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Abstract 

Background: Patients suffering from major depression are reported to have poorer quality of life 

than both the general population and otherwise healthy persons with chronic diseases. The 

impact of major depression on quality of life is scarcely investigated in developing country. 

Methods: An institution based cross-sectional study was conducted from March 15 to April 16, 

2017 at Amanuel Mental Specialized Hospital. 502 study participants were involved in the study. 

Quality of life was measured by a structured cross-cultural WHOQOL-BREF. Other tools 

utilized in this study were Montgomerry-Asberg depression rating scale, Oslo social support 

scale, and Jacoby perceived stigma scale. Multiple linear regression analysis was used to predict 

the effect of each factor on domains of quality of life. 

Result: The mean score QOL for each domain (mean± SD) was, for physical 43.5±11.9, for 

psychological 41.2±11.9, for social 40.7±10.6, and for environmental 41.3±9.6. Univariate 

analysis showed nearly half of the participants scored below the mean score quality of life 

(QOL). Multiple regression analysis depicted severity of depressive symptoms was strongly 

negatively correlated with all domains of QOL.  It had predicted above 50% of the variability in 

each domain. Social support was also another strong predictor which was negatively correlated 

with all QOL domains, except environmental. It had explained above 60% of the variance in 

physical, and 43.3% for psychological and 44.8% for social domain.  

Conclusion: the results shows mean score QOL in each domain is lower compared to other 

studies, and even nearly half the participants are below the mean score QOL. Severity of 

depressive symptoms, social support, numbers of episodes in a year, duration on treatment, 

stigma, being single and rural residence are factors negatively correlated with at least one 

domain. Treating Major depression should follow a holistic approach and should aim in 

improving QOL. 

Keywords: Major Depressive Disorder, Quality of life, WHOQOL-BREF, Associated 

factor 

 

 



2 

 

1. Background  

Quality of life is defined by the world health organization (WHO) as “individuals' perceptions of 

their position in life in the context of the culture and value systems in which they live and in 

relation to their goals, expectations, standards and concerns.” It has four domains; physical, 

psychological, social and environmental[1].  

Patients suffering from major depression are reported to have poor quality of life (QOL) 

compared to the general population and otherwise healthy persons with chronic diseases[2, 3]. 

Major Depressive Disorder is the leading cause of disability in developed countries and the 

fourth leading cause of disability worldwide. Effect of depression is highly observed in domains 

encapsulated by QOL measurements[4]. QOL is not only affected during an episode of 

depression, the impact can remain for the remainder of life. In addition, effect of depression are 

more exhibited in the  productive years[5]. Although most episodes improve with time and 

appropriate treatment, depression tends to recur and in some cases to be associated with 

incomplete recovery[6]. It is clear that the impact of major depressive disorder (MDD) on the 

everyday functioning of the individual is strong[7]. 

A WHO survey of 60 countries reveal mean health score of patients with depression is very low 

across the globe compared to other individuals with chronic conditions[8].Cross-sectional studies 

from Brazil and china comparing QOL with patients on hemodialysis and community norm 

respectively reveal patients with MDD scored lower mean score QOL in in each domain [9, 10]. 

A cross-sectional study on patients with MDD four weeks after discharge in Germany using 

WHOQOL-BREF found that the mean score QOL in non-remitted patients is significantly lower 

than that of partly remitted and remitted patients[11]. Another cross sectional study from South 

Africa reports majority of older patients with MDD have lower QOL measured in WHOQOL-

BRIEF scale[12]. 

A systematic review of studies done in 26 years on QOL of patients with MDD shows severity of 

symptoms is a strong predictor of a lower QOL[13]. A cross sectional study on 2307 participants 

to examine effect of depression on QOL domains identified symptom severity, increased 

comorbid medical illness, fewer years of education, not having public health insurance and being 

unemployed were all associated with worse reported QOL score[14].A cross sectional study 

from USA on 319 MDD patients claims symptom severity explains 48.1% of the variance on 
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QOL measured by QOL enjoyment and satisfaction questionnaire (Q-LES-Q). In addition older 

age, unemployment were highly associated to poor QOL but there is no difference in terms of 

sex and recurrence of episodes[15], which is a similar finding  with a study from Jordan[16]. 

Studies from Germany and Brazil also reported severity of symptom was the strongest factor 

affecting QOL. They also point out the impact of being female, longer duration of illness, 

unemployment, poor social support and education on QOL [11, 17-19]. On the other hand, a 

study from India contradicts with the results from Germany and Brazil. It argues there is no 

difference in QOL among sex, but highly favors the notion symptom severity is strong predictor 

of poor QOL [20].  A study from Taiwan identified perceived stigma, poor social support, 

mastery and severity of symptoms as the main factors which affect QOL in patients with MDD. 

In addition the study revealed stigma has no direct effect on QOL rather its effect is mediated 

through mastery, social support and symptom severity[21]. In contradiction to this, studies from 

Jordan and Czech argue stigma independently predicts lower quality of life. On the other hand, 

the studies maintain the effect of age, stigma, and symptom severity on QOL[16, 22].  

