exact test and independent sample
𝑡-test, where appropriate. The psychosocial functioning vari-
ableswere compared between groups usingMann-Whitney𝑈
test. The proportion of patients with significant psychosocial
impairment was calculated. Patients were considered to have
impairment in particular domain if their scores were at
or above 3 by each domain and at or above 13 on total
[10]. Out of the number of patients showing impairment in
each psychosocial domain, percentage of patients showing
mild, moderate, or severe impairment were, respectively,
calculated.

3. Results

Mean age of MDD and BAD patients were 28.1 and 27.6,
respectively. On application of independent sample 𝑡-test, no
significant difference was found between groups (𝑃 = 0.649)
for age (Table 1).

Most of the patients were males, married, educated from
middle to senior secondary school, Hindu by religion, and
coming from a nuclear family. Majority of patients were
skilled/semiskilled/unskilled workers, earning between Rs.
6000 and 15000 permonth. Both the groups were comparable
with respect to all the sociodemographic variables (Table 1).

Mean duration of illness inMDDandBADgroupwas 15.3
months and 36.5 months, respectively, and the difference in
both groupswas statistically significant (𝑃 = 0.000).TheBAD
grouphad longer duration of illness because it included all the
affective episodes (manic or depressive) and total number of
affective episodes (manic and depressive) did not show signif-
icant correlation with global score of LIFE-RIFT (𝑟 = 0.105,



Depression Research and Treatment 3

Table 1: Comparison of sociodemographic profile in MDD and BAD patients.

Variable MDD (𝑛 = 48) BAD (𝑛 = 48) 𝑡/𝜒
2 (df) 𝑃 value

Age (Mean ± SD) 28.1 ± 5.7 27.6 ± 5.5 𝑡 = 0.46 (94) 0.649
Sex

Male 37 40
𝜒
2 = 0.59 (1) 0.442

Female 11 8
Marital status

Married 36 35
𝜒
2 = 2.41 (2) 0.389†Unmarried 10 13

Divorced/separated 2 0
Occupation

Unemployed (including house wives) 10 9
𝜒
2 = 0.18 (2) 0.914Professional 19 18

Farmer/skilled worker/semiskilled worker/unskilled worker 19 21
Education

Up to middle 5 5
𝜒
2 = 0.19 (2) 0.910†Middle to Sr. secondary 25 23

Graduate/postgraduate 18 20
Income

Nil–6000 20 19
𝜒
2 = 1.53 (2) 0.812†6001–15000 25 28

>15000 3 1
Religion

Hindu 46 43
𝜒
2 = 1.39 (1) 0.435†

Muslim 2 5
Family Type

Nuclear 23 26
𝜒
2 = 0.39 (2) 0.876†Nuclear extended 23 20

Others 2 2
Locality

Urban 32 28
𝜒
2 = 0.71 (1) 0.399

Rural 16 20
𝜒
2: chi-square value; df: degree of freedom; †𝑃 value derived from Fisher’s exact test.

𝑃 = 0.475). But both the groupswere comparable on duration
of current depressive episode (𝑃 = 0.705), total number of
episodes of depression (𝑃 = 0.317), and severity of current
depressive episode as measured by HDRS-17 score (𝑃 =
0.191) (Table 2). Global score of LIFE-RIFThaddirect signifi-
cant correlation with HDRS-17 score (𝑟 = 0.879, 𝑃 = 0.0001).

Mean age of onset of illness was earlier in BAD (24.4
years) as compared to MDD (27 years) and the difference
was statistically significant (𝑃 = 0.026). However, the age
of onset in BAD (𝑟 = −0.058, 𝑃 = 0.694) and MDD (𝑟 =
−0.069, 𝑃 = 0.642) did not show any significant correlation
with global LIFE-RIFT score. In both the groups, majority of
patients did not have any family history of psychiatric illness
and the groups were comparable (𝑃 = 0.779) (Table 2).

Both the groups were comparable on individual psy-
chosocial domain score but differed significantly in global
score (𝑃 = 0.031) (Table 3). Mean global score for MDD and
BAD groups was 15.4 and 16.2, respectively.

