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Abstract

People with bipolar disorders report a lower quality of life than the general population, and few

mutable factors associated with health-related quality of life (HRQoL) among people with bipolar

disorders have been identified. Using a cross-sectional design, these analyses examined whether

self-efficacy was associated with mental and physical HRQoL in a sample of 141 patients with

bipolar disorder who completed baseline assessments for two randomized controlled trials.

Multiple linear regression analyses indicated that higher levels of self-efficacy were associated

with higher mental and physical HRQoL, after controlling for demographic factors and clinical

factors (including mood symptoms, co-morbid medical conditions, and substance use). Future

research should examine whether targeted treatments that aim to improve self-efficacy (such as

self-management interventions) lead to improvements in HRQoL among people with bipolar

disorder and other serious mental illnesses.

Bipolar disorders are a leading cause of disability worldwide (WHO, 2011), and people with

bipolar disorders experience a lower quality of life than the general population (Dean et al.,

2004; Sierra et al, 2005), including difficulties in areas of work, family, and social

functioning (for a review, Sanchez-Moreno et al., 2009). Moreover, they are burdened by

medical comorbidities that place them at risk for premature death (Angst et al., 2002;

Kilbourne et al., 2009). Health-related quality of life (HRQoL) encompasses an individual’s

perception of his/her overall well-being, including physical, psychological, and social
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functioning (IsHak et al., 2012). Improving HRQoL among people with bipolar disorders is

critically important because HRQoL is a meaningful indicator of current functioning

(Guyatt, 1995; Hays et al, 2002). Additionally, across several populations, lower HRQoL

and self-reported health status is associated with an increased risk of cause-specific and/or

all-cause mortality (for reviews, see Idler & Benyamini, 1997; Tsai et al; 2007).

Prior research sought to identify mutable clinical factors that are associated with HRQoL

among patients with bipolar disorder, so that interventions can be targeted to improve these

factors and ultimately improve HRQoL. Studies indicate depressive symptoms are

associated with reduced HRQoL among people with bipolar disorders (Kilbourne et al.,

2009; Miller et al., 2013; Simon et al., 2007), however, it is also clear that even when not

experiencing (hypo) manic or depressive episodes, HRQoL is compromised in this

population (IsHak et al., 2012). Alcohol dependence (Singh et al., 2005), illicit drug use

(Kilbourne et al., 2009), and medical comorbidities (Kilbourne et al., 2009; Miller et al.,

2013) are also each uniquely associated with HRQoL. Yet, knowledge regarding mutable

factors (beyond symptoms and co-occurring diagnoses) that contribute to HRQoL among

patients with bipolar disorder is limited.

Identifying mutable factors that are associated with HRQoL among people with bipolar

disorder can inform the development or adaption of interventions for this group. In

particular, based on awareness that a large proportion of patients with bipolar disorder are

treated exclusively in primary care settings (Kilbourne et al., 2012a), there is growing

interest in briefer interventions that aim to improve self-management of mood disorders

(e.g., Houle et al., 2013; Jones et al., 2011) and can be delivered both within and outside

specialty mental health settings, including in primary care (Kilbourne et al., 2012a,b). Self-

management interventions are relatively brief and aid patients in developing a personalized

plan to help them to respond to and prevent psychiatric and physical health symptoms so

that they may live meaningful lives in the community (Houle et al., 2013; Sterling et al.,

2010).

Conceptually, building self-efficacy is a cornerstone of self-management interventions. Self-

efficacy is one’s belief in his/her ability to perform behaviors that will result in specific

outcomes in a given domain (Bandura, 2012, 2006). Studies indicate that both self-efficacy

and HRQoL can improve in response to self-management interventions for chronic

conditions (Beverly et al, 2013; Chen et al., 2012). Additionally, among people with chronic

medical conditions (e.g., asthma, congestive heart failure) and unipolar depression (Houle et

al., 2013) higher levels of self-efficacy to manage their chronic condition are related to

higher HRQoL (Börsbo et al., 2010; Joekes et al., 2007; Mancuso et al., 2010).

