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Quiality of life of people suffering from depression

Introduction
Experts that help people deal with their illnesgenaften tend to advert on the importance of
patient’s quality of life. Many psychologists anblygicians emphasize that improvement of
subjective judgment of one’s quality of life is asuch important as the shortage of
inconvenient somatic symptoms. This article corgtamsults of surveys in QOL of people
with depression diagnosis. Exact definition isiduft to think out because of the variety of
symptoms that influence quality of life. Idea ofadjty of life conditioned by the sanity status
is commonly described as multi-dimensional butgkare and number of area are diffetent
Quality of life is presented as a global conceptcWhncludes psychical and social effects,
physical activities, good aspects of well-being &lsb those negative caused by sickness and
disability’. M. Jarema thinks that quality of life can be taken as a euatiye reception of
satisfaction from life status in the context of @®eand possibilities. Many researchers
presupposes that quality of life sense is a sulbigceference of person’s life values. Quality
of life is also perceived as a measure that hadpsstimate the quality of programs and
services offered to each peréonnteresting comprehension of the quality of lifes
presented by R. Schalock and K. K&ithcreators of the questionnaire used in presewespu
They claim that the quality of life is determinegfour aspects:

- satisfaction coming from person’s actual status

- sense of own competence; ability of dealing withrexnt state (own productivity)

- sense of own strength and independence
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- sense of social status and integration with lcoaimunity
Most researchers agree that quality of life ismaetision under subjective evaluation. Gill and
Finsteir! analyzed over 150 researches referring to qualitife described in literature. They
stated that quality of life should be measured osipported by patient’s feelings and
opinions and not specialist’s evaluation. Therefesearch on patient’s own opinion becomes
very useful in quality of life statement. Literagualso points out that quality of life is
dynamically influenced by many internal and extéfaators and what is more it changes
during period of time. Therefore analysis of thelify of life is essential in the case of

people suffering from depression to include positife periods during the healing process.

Depression — a change in quality of life

Particular changes in sphere of one’s life comemt can be seen in life of those suffering
from depression. In psychiatry term ‘depression’'used to name the emotional person
disorder illness. Typical endogenous symptoms pfeksion syndrome are:

- fall of basic mood

Sick people experience sadness, dejection, losgoyfof life. Sometimes experience
listlessness and are unable to live in sadnesmri@ppiness.

- reduction of activity and psychical process rat

This manifests in thinking and pronouncement slomdosense of reduced intellectual
activity, loss of vital energy and sense of conispdnysical weakness.

- disturbance of the circadian order and somatic syjptom occurrence

People with depression suffer from sleep disoraer @rcadian rhythm (better mood in the
evening, worse in the morning). Other symptomshaadaches, weight change (loss of body
or getting fat), constipation.

- fear

People with depression can experience anxiety, menéexcitement, tension, danger.

In endogenous depression units sometimes thinksgyders and complex activity disorder
may occur. Sick people experience unpleasant sensathave guilty mind complex,
sometimes suffer from delusions of sinfulness, glimient, hypochondria, nihilism. Some
depressed are fully convinced that they've beerched by serious somatic illness (e.g.
AIDS, neoplasm). They make negative judgment ofrtben life situation, of past and
future. Feeling of hopelessness, no support frdatives, disbelief in specialists assistance
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can lead to suicidal thoughts or even actions. &sgad people find it difficult to maintain
former social activities. As a result they app@aweaken the contacts with environment and
even isolate, neglect themselves and own appedrdbepressed person usually treats illness
symptoms as permanent state, irreversible andainvihy creates an image of the future. The
balance of former achievements is fully negativiek erson often becomes aware of his life
situation as an absolute failure and is unabledpecwith going to work or performing
everyday-life activities. Although depression iswable sickness depressed person is often
convinced that it will last forev&r Latest research show that best effects can baineiot
when psychotherapy and pharmacotherapy get combined