In MDD group, most patients showed moderate impair-
ment on psychosocial domain of work (62%), moderate

to severe impairment in interpersonal relationship domain
(54%), and mild to moderate impairment in domains of
life satisfaction and recreation (Table 4). Whereas in BAD
group, most of the patients showed moderate to severe
impairment in work, interpersonal relationship, and life
satisfaction domains and mild to moderate impairment in
recreation domain (Table 4).

4. Discussion

The main focus of this study was to examine and compare
psychosocial functioning in depressed patients of MDD and
BAD. It was compared in the domains of work, interpersonal
relationship, life satisfaction, and recreation. The results
demonstrated an important psychosocial dysfunction among
MDD and BAD patients.

Both MDD as well as BAD patients showed impairment
in work domain which included employment and household
work implying that patients not only neglected household
work but also missed their job work leading to absenteeism.



4 Depression Research and Treatment

Table 2: Comparison of clinical variables in MDD and BAD patients.

Variable Mean ± S.D.
𝑡/𝜒
2 value (df) P value

MDD (𝑛 = 48) BAD (𝑛 = 48)
Age of onset of illness (years) 27 ± 5.7 24.4 ± 5.3 𝑡 = 2.27 (94) 0.026∗

Total duration of Illness (months) 15.3 ± 12.6 36.5 ± 24.3 𝑡 = −5.37 (70.4) 0.000∗∗

Total no. of episodes 1.6 ± 0.8 3.2 ± 1.2 𝑡 = −7.74 (80.3) 0.000∗∗

No. of episodes of depression 1.6 ± 0.8 1.4 ± 0.7 𝑡 = 1.01 (94) 0.317
Duration of current depressive Episode (months) 3.85 ± 1.3 3.94 ± 0.9 𝑡 = −0.38 (83.2) 0.705
HDRS-17 score 17.2 ± 2.3 17.8 ± 2.7 𝑡 = −1.32 (94) 0.191
Family history

Present 8 7
𝜒
2 = 0.08 (1) 0.779

Absent 40 41
HDRS: Hamilton Depression Rating Scale-17 item; 𝜒2: chi-square value; df: degree of freedom; ∗𝑃 < 0.05; ∗∗𝑃 < 0.01; †𝑃 value derived from Fisher’s exact
test.

Table 3: Comparison of psychosocial functioning in MDD and BAD patients.

Variable Mean rank
𝑈 (𝑍) P value

MDD (𝑛 = 48) BAD (𝑛 = 48)
(1) Work 44.8 52.2 976 (−1.43) 0.143
(2) Interpersonal relationships 45.4 51.2 1005 (−1.21) 0.255
(3) Life satisfaction 44.8 52.2 972.5 (−1.43) 0.159
(4) Recreation 43.9 53.1 934 (−1.72) 0.085
(5) Global score 42.3 54.5 862 (−2.16) 0.031∗

𝑈 (𝑍): Mann-Whitney 𝑈 value; ∗𝑃 < 0.05.

Table 4: Comparison of percentage impaireda in two groups.

Variable Degree of
impairment

MDD
(𝑛 = 48)

BAD
(𝑛 = 48)

(1) Work
Mild

Moderate
Severe

98a
19b
62c
19d

100a
17b
50c
33d

(2) Interpersonal
relationships

Mild
Moderate
Severe

100a
8b
54c
38d

100a
6b
44c
50d

(3) Life satisfaction
Mild

Moderate
Severe

94a
42b
42c
16d

100a
15b
50c
35d

(4) Recreation
Mild

Moderate
Severe

96a
46b
46c
8d

96a
28b
54c
18d

(5) Global score 100a 100a
aPercentage impaired refers to total number of patients (in %) showing
impairment out of total sample of group (i.e., scoring at or above 3 by
psychosocial domain and scoring at or above 13 on global score).
bNumber of patients (in %) showing mild impairment out of total number
of patients impaired.
cNumber of patients (in %) showing moderate impairment out of total
number of patients impaired.
dNumber of patients (in %) showing severe impairment out of total number
of patients impaired.

Some earlier studies have established the direct relation-
ship between depression severity and job performance [11–
14]. In bipolar patients, the correlation between depressive
symptomatology and poorer occupational functioning has
been reported [15–18]. It has also been found that depressive
episodes but not manic or hypomanic episodes were related
to poor job functioning [17] and number of depressive symp-
toms in most recent mood episode predicted unemployment
[19].