According to Diagnostic Manual from American Psychiatric Association (DSM-V) 

classification, a clinically significant impairment in functioning is a must criterion to diagnose 

MDD. Measuring QOL is important to know the effect of depression on functioning. Impaired 

quality of life is a significant problem for people with MDD and is often not addressed through 

symptom remediation alone[20]. 

Poor quality of life in patients with MDD is associated with high rates of relapse, significant 

negative impact on the ability to perform and/or enjoy occupational and social activities 

including family, impaired future outlook, medical complications such as heart disease, and 

overall increase of healthcare related costs[7, 23]. 

In developing countries Studies done on quantifying the impact of depression on quality of life 

are very scarce. Most professionals tend to focus on symptom reduction, which is only a single 

aspect of treating patients with major depressive disorder. The issue of assessing quality of life is 

highly neglected in Ethiopia. Having one psychiatric specialized hospital serving the nation 

alarms the need to assess quality of life of patients we serve. 

In Ethiopia there is no any published research done assessing quality of life especially in patients 

with major depressive disorder, Given the urgency and potential benefit of an evidence on 
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quality of life in patients with MDD, so far there is no a single article on this area. The research 

is aimed to determine the mean quality of life of patients in physical, psychological, social, and 

environmental health. In addition, it also has an objective of identifying factors associated with 

each domain of quality of life. This study is first of its kind in Ethiopia. The results of the study 

will be used as baseline for further investigation. (Fig.1.) 

Figure 1. Conceptual framework for factors affecting quality of life in patients with MDD 

 

2. Methods  

An Institution based cross-sectional study was conducted from March 15 to April 16, 2017. The 

study was conducted at Amanuel mental specialized hospital. The hospital is the only specialized 

psychiatric hospital in the country since its establishment, 1930. It serves patients coming from 

the entire nation. The hospital has 259 beds and 18 outpatient departments that serve patients 

with psychiatric disorders. On average 1746 of patients with major depression who are new and 

on follow up visit the outpatient department every month. The hospital not only serve patients 

came by referral system, it also provide mental health care for those who are self-referred 

All patients who are diagnosed with DSM V Major Depressive Disorder from Amanuel Mental 

Specialized Hospital outpatient department (OPD) were the source population. Study participants 

were selected from patients diagnosed with Major Depressive Disorder having at least one 

previous visit and were available during the data collection period. Patients that are diagnosed 

with other forms of depression are not included in the study. There are 7 adult OPDs that serve 

only patients with mood and psychotic disorders. Data collectors were psychiatric nurses in each 

OPD. Data was collected using interviewer based self-administered questionnaire to prevent 

losing of study participants who cannot read and write. Data was collected after the patient had 

his follow up.  

 

The minimum number of sample required for the study is calculated by using single population 

mean formula, using the following assumptions 
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𝑛𝑛 = (𝑧𝑧𝛼𝛼 2� )2𝛿𝛿2𝑑𝑑2      Where, n = minimum sample size 

             Zα/2= Z value at (α = 0.05) = 1.96 𝜹𝜹2 = standard deviation of the mean quality of life score, SD from a previous published study in 

Brazil is 21.8.[17] 

D = Margin of error (2) 𝑛𝑛 = (
𝑧𝑧𝑧𝑧2 )2𝛿𝛿𝑑𝑑2 2

  ,   =  
(1.96)2∗21.8

(2)2 2
 

                              n = 456 

Then adding 10% (456 x 0.10 = 45.6) of non-respondent the total sample size for this study will 

be 456+45.6=501.6≈502 

Sampling technique  

Systematic random sampling technique was used to get a total of 502 samples of patients with 

major depressive disorder from outpatient department of the hospital. Selection skip interval was 

K=N/n, A/B=1746/502=3.47≈4. The first study participant was selected out of the four by lottery 

method. Since a variety of patients with different demographic qualities visit the OPD, a cyclic 

or periodic repetition in the sampling frame was ruled out. Information was collected every 

fourth patient entering the outpatient department.                                                  

Variables 

Quality of life (QOL) is the outcome variable. It has four domains; physical, psychological, 

social and environmental. Factors included in this study are;  

 Socio-demographic  variables- age, sex, religion, ethnicity, residence, marital status, 

education level, occupation 

 Clinical Variables- onset of illness, duration of illness, severity and episode of the illness, 

medical comorbidities 

 Substance-  Alcohol, Khat, cigarette, Cannabis (ever use, current use) 

 Psychosocial factors- social support, stigma 
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 Operational definitions  

 Quality of life- measured by using 26 item WHOQOL-BRIEF. Scores range from 0-100 

with the highest QOL closer to100 and lowest QOL closer to 0 four each of the four 

domains(physical, psychological, social and environmental)[1]. 

 Comorbid medical or surgical disease-is a proven or diagnosed medical or surgical 

problem in addition to MDD. It will be proven by reviewing patient chart and asking the 

patient. 

 Severity of depressive symptoms- measured by MADRS, 0 to 6 – symptoms absent, 7 

to 19 – mild depression, 20 to 34 – moderate, >34 – