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ABSTRACT 
 
Family caregivers of persons with bipolar disorder and schizophrenia experience high level of 
burden and compromised quality of life. A considerable amount of burden on the caregivers 
often leads to display of certain attitudes towards persons with severe mental illness called 
expressed emotion, which then leads to poor quality of patients as well. Although numerous 
studies dealing with these issues separately are present, but studies dealing with relationship, 
using mixed methodology, among these issues are scarce. The aim of the present study was to 
understand how actually the construct of quality of life in different demographic conditions 
affect life conditions of schizophrenic and bipolar patients and determining relapse. The present 
study was designed mainly to assess the quality of life on patients and the families of a particular 
group of patients namely those with schizophrenia and bipolar disorder. The objectives if the 
present research were to study: (i) the quality of life of patients with Schizophrenia and Bipolar 
Affective disorder. (ii) the quality of life of caregivers of patients with Schizophrenia and 
Bipolar Affective disorder. Patients with disorders such as schizophrenia and bipolar affective 
disorder are more likely to relapse when there is high expressed emotion present in their living 
environment. The stress from the remarks and attitudes of the family is overwhelming because 
they feel like the cause of the problems. The patient then falls into the cycle of relapse. The only 
way to escape this vortex for the family is to go through therapy together to prevent the relapse. 
But before that it becomes necessary to understand that what is the reason behind such attitude 
towards a family member who is mentally ill, what is the cause of burden and what all changes 
the caregivers’ and the patients’ quality of life come across. 
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In the scientific literature, the term quality of life is used with many different meanings and 
refers to a loosely related body of work on psychological well- being, social and emotional 
functioning, functional performance, life satisfaction, social support etc. The study of quality of 
life and the focus on patient’s subjective sense of well- being is a fairly new phenomenon that 
has attracted professional attention only within the past two decade. Between 1850 and 1950, 
medicine was dominated by the quest for cures; treating chronic illness as well as helping 
patients manages long-term impairment received less attention. Issues of life quality that cannot 
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be eliminated must be managed and the treatment goal becomes maintaining maximum 
functioning and a meaningful existence or quality of life. With the increasing awareness of the 
multidimensionality of the treatment outcome and the importance of patient satisfaction in health 
care, the construct of quality of life has become an important area of investigation. Especially the 
interest in quality of life in psychiatry has been stimulated by the deinstitutionalization of 
psychiatric patients as well as a parallel interest in understanding the scope of their daily lives. 
Studies also focused on the quality of life rather than cure of illness in psychiatric patients living 
in community (Brown et. al. 1998). Doyle et. al. (1999) also identified quality of life as an 
important measure of impact of schizophrenia and its respective treatment.  

Quality of Life and Mental Illness 
Mental and behavioral disorders cause massive disruption in the lives of those who are affected 
and on their families. Quality of life of persons with severe mental illness would be substantial 
and sustained due to its negative impact on the illness. Studies also showed that individuals with 
severe mental illness living in long term institutional set up had poorer quality of life than those 
living in the community (Olweny, 1992). One of the study demonstrated that unmet basic social 
and functioning needs were the largest predictors of poor quality of life among individuals with 
severe mental disorder (Olweny, 1992). According to Patrick & Erickson (1993), life has two 
dimensions:  quality and quantity. Quantity of life is expressed in terms of hard biomedical data 
such as mortality rates or life expectancy. Quality of life refers to complex aspects of life that 
cannot be expressed by using only quantifiable indicators; it describes an ultimately subjective 
evaluation of life in general. It encompasses, though not only the subjective sense of well being 
but also objective indicators such as health status and external life situations. 
 
Mental illness in the home can affect not only the quality of family life but also the health of the 
family members. A stressful emotional climate, anxieties and practical burdens, can have 
harmful effects a on the physical and mental health of both adults and children. Children as well 
as adults experience adverse effects on their health and this possibility has been studied 
extensively. An important consideration is that if children’s mental and physical health is 
affected, with possible long-term consequences, then the social costs of having mentally ill 
people in the home may be very high (Rutter et. al., 1976). Mental disorders involve suffering. If 
the illness is chronic, the individual may have struggle with his or her identity (what kind of 
person am I?) and with alterations in lifestyle (Charmaz, 1995). Protracted or chronic illness also 
affects the rest of the family. Taking care of a chronically ill individual is demanding and 
stressful. The marital relationship may suffer (Woods & Lewis 1995). Family patterns may have 
to be altered and may be highly constrained by the sick member. 

One reason for serious illness tends to disrupt family life is that it precludes proper role 
functioning. For example, those who are physically or emotionally ill may be incapable of 
adequately fulfilling the roles of spouse, parents, or, breadwinner. The normal functioning of 
family life may give way to a focus on the ill person. In extreme cases, most activities of family 
members reflect the ill person’s needs and limitations. Poor interpersonal relationships can be a 
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factor in the onset of a mental disorder, and mental disorders adversely affect interpersonal 
relationships (Palisi and Canning 1983). In sum, there is a relationship between patterns of 
interaction and healthy. Illness, weather physical or mental, tends to be associated with disturbed 
interpersonal relationship. The relation between interaction and illness may be a vicious circle: 
bad interpersonal relationships being a factor in the onset of illness, and illness being a factor in 
causing disturbed relationships. The inadequate care of the mentally ill has been compounded by 
deinstitutionalization movement that began in the mid-1950s (Lamb 1998). At that point, in part 
because of the new drugs that were available, state and country hospitals began discharging a 
great many patients, some of whom had serious mental disorders. Unfortunately, the reality 
diverged sharply from the ideal, with the result that the movement added to the problem of 
inadequate care (Wright, Avirappattu, and Lafuze 1999). 

Research Related to Quality of Life 
Broadly, quality of life is a person’s sense of wellbeing and satisfaction with his or her life 
circumstances as well as a person’s health status and access to resources and opportunities. 
Unfortunately, the factors that influence quality of life in schizophrenia and affective disorder are 
not well known. One such factor consistently shown to be negatively associated with quality of 
life is psychiatric symptoms (Lambert & Naber, 2004). However, due to wide variations in 
measurement strategies and definitions of quality of life, it has been difficult to identify which 
psychiatric symptoms are most strongly associated with poor quality of life in individuals with 
schizophrenia and affective disorders.  
Quality of Life in Severe Mental Illness 

There is need to focus to determine the factors associated with or affecting subjective quality of 
life in people with severe mental illness. Hansson (2006) stated that subjective quality of life in 
people with severe mental illness is only to a lesser extent related to external life conditions. 
Major determinants are psychopathology, especially symptoms of depression and anxiety, and 
aspects of social network. Personality related factors such as self esteem are also influential. 
Comparative studies have further shown that patients in community care settings have a better 
subjective quality of life than patients in hospital settings (Hansson, 2006). Evans et al. (2006) 
reported that objective life conditions were worse in the severe mental disorder group than in 
mentally healthy population. Severe mental illness population scored low on overall subjective 
and objective quality of life than group with no mental disorder. There are negative effects of 
distress/ clinical factors (psychological distress, anxiety, depressive and negative symptoms) on 
quality of life of psychiatric patients (Ritsner et al. 2003). There is increasing evidence which 
suggests that psychosocial or stress process is related rather than clinical factors more accurately 
predict quality of life. People with long-term psychiatric illness are so disabled and impaired that 
they are difficult to be placed in the community. In a study done by Young (2004) explored the 
impact of a residential home on the quality of life of people with long- term mental illness after 
their discharge from mental hospitals. This research adopted a combined research methodology 
and quality of life data were obtained from both quantitative and qualitative analysis. This 
research study has demonstrated that residential home care can lead to a better quality of life, 
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including both subjective and objective quality of life of people with long- term psychiatric 
illness. 