In this article research results on QOL of peopid wepression will be presented. They are a
part of a bigger research project carried over groti individuals affected by psychical
disorders. Quality of life will be interpreted likése expressed by R. Schalock and K. Kith
makers of the questionnaire used in empirical survkey claim that:

| Contentment

[l Ability / Productivity

[l Activity potential / Independence

IV Society membership / Society integration

Subject of survey and kind of tool used in program

The purpose of conducted studies was a recogrm@ioh of people treated from depression.
Subject comprehends two basic questions: Whateidabel of quality of depressed people
life? and What is the relationship between quatitylife and: age, sex, education, living
standards, hospitalization number, start of ared# family status. The survey was conducted
on the basis of Quality Of Life Questionnaire by $thalock and K. Keith translated and
adapted by A. Juros. It consists of 40 questionstwére grouped in four areas that determine
measure of QOL.:

| Contentment

Il Ability / Productivity

[l Activity potential / Independence

IV Society membership / Society integration
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Each of the measures contains 10 three-point sealasd 1,2,3. Maximum point number in

particular measures is 30 and in for scale - 12Qhét result determines higher sense of
QOL. Theoretical average number is 80. Conductedies presupposed that global result
from 40-60 remains low, 61-80 and 81-100 is avemagk101-120 is above-average. Possible
result value is between 10-30 so theoretical aweragnber is 20. Result between 10 and 15

is ranked as low, 16-20 and 21-25 average, and)2€hb8ve-averade

Analized group

24 patients that finished hospital treatment pgudited in the survey. Among them 17 women
(70,8%) and 7 men (29,2%). Those person were &k$son the basis of medical
documentation analysis and specialized team opir8anvey was conducted individually on
each patient being in the state o remission, jlmfore leaving hospital. Patients were
informed about the purpose of survey and agreefill top the questionnaire. Patients that
took part in survey were classified with depressacnording to ICD-X standard, aged 38-64
(M=52,2; 6=5,5), average level of hospitalization was M=4nd atandard deviatiod=3,1,
average illness duration M=11,0 with standard demia=8,9. There was no alcohol or drug
addicts and no people suffering from central nesvaystem injury.

Among examined patients most of people had libetalcation (54,2%) none had higher
education, two person had medium education (8,3%)asher two had elementary education
(8,3%), 29,2% had occupational education. Mosthefrt remains married (58,3%), another
group are people who lost their spouse (20,8%)e@ole are divorced and another 2 are
single (8,3%). Great majority lives with their sgeu(54,2%), 20,8% of patients live with
children, 4 people are lonely (16,7%), one persaaslwith parents (4,2%) and one men with
his concubine (4,2%). 14 respondents live in tine (&8,3%) and 10 in the country (41,7%).

RESULTS
Survey results on the field be of general qualftiife are illustrated in the table no.5.
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Table 5. Research results on quality of life extsddrom the Schalock Questionnaire for all

group.

GROUP

SCALE

M )
QUALITY OF LIFE (TOTAL) 71,9 11,7
CONTENTMENT 17,3 4,9
ABILITY / PRODUCTIVITY 12,9 3,7
ACTIVITY POTENTIAL / 23,1 4,6
INDEPENDENCE
SOCIETY MEMBERSHIP / 18,6 3,0

SOCIETY INTEGRATION

M — average$ — standard deviation

Examined persons obtained results lower than thieateaverage but comprised in lower
average. Three of them (contentment M=17,3; conmgeté productivity M=12,9; integration
with community M=18,6) are lower than theoreticakige, however highest result was
obtained in activity/ independence (M=23,1) whistslightly higher than theoretical average.
We can state on the basis of conducted surveysthigective sense of QOL of depressed
people is understated. Patients evaluating théirahdife situation tend to underline the lack
of happiness, contentment and accumulation ofrfgelsuch as affection of solitude. Great
majority of examined patients due to illness disighivas not able to keep their work due to
illness disability which directly caused lowerinfitbeir sense of productivity. They complain
on lack of entertainment possibilities. Survey showhat respondents rarely make
acquaintance among society. In examined patients omnion they are fully capable of
everyday duty activities without any help. Moretlodbse don’t feel independent and state that
their life is in some kind depended from others.

In order to check the dependence between variagblgds as: education, civilian status, illness
period, recurrence of hospitalization and seng@@L statistical tests were applied. However
only correlation between civilian status and 1 aipfheres became merely essential which was
contentment aspect (r=0,40, p<0,05). Other vagdiiedn’'t even reached significant level to
claim as effective in this particular survey. Anady data is preliminary due to the fact that

the small group of patients engaged in the studies.
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