Although the association between self-efficacy and HRQoL has not been empirically

examined among patients with bipolar disorder, Hansson (2006) suggests improvements in

self-efficacy may be associated with improvements in quality of life among people with

serious mental illnesses. Qualitative studies capturing patients’ perspectives further highlight

the relevance of self-efficacy to the lives of people with bipolar disorders, as people with

serious mental illness express doubts in their ability to improve their physical health and a

lack of confidence in their ability to control their mood episodes and manage life stressors,
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despite their desire to do so (Schmutte et al., 2009; Lim et al., 2004). Improving self-

efficacy through self-management interventions may be a way to improve HRQoL among

people with bipolar disorder. However, it first needs to be established whether self-efficacy

and HRQoL are empirically associated in this population. Accordingly, the aim of the

present cross-sectional analyses was to assess whether self-efficacy is associated with

mental and physical HRQoL among people with bipolar disorder, after accounting for

bipolar disorder symptoms and other demographic and clinical characteristics. Higher levels

of self-efficacy were expected to be associated with higher levels of mental and physical

HRQoL.

Methods

Study Sample

This study utilized baseline data from two randomized controlled trials of a collaborative

care program conducted between 2008 and 2011. Patients with bipolar disorders were

identified as potential participants from four outpatient clinics; two were community-based

clinics in southeastern Michigan and two were Veterans Affairs clinics in southeastern

Michigan and northern Ohio. Further details regarding both studies are available elsewhere

(Citations deleted for blind review).

In brief, administrative data were used to identify all patients diagnosed with bipolar

disorder receiving care at one of the sites. Patient recruitment lists were updated quarterly

and were cross-referenced with the site’s electronic medical record data on current medical

and psychiatric diagnoses to verify inclusion and exclusion criteria. Patient inclusion criteria

were: 1) adult patients (age≥18 years) who had a current diagnosis of bipolar disorder (I, II,

or NOS) based on clinician determination, and 2) diagnosed with one of the following CVD

risk factors: hypertension, hyperlipidemia, obesity (BMI >25), or diabetes. Patient exclusion

criteria were 1) active or unresolved substance use disorder at the time of recruitment, 2)

current enrollment in intensive case management or another mental health program in which

clinical caregivers deliver services to the patient in the community, 3) inability to give

informed consent or comply with study requirements at the time of enrollment (e.g., due to

terminal medical illness), or 4) severe cognitive impairment or dementia, or inability to

understand English.

Eligible patients were approached by research staff on a day they presented to the clinic for

a scheduled appointment. Research staff invited patients’ participation, obtained informed

consent, and administered a baseline assessment. The studies were approved by the medical

center and local VA Institutional Review Boards and all patients provided informed consent.

Measures

The baseline self-report assessment included clinical and demographic information and the

following questionnaires. Participants completed assessments in approximately 30 minutes.

Self Efficacy Scale—The Self-Efficacy in Chronic Disease management scale (Lorig et

al., 2001) taps participants’ confidence in their ability to engage in strategies to prevent their

chronic illness from interfering with their lives. Originally developed to assess self-efficacy
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to manage asthma, the measure has been modified to assess patients’ self-efficacy to manage

various chronic diseases and has good psychometric properties (Lorig et al., 2001).

Participants rate 6 items on a scale from 1 (Not Confident at All) to 10 (Totally Confident).

Per prior research (Lorig et al., 2001), the mean of participants’ responses across all 6 items

was computed for a total score, with higher scores indicating greater self-efficacy in self-

management (possible score range of 1 to 10). For the present study, items were

linguistically modified to assess participants’ perceptions of their ability to manage both

bipolar disorder and other chronic health conditions.

Health-Related Quality of Life—Patient-reported mental and physical HRQoL was

assessed with the Short Form Health Survey (SF-12) (Ware et al., 1996), a widely used

measure of HRQoL which includes two subscales, Mental Component Scale (MCS) and the

Physical Component Scale (PCS), which examine mental HRQoL and physical HRQoL,

respectively. Scores on the MCS and PCS are standardized, such that the general population

norm is 50 (SD = 10), and higher scores correspond to better HRQoL.

Bipolar Disorder Symptoms—A well-validated self-report measure of bipolar

symptoms, Internal State Scale (ISS) (Bauer, et al., 1991; Glick et al., 2003), was used to

assess participants’ current bipolar symptoms. The measure is comprised of four subscales,

Activation (5 items), Depression Index (2 items), Perceived Conflict (5 items), and Well-

being index (4 items), which measure (hypo) manic symptoms, depressive symptoms, and

global psychopathology, and well-being, respectively. Participants responded to each item

on a scale ranging from 0 (Not at all) to 100 (Very much so/Much of the time). To compute

participants’ scores for each subscale, responses on the items were summed and divided by

10. Higher scores indicate higher levels of the measured subscale construct. Although the

subscales can be used in combination to assess a current mood episode (Glick et al., 2003;

Bauer et al., 2000), the subscales were used as continuous measures for the present study.

Prior research supports ISS subscale construct validity (Bauer et al., 1991; Glick et al.,

2003).

Substance Use—Hazardous alcohol use was assessed by the Alcohol Use Disorders

Identification Test, Alcohol Consumption Questions (AUDIT-C), a widely used three-item

self-report measure (Dawson et al., 2005a; Dawson et al., 2005b). Item scores range from 0

to 4, and can be summed to obtain a total score for each participant. Total sum scores of four

or more (for men) and three or more (for women) are indicative of hazardous drinking (Bush

et al., 1998; Bradley et al., 2003). For the present study, we used the AUDIT-C sum score as

a continuous measure of hazardous drinking, because higher total scores are indicative of

greater health risks (Chavez et al., 2012; Harris et al., 2009; Kinder et al., 2009; Rubinsky et

al., 2012).

Illicit drug use was assessed by a single item ascertaining participants’ self-report of using

any illicit substances in the past year. Responses were dichotomized (yes, no) to indicate

whether the participant used any illicit substance within the past year.

Medical Comorbidities—Participants self-reported whether they had ever been told by a

doctor that they any of the following medical comorbidities: hypertension or high blood
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pressures, diabetes or high blood sugar, high cholesterol, heart attack or myocardial

infarction, arthritis or a chronic pain condition, angina or coronary heart disease. The

presence of these conditions was summed for a total score ranging from 0–6. This method of

ascertaining medical comorbidities has been previously used (Kilbourne et al., 2009).

Statistical analysis

We used descriptive statistics, including means, standard deviations, and percentages to

describe the sample. We then examined the association between self-efficacy and HRQoL,

first with bivariate analyses and secondly with multivariable analyses. Bivariate analyses

included Pearson correlations between self-efficacy and HRQoL subscales MCS and PCS.

Multivariable analyses were two sets of multiple linear regression models with covariates

entered in the first step, and self-efficacy entered in the second step; one analysis included

MCS as the dependent variable and one analysis included PCS as the dependent variable.

Covariates included participant age, gender, race, living situation (alone vs. with others),

level of education (some college or more vs. no college), number of medical comorbidities,

alcohol use, illicit drug use, the healthcare setting where the patient received care (VA vs.

community-based clinic), and symptoms of bipolar disorder. All analyses were conducted

using SAS 9.2 (Cary, NC).

Results

Participant Characteristics

The sample included 141 patients with bipolar disorder with a mean age of 49.88 (SD =

11.14). Most participants were male (71.6%), Caucasian (90.1%), and reported that they did

not live alone (64.5%) (Table 1).

Self Efficacy and Quality of Life

At the bivariate level, self-efficacy was significantly associated with both MCS (r = .48, p

< .0001) and PCS (r = .33, p < .0001), such that higher levels of self-efficacy were

associated with higher mental and physical HRQoL. In both full regression models, higher

self-efficacy was significantly associated with higher HRQoL (MCS: β = .29, p < .01; PCS:

β = .26, p < .05) (Table 2). Moreover, self-efficacy accounted for a significant proportion of

variance in HRQoL above and beyond demographic and clinical factors (MCS: adjusted R2

increased from .29 to .33; PCS: adjusted R2 increased from .19 to .22).

Few other covariates significantly predicted HRQoL. Lower levels of depressive symptoms

were associated with higher mental HRQoL (β = −.28, p < .01). For physical HRQoL,

having fewer medical comorbidities (β = −.44, p < .0001), being male (β = .20, p < .05), and

being non-Caucasian (β = −.17, p < .05) was significantly associated with higher HRQoL.

Discussion

The present cross-sectional analyses indicate self-efficacy is associated with both mental and

physical HRQoL, independent of symptoms and other demographic and clinical

characteristics. Specifically, a one-point increase in an individual’s mean score on the self-
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efficacy scale translated to approximately a one-point increase in both mental and physical

HRQoL. This finding extends prior research by identifying a mutable factor, self-efficacy,

that appears to contribute to HRQoL among patients with bipolar disorder and can be

addressed through self-management interventions. Additionally, consistent with prior

research, we found that depressive symptoms were associated with lower mental HRQoL,

and medical comorbidities were associated with lower physical HRQoL (Kilbourne et al.,

2009; Miller et al., 2013). This adds to the growing literature illustrating the importance of

interventions that improve the physical health of people with bipolar disorders (Kilbourne et

al., 2010).

Our findings regarding the association between self-efficacy and HRQoL yield implications

for clinical practice. Interventions for bipolar disorder are traditionally aimed at controlling

mood symptoms, with less emphasis focusing on interventions that give patients tools to

cope with symptoms themselves or in how to live with bipolar disorder as a chronic illness

(Geddes & Milkowitz, 2013). Although psychiatric symptom reduction is important,

existing research indicates that reducing depressive symptoms among people with bipolar

disorder is particularly challenging (Geddes & Milkowitz, 2013). Moreover, research

suggests that even after accounting for depressive symptoms’ role in functioning, a large

amount of the variance in functioning remains unexplained (Gyulai et al., 2008), and low

levels of functioning persists even when depression symptoms are subsyndromal (Marangell

et al., 2009). Our findings suggest improving self-efficacy may be an important goal to

achieve among patients with bipolar disorder as it is independently associated with

improved HRQoL, above and beyond symptoms of bipolar disorder and co-morbid medical

conditions. A recent study among people with schizophrenia found that functional capacity

was associated with actual real-world functioning when self-efficacy was high, but not when

self-efficacy was low (Cardenas, Abel, Bowie, Tzinado, Depp, Patterson, Jeste, &

Mausbach, 2013). Thus, self-efficacy may be a mechanism by which people with serious

mental illness apply their existing abilities to improve their functioning (Cardenas et al.,

2013). In the context of present study findings, this suggests that higher levels of self-

efficacy may aid people with bipolar disorder in enacting illness self-management strategies

to improve their quality of life.