Schizophrenia: Impact on Quality of Life 
Many researchers attempted to study poor quality of life in schizophrenia despite significant 
improvement with pharmacological treatment. In one such research done by Solanki et al. (2008) 
studied quality of life in patient with schizophrenia and determined influence of clinical factors 
and socio- demographic variables on quality of life of schizophrenia patients. Social relationship 
domain of quality of life was significantly negatively correlated with occupation with employed 
patients reporting better quality of life in this domain. Overall scores on positive and negative 
symptom scale (PANSS) was significantly negatively correlated with physical, psychological, 
social relationship domains and total quality of life. Sullivan and others (1992) also noted that 
long term psychiatric disorders such as schizophrenia are more vulnerable to stress, are more 
dependent, have greater deficits in living skills and have greater problems in employment and in 
relationship to their social environment. They also reported that quality of life of chronic 
psychiatric patients (heterogeneous groups including patients with schizophrenia, chronic 
affective disorders, personality disorders, substance abuse, etc.) is impoverished especially in the 
domains of housing conditions, family environment, social network, financial circumstances, 
safety and practical skills. 
 
Several studies have confirmed poor quality of life in schizophrenia despite significant 
improvement with pharmacological treatment. Gee et al. (2003) addressed the dearth of 
qualitative research by conducting a small-scale qualitative exploration of the impact of 
schizophrenia on quality of life. Ten quality of life domains were identified as being important: 
(1) barriers placed on relationships; (2) reduced control of behaviors and actions; (3) loss of 
opportunity to fulfill occupational roles; (4) financial constraints on activities and plans; (5) 
subjective experience of psychotic symptoms; (6) side effects and attitudes to medication; (7) 
psychological responses to living with schizophrenia; (8) labelling and attitudes from others; (9) 
concerns for the future and (10) positive outcomes from experiences. Domains identified by 
participants encompassed a wide range of factors that may be expected to contribute generally to 
engaging in a positive quality of life. Participants identified that it was the loss of these things as 
a direct consequence of having schizophrenia that influenced their quality of life. It would appear 
that in the main, factors that are secondary to the experience of schizophrenia are of most 
importance to participants. The relationship of personal characteristics, objective indicators, and 
self-esteem to quality of life (QOL) was investigated (Kunikata et al., 2005). Depressive mood 
and uncooperativeness were negatively correlated with self-esteem, and self-esteem was 
positively correlated with QOL. Self-esteem was considered to directly affect quality of life, and 
depressive mood and uncooperativeness to affect quality of life via self-esteem. Findings suggest 
that, in order to improve the quality of life of schizophrenia patients, interventions to help 
alleviate psychiatric symptoms (e.g. depressive mood, uncooperativeness) must be utilized. 
Subjective quality of life and psychosocial functioning constitute important treatment outcomes 
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in schizophrenia. Brissos et al., (2011) in their study mentioned that greater symptom severity 
and worse insight were significantly associated with worse functioning in all quality of life 
domains. Symptoms were more moderately correlated with quality of life, with no significant 
correlations between quality of life and positive symptoms and insight levels. Symptom severity 
may exert a greater influence on social functioning than on subjective quality of life; however, 
social functioning was not associated with subjective quality of life.  

Quality of Life in Bipolar Disorder 
The cyclical nature of bipolar disorder, with its many remissions and symptom rich periods of 
exacerbation, can affect an individual’s physical, emotional, social and functional well-being and 
significantly impact their overall quality of life. In a study Vojta and colleagues (2001) 
hypothesized that patients with manic symptoms would report significantly lower quality of life 
than would patients who were euthymic. Patients with mania/hypomania did show significantly 
lower mental health scores than euthymic patients with depressed or mixed patients showing 
significantly poorer QOL again. An attempt for qualitative study was made by Michalak et al. 
(2006), identified themes in the quality of life influences of bipolar disorder. Respondents 
described a wide variety of factors that influenced quality of life including adverse effects of 
medications, occupation, and level of education, physical functioning, environment, health care 
factors, leisure activities, routine and sexuality. Overall, those individuals described having 
undergone several years of hardship and adjustment. Some of the factors mentioned (e.g. 
Independence, stigma, and disclosure, identity and spirituality) are not frequently examined in 
relation to quality of life, yet they appear to have a significant impact on people’s ability to lead 
full lives in the context of bipolar disorder. Several studies have also found that quality of life is 
compromised in people with bipolar disorder, even during period of clinical remission. Cooke 
and colleagues (1996) in their study reported that patients with bipolar-II reported significantly 
poorer quality of life than bipolar-I in the areas of social functioning and mental health. WHO 
estimates, bipolar disorder was the 6th leading cause of disability worldwide among young adults 
at the turn of the century. For e.g., if bipolar disorder develops in a woman at the age of 25, she 
may lose 9 years in life expectancy (because of cardiovascular and other medical problems), 14 
years of productivity and 12 years of good health (US DHEW Medical Practice Project 1979). 
Disturbingly the lifetime suicide rates of patients with bipolar disorder (treated or not) may be as 
high as 15%. Calabrese et al. (2003) reported that bipolar symptoms have been associated with 
significant functional impairment, often having a negative impact on the performance of work 
related, leisure, and interpersonal activities. Many studies have also found that quality of life is 
compromised in people with bipolar disorder, even during period of clinical remission [(Arnold 
et al. 2000).  
 
Euthymic patients are not necessarily a symptomatic as many have mild sub- syndromal 
symptoms, and several studies demonstrated that even residual depressive symptoms can be 
strongly associated with impaired quality of life. The relationship between quality of life and 
hypomania is less well understood. Both mania and hypomania can be associated with 
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substantial depressive symptomatology, either in the form of ‘dysphoric mania/ hypomania’ or 
when the patient experiences a mixed episode. This understanding led Vojta and colleagues 
(2001) to hypothesize that patients with manic symptoms would report significantly lower 
quality of life than would patients who were euthymic. Patients with mania/ hypomania did show 
significantly lower mental health scores than euthymic patients with depressed or mixed patients 
showing significantly poorer QOL again (Sierra et al., 2005). Gazalle et al., (2007) evaluated the 
influence of manic symptoms on quality of life in a sample of adult bipolar disorder (BD) 
patients. Das et al. (2005) recently found that patients who screened positive for bipolar disorder 
had lower mental and physical quality of life scores than those who screened negative. 
Interestingly, some studies have demonstrated lower levels of quality of life in bipolar depression 
in comparison with unipolar depression. Levels of depressive symptoms (Vojta et al., 2001; 
Yatham et al., 2004; Sierra et al., 2005), female gender and time undiagnosed (Gazalle et al., 
2007), have been put forward as predictors of worse quality of life in bipolar disorder samples. 
The association between socio-demographic characteristics and quality of life was found for 
gender, age, education, and employment status and living arrangement (Caron et al., 2005). 

Several quantitative studies have now examined the relationship between quality of life and 
bipolar disorder and have generally indicated that quality of life is markedly impaired in patients 
with bipolar disorder. However, little qualitative research has been conducted to better describe 
patients' own experiences of how bipolar disorder impacts upon life quality. Michalak et al., 
(2006) stated that clinical characteristics of the affected sample ranged widely between 
individuals who had been clinically stable for several years through to inpatients who were 
recovering from a severe episode of depression or mania. Findings indicated that there is a 
complex, multifaceted relationship between bipolar disorder and quality of life. Most of the 
affected individuals we interviewed reported that bipolar disorder had a profoundly negative 
effect upon their life quality, particularly in the areas of education, vocation, financial 
functioning, and social and intimate relationships.  

Co-morbidity with Schizophrenia and Bipolar Disorder and Quality of Life 
The clinical presentation of bipolar disorder is usually associated with psychological suffering, 
functional Impairment, interpersonal problems and substantial burden. Bipolar patients with 
higher scores for depression were reported to present lower scores for quality of life. Anxiety is a 
frequent complaint among patients with bipolar patients, and anxious co-morbidities are more 
prevalent among patients with bipolar disorder than among patients with unipolar depression. 
Anna et al. (2007) assessed the impact of anxiety co-morbidity on quality of life of patients with 
bipolar disorder. Anxiety co-morbidity in bipolar patients was associated with lower scores in all 
domains of quality of life. Current anxiety co-morbidity was also associated with lifetime alcohol 
abuse and dependence, rapid cycling, lifetime psychosis, number of suicide attempts, and a lower 
score in the Global Assessment of Functioning measure. 
 
Co-morbidity of psychiatric disorders plays a major role in poorer quality of life in schizophrenia 
disorder. Bache, (2008) studied to determine the relationship between symptoms of obsessive- 
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compulsive disorder (OCD) co-morbid with schizophrenia, and QOL and functioning. 
Functionality and social relationships domains in schizophrenia- OCD patients showed similar 
patterns with schizophrenia only patients. Severity of psychotic symptoms was correlated with 
functionality but not with total quality of life scores in schizophrenia- OCD patients. Beside, 
severity of OCD symptoms was related with social relationships domain of life quality in 
schizophrenia- OCD group patients.   

Comparison of Quality of Life in Bipolar Disorder and schizophrenia 
Long term psychiatric disorders such as schizophrenia, and bipolar disorder are more venerable 
to stress, are more dependent, have greater deficits in living skills and have greater problems in 
employment and in relationship to their social environment. (Sullivan & colleagues, 1992). They 
also reported that quality of life of chronic psychiatric patients (heterogeneous groups including 
patients with schizophrenia, chronic affective disorders, personality disorders, substance abuse, 
etc.) improvised especially in the domains of housing conditions, family environment, social 
network, financial circumstances, safety and practical skills.  
 
Disability has been noticed by many researchers in long standing disorders such as BPAD, 
Schizophrenia, and recurrent depressive disorder (RDD) in a study done by Tarrier and Turpin 
(1992) compared the inter-episode quality of life and disability in patients with severe mental 
illness (schizophrenia, bipolar disorder, RDD) in remission with or without co-morbid medical 
illness. Disability score in bipolar group was significantly more in ‘social role’ and in the RDD 
group it was more in ‘home atmosphere’ with chronic co-morbid medical illness. In another 
group without co-morbid chronic medical illness, the bipolar group has significantly more 
disability in ‘overall behavior’ and ‘social role’, and the RDD group had significantly more 
disability in ‘assets and /or liabilities’ and ‘home atmosphere’ domain. It becomes clear from the 
study that chronic medical illness does not cause a difference in the quality of life between the 
two disorders. Schizophrenia is classically described as a disease of exacerbations and 
remissions, patients seldom returning to their per-morbid level of functioning after each episode. 
Recent opinions, however, dispute the contention that patients with schizophrenia invariably 
have a deteriorating course of illness. Over their life-time the range of recovery varies greatly; as 
reasonable estimate is that 20- 30% of patients continue to experience moderate symptoms and 
40- 60% remain significantly impaired throughout life (Sim et al., 2004). Increased negative 
symptoms were particularly correlated with dysfunctional performance at work and socially. The 
widely held belief about mood disorders is that these disorders are readily treated, and that once 
treated they require little or no intervention. But epidemiological studies of mood disorders 
suggest that there is significant chronicity. Atkinson et al. (1997) in their study characterized the 
quality of life of the three patient groups with chronic mental illness and evaluated differences in 
reported life quality among the three groups. The study groups consisted of chronically mentally 
ill patients with schizophrenia (n= 69), bipolar disorder (n= 37) and MDD (n= 35). Subjects were 
administered the quality of life index, and comparisons of both objective and self report life 
quality indices were made among the three groups. Results showed that two groups with mood 
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disorders reported significantly lower scores on quality of life index than the patients with 
schizophrenia. Moreover, the scores on the quality of life index for patients with schizophrenia 
were very similar to those of the comparison group of physically ill patients. The opposite trend 
emerged when groups were compared with respect to objective indicators of life quality. 
Schizophrenic patients experienced moiré objectively aversive life circumstances than either of 
the affectively disturbed groups.  