The difference in work domain was not significant
between the two groups. Contrary to our findings, Dean
and colleagues reported that rates of employment are low in
people with BAD in comparison to those observed in patients
with other affective disorders [20].

Earlier work has suggested that functions which depend
on traditional roles in family tended to oscillate with the level
of depression [21, 22]. In our patients, interpersonal rela-
tionships were moderately to severely impaired in both the
groups. Nezlek et al. reported that depressed patients, when
compared to nondepressed subjects, find their interactions to
be less enjoyable and less intimate and feel less influence over
their interactions [23].

Both unipolar and bipolar depressed patients had regular
arguments with the family members (i.e., spouse or children)
and displayed great deficit in emotional closeness. They
also avoided seeing the relatives and derived no pleasure in
meeting with them. They had no close friends and almost
no social contacts. Interpersonal difficulties in depression
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have been observed by some previous researchers as well
[24, 25]. Thus, depressed patients have relationship problems
with both close relations and nonintimates and this does not
differ by polarity as our results suggest.

Consequently, the patients in both the groupswere dissat-
isfied and showed persistent discontentment with job, family,
friends, and finances. They either did not participate in
any sort of recreational activities or derived little enjoyment
from such activities, if involved in them. Stojanovic-Spehar
and Blazekovic-Milakovic while comparing psychosocial fac-
tors in depressed and nondepressed individuals found that
depressed patients more frequently reported about social
isolation, family stress, work stress, and lower life satisfaction
than nondepressed patients [26]. A study by Strine and
colleagues also reported that there is a strong association
between depression, impaired health related quality of life,
inadequate social and emotional support, dissatisfactionwith
life, and disability [27]. Altered quality of life and well-being
in depression has also been reported previously [28].

It is clear from our results that all of the BAD patients
(i.e., 100%) showed impairment in work, interpersonal rela-
tions, and life satisfaction and majority had moderate to
severe impairments. Also, they had significantly higher global
psychosocial impairment than MDD patients. The previous
studies suggest that cognitive impairment is the strongest pre-
dictors of psychosocial disability in bipolar disorder [29, 30]
and it generates significant disruption to social and vocational
adjustment [29, 31–33]. Hence, the cognitive dysfunctions
which are proven to be more severe in bipolar depression
than unipolar depression [34] are a possible reason for more
severe global psychosocial impairment in BAD. Furthermore,
goodness of fit between the person and the psychosocial
environment is essential for proper psychosocial functioning
[35]. Chronic dissonance in this relationship in bipolar
disorder has been proposed as a cause of malignant decline
in functioning which offers further explanation for our
findings in the sense that maladaptive functioning in various
psychosocial domains may lead to severe global impairment
cumulatively. Here it should be noted that we did not find
any significant association between age of illness onset and
global LIFE-RIFT score in either of the group, neither was
there any significant correlation between number of affective
episodes and global LIFE-RIFT score in BAD group.Thus we
can assume that age of illness onset and number of affective
episode has a little impact on global impairment.

However, the results must be interpreted with caution in
view of some limitations of the study. Some of the clinical
characteristics like total duration of illness, age onset of
illness, and total number of affective episodes were not con-
trolled. The findings cannot be generalized to community as
all the patients in our study were recruited from a specialized
centre. Though we did rule out the current comorbid axis-1
psychiatric disorders in our patients, but subclinical anxiety
symptoms could be a confounding factor. Further studies
with larger sample size and longitudinal study design are
required to observe how psychosocial functioning varies with
the course of each disorder. Also, it would be of interest to
analyze the cause and effect relationship between functional
impairment and depression.

5. Conclusion

In case of depression, although domainwise psychosocial
impairment does not differ by polarity, the bipolar depression
leads to more significant psychosocial impairment globally.
Therefore, the comprehensive assessment of all the spheres of
psychosocial functioning, that is, occupation, interpersonal
relationships, and life satisfaction, is essential rather than
focusing on single isolated domains. This will serve as a
guide to propose appropriate psychosocial interventions and
achieve complete remission in depressive patients.
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