Self-management interventions that target improvements in self-efficacy may be a way to

improve both physical and mental HRQoL among people with bipolar disorder. Notably,

research in a sample of people with another chronic condition (multiple sclerosis) suggested

that improvements in self-efficacy mediate the relationship between treatment and

improvements in HRQoL (Motl et al., 2013). Given pharmacotherapy alone may be

insufficient in helping patients with bipolar disorder to manage their psychiatric conditions

(Geddes & Milkowitz, 2013), that access to evidence-based psychotherapies for bipolar

disorder may be limited in particular (e.g., rural, primary care) settings (Kazdin & Blase,

2011), and that a substantial number of patients with bipolar disorder are seen exclusively in

primary care (Kilbourne et al., 2012a), self-management interventions that can be delivered

across settings may be particularly useful for improving self-efficacy and HRQoL of people

with bipolar disorder.
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Present findings are limited in that our study was conducted using self-report measures from

a relatively small sample of patients from the same region. Although the use of self-report

measures is an inherent study limitation, it is important note that the measure we used to

assess symptoms of bipolar disorder (the ISS), has yielded good agreement with clinician

assessments of patients’ current mood episodes (Bauer et al., 2000), and all participants

were previously diagnosed by clinicians as having a bipolar disorder. Moreover, use of a

self-report measure to assess symptoms was a cost-effective way to reduce potential

participant burden and enroll a larger sample of participants. Additionally, the cross-

sectional design of the study makes it impossible to conclude whether higher levels of self-

efficacy may precede improvements in HRQoL, or whether having a higher level of HRQoL

may contribute to greater feelings of one’s ability to take action managing psychiatric and

medical conditions. Interestingly, a recent prospective study found that baseline levels of

self-efficacy predicted improvements in quality of life over 10 years among people with

schizophrenia and schizoaffective disorder (Ritsner, Arbitman, Lisker, & Ponizovsky,

2012). Thus, improvements in self-efficacy may precede improvements in HRQoL.

However, longitudinal investigation of whether increases in self-efficacy translate to

increases in HRQoL among larger samples of persons with bipolar disorder, specifically, is

an important question for future research. Such research questions could be addressed in

naturalistic prospective studies as well as in the context of research trials that examine

mediators of successful outcomes in self-management interventions for people with bipolar

disorder. Additionally, longitudinal studies can further clarify how the relationship between

self-efficacy and HRQoL develops and whether the association between self-efficacy and

HRQoL changes over time or in response to different conditions (i.e., moderating factors).

Conclusions

Recovery-oriented mental health care focuses on assisting patients in living meaningful lives

in the community even though they may continue to experience symptoms of their illness

(Davidson et al., 2007). Accordingly, learning to successfully manage one’s mental health

condition and feeling capable of doing so while pursuing personal goals and valued social

roles is indeed a recovery-oriented goal (Sterling et al., 2010). Continued development and

implementation of scalable self-management interventions that 1) target and improve self-

efficacy to manage serious mental illnesses and accompanying medical comorbidities, and

2) can be implemented across a wide array of clinical settings (both mental health and

medical), may be central to improving HRQoL among the population of people with bipolar

disorder and other serious mental illnesses.
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Table 1

Demographic and Clinical Characteristics of Participants (N= 141)

Descriptive Statistics
N (%) or M±SD

Demographic Characteristics

 Age (in years) 49.88 ± 11.14

 Male gender 101 (71.6%)

 Caucasian race 127 (90.1%)

 Lives alone (vs. with others) 50 (35.5%)

 Any college education (vs. less than college education) 37 (26.2%)

 VA recruitment site (vs. community-based clinics) 98 (69.5%)

Clinical Characteristics

 Alcohol use (AUDIT-C score) 1.32 ± 2.42

 Presence of past year illicit drug use (vs. absence) 37 (26.2%)

 Depressive symptoms (ISS Depressive Index) 7.46 ± 5.66

 Activation (ISS Activation) 18.98 ± 12.55

 Global psychopathology (ISS Perceived Conflict) 15.31 ± 10.86

 Well-being (ISS Well-being Index) 15.83 ± 7.73

 Number of medical comorbidities 2.24 ± 1.50

 Physical health-related quality of life (SF-12 PCS) 35.02 ± 7.25

 Mental health-related quality of life (SF-12 MCS) 32.32 ± 7.35

 Self-efficacy 4.99 ± 2.03
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