Many researchers attempted to compare quality of life of bipolar disorder and schizophrenics 
patients with normal population. Among such studies, Rojas et al. (2008) evaluated those 
patients with bipolar disorder present worse mental health and quality of life than the general 
population. Davenport (2008) replicated similar results. Author explained that bipolar disorder 
patients who are in remission might still experience sub-syndromal or residual symptoms, which 
can lead to impairment and disability. They reported that bipolar disorder patients had 
consistently lower quality of life than general population with significant difference observed on 
the physical health, psychological health and social relationships domain. (Young, 2004; 
Davenport, 2008). Rojas et al. (2008) in his study evaluated the quality of life of patients 
suffering from bipolar disorder in comparison with the general population. It was discovered that 
patients with bipolar disorder present worse mental health than the general population; in 
addition, bipolar disorder patient have a poorer quality of life at a physical level. This could be 
due to a higher consumption of addictive substances such as alcohol and tobacco, the long- term 
secondary effects of the pharmacological treatment and a more sedentary way of life. The 
research also suggests that people with bipolar disorder who suffer a low quality of mental life 
are those who started to suffer the disease before 20 years old, who have been suffering it for a 
longer time, who suffer the II subtype of the disease, who are dependent on tobacco and who are 
suffering depressive symptoms at present. Furthermore, work has made clear that depressive 
symptoms (sadness, listlessness, tiredness, concentration difficulty, insomnia, poor appetite, etc.) 
have a higher impact on quality of life than manic symptoms (excessive self-esteem, lack of 
inhibition, verbosity, hyperactivity, increase of sexual appetite, etc.). depressive symptoms also 
produce more disability or negative repercussions for work, family and social life; this 
observation reflects the fact that manic symptoms are usually shorter in time and have a good 
response to medication, whereas depressive one are usually more difficult to eliminate (Arnold et 
al. 2000).  In the past, the first 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 has been brought into the 
treatment of physical illnesses. Klara et al., (2011) examined quality of life data in patients with 
bipolar disorder in clinical remission and to determine the extent of the effects of demographic 
and clinical data on quality of life in these patients.  

Predictors of Poor Quality of Life in Schizophrenia and Bipolar Disorder 
Schizophrenia is a severe and debilitating disorder, which affects general health, functioning, 
autonomy, subjective wellbeing, and life satisfaction of those who suffer from it. Despite 50 years 
of pharmacological and psychological intervention. Schizophrenia remains one of the top causes of 
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disability in the world. Numerous studies on the correlates and predictors of quality of life in 
schizophrenic patients have been performed. Among many factors affecting objective quality of 
life, the importance of psychopathological symptoms especially negative and general 
psychopathology [(Addington et al. 2003), (Brown et al. 2000), ( Priebe et al. 2006)], duration of 
untreated psychosis (DUP), pre-morbid social adjustment ( Browm et al. 2000), social support  and 
demographic variables (age, gender) have been emphasized. The subjective quality of life of 
schizophrenic patients is described as associated with depression, anxiety, negative, and rarely 
positive symptoms [(Bechdolf et al. 2003), (Sim et al. 2004)]. Other studies have related to the role 
of social support [(Caron et al. 2005)], DUP  and stress related factors (Ritsner et al. 2006). Most 
previous studies on factors affecting quality of life were cross sectional, included patients with 
various durations of illness, and analyzed only one of the two dimensions of quality of life. Factors 
related to subjective quality of life in schizophrenia have been extensively reported. Brown et al. 
(1996) found that length of illness and the cumulative duration of hospitalization significantly 
correlated with SQOL. Law et al. (2005) reported that SQOL was more related to negative 
symptoms and only weakly related to, or independent of, positive symptoms.  
 
Psychopathological symptoms are responsible for subjective and objective quality of life. Among 
psychopathological symptoms, negative symptoms seem to play the most important role in 
objective quality of life, especially for the social engagement/ withdrawal and independence 
performance domains. Socio-demographic factors put little influence on functioning in the 
majority of domains of quality of life. The influence of subjective quality of life increases with 
duration of post hospitalization period due to increase in negative symptoms over the period of 
time (Bechdolf et al., 2003). Sierra et al. (2005) assessed the quality of life in bipolar patients, 
and analyzed a set of clinical variables and socio-demographic data that could act as quality of 
life predictors. The study concluded that bipolar patients experience lower functioning and well- 
being even in the stable phase of the disorder. There is growing evidence that the deleterious 
impact depressive episodes and sub-threshold depressive symptoms in bipolar disorder extends to 
quality of life and functioning [(Vojta et al. 2001), Altshuler et al. 2002)]. Altshuler and 
colleagues (2006) found that sub-threshold depressive symptoms of bipolar disorder were 
significantly predictive of impaired role functioning- specifically, impairment in work, home 
functioning, and relationships (Yatham et al. 2000).  

A study done by Awad et al. (2007) aimed to quantify the prevalence of misdiagnosed bipolar 
disorder among the depression population and evaluate the quality of life impact on 
misdiagnosis. The misdiagnosis in associated with poorer quality of life than major depressive 
disorder or diagnosed bipolar disorder, which are recognized as having a considerable impact on 
quality of life. In a naturalistic longitudinal study conducted by Ritsner et al., (2003) determined 
predictors of perceived quality of life and explored changes that occurred regarding quality of 
life among schizophrenics and bipolar patients. Poor quality of life was not a more severe 
problem for schizophrenic than for bipolar patients. Improved quality of life of schizophrenics 
was associated with reduced paranoid and distress (obsessive and somatization) symptoms and 
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increased self- efficacy and self- esteem ratings. Individual changes in quality of life index 
scores among bipolar patients were associated with changes in depression, sensitivity, expressed 
emotion, and task- oriented coping scores.  

Quality of life of Caregivers 
Schizophrenia and bipolar disorder are an “unending burden” on the family. Caring for a person 
with chronic mental condition is more stressful than caring for a person with a physical disorder 
or disability. The effects on family carers are diverse and complex and there are many other 
factors which may exacerbate or ameliorate how carers react and feel as a result of their role. 
Caregiving is uniquely stressful event. Being a long-term caregiver has been found to be 
associated with a variety of negative outcomes. The consensus among studies examining 
physical and mental health outcomes is that a majority of caregivers report feeling physically and 
emotionally distressed (Anthony- Bergstone, Zarit & Gatz, 1988; Brodaly & Hadzi  Pavlovie, 
1990; Clipp & George, 1990b). Several studies report higher levels of psychological morbidity 
among caregivers compared to no caregiving samples of the populations. Anthony- Bergstone 
and her colleagues (1988) noted the increased feeling of hostility, anger, and anxiety among 
caregivers as compared to the general population. Women caregivers’ generally report higher 
levels of psychological distress than men (Anthoney- Bergstone et al., 1988). The studies have 
found that caregivers frequently meet diagnostic criteria for depression or other diagnosis. In one 
of the most comprehensive studies of this kind. Studies found prevalence rate for depression 
ranging from 31% for men to 46% for women. These studies provide strong evidence that 
caregivers are at risk of increased psychiatric symptoms and clinical disorders. Carers, who are 
women, and those who are spouse, have higher rates of psychological morbidity, perhaps 
because of the increased stresses inherent in being married to a person with schizophrenia or 
bipolar disorder (Jungburer, 2004). 
 
Carers who cohabitate are more likely to be depressed or psychologically stressed than those 
living apart (Broadly & Hadzi- Pavlovic, 1990; Harper & Lund, 1990). The gender of the patient 
does not appear to affect carer well- being is made for the increased likelihood for behavioral 
disturbances in men (Broadty & Hadzi- Pavlovic, 1990). There have been no consistent 
associations found between carer age and psychological distress, with higher levels having been 
reported in older carers  and in younger supporters. However, such comparisons need no control 
for the effects of relationship in looking at age  (Brodaty & Hadzi-Pavlovic, 1990; Draper et al., 
1992).  The relationship between behavioral disturbances in patient and caregiver depression 
(Brodaly & Hadzi Pavlovic’s 1990). Haley & Pardo, 1989, however revealed a significant 
correlation between depressive mood ratings in carers and demand behavior in patient, although 
disturbance problems (accusations, temper outbursts, bad language, and aggression) showed no 
association. Baumgarten et al., 1992) employed large numbers of subjects and used multivariate 
procedures to analyze this relationship and reported a strong positive relationship between 
caregiver depression and aspects of aspects of behavioral disturbances in patient. Numerous 
studies have demonstrated that increased psychological morbidity in carers ( Garfstrom & 
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Winbald, 1995; Brodaly & Hadzi- Pavlovic, 1990). Depression levels and rates  are also  high 
(Rosenthal et al., 1993; Gallagher et al., 1989). 

Carers have poorer physical health than non-carer controls, higher levels of chronic conditions, 
prescription medications and doctor visits (Haley 1989) and more physical symptoms and poorer 
self-rated health. Those with poor psychological health are even more likely to have physical 
morbidity (Brodaly & Hadzi- Pavlovic, 1990; Vehars et al., 1999). They concluded that carers 
may be vulnerable to infectious disease. Other indicators of poorer physical health are increased 
such as service use hospitalization, physician visit, drug use, aggregate use of health services, 
and less healthy behavioral as reflected by use of alcohol, smoking , sleep patterns, eating 
behavior and nutrition. Further, pre-existing conditions such as hypertension are more likely to 
be exacerbated by the care giving role. In a Sudanese study conducted by Awadalla et al., (2005) 
assessed subjective quality of life of caregivers of schizophrenia, affective disorder and neurosis 
using WHOQOL- BREF. Schizophrenia caregivers had lower scores than others. Caregivers’ 
socio- demographic variables were significantly associated with quality of life. Their quality of 
life was predicted by their impression of patients and state of health. Spouses of people with 
mental disorder experience various forms of objective and subjective burden. This should 
negatively affect their quality of life. Angermeyer et al., (2006) investigated the quality of life of 
spouses of people with schizophrenia, depression or anxiety disorders. When compared with the 
general population, the quality of life of the spouses of mentally ill people was lower in the 
domains ‘psychological well-being’ and ‘social relationships’. There was a significant 
association between the patient’s functional level and the spouse’s quality of life. In addition to 
the stress spouses are exposed to during acute episodes of illness, spouses also experience 
chronic burdens in their everyday life which can severely affect their living situation and well-
being: insecurity and ambivalence in the relationship with the patient, changes regarding 
intimacy and familiarity, shifts in role distribution, lack of opportunity for relaxing activities, 
sorrow and fears regarding the further course of the illness, impairment of health and financial 
strains (Jungbauer et al., 2004). 

CONCLUSION 
In conclusion we can say that mental illness in the home can affect not only the quality of family 
life but also the health of the family members. A stressful emotional climate, anxieties and 
practical burdens, can have harmful effects a on the physical and mental health of both adults 
and children. The role of family influences in causing and perpetuating the disorder of 
schizophrenia and bipolar affective disorder, therefore a need was felt to understand how actually 
the construct of expressed emotion and caregivers’ burden operate in different cultures that is to 
say what components of expressed emotion and burden of care giving are determining relapse 
and poor quality of life in different cultural context. Patients with disorders such as 
schizophrenia and bipolar affective disorder are more likely to relapse when there is high 
expressed emotion present in their living environment. The stress from the remarks and attitudes 
of the family is overwhelming because they feel like the cause of the problems. The patient then 
falls into the cycle of relapse. The only way to escape this vortex for the family is to go through 
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therapy together to prevent the relapse. But before that it becomes necessary to understand that 
what is the reason behind such attitude towards a family member who is mentally ill, what is the 
cause of burden and what all changes the caregivers’ and the patients’ quality of life come 
across.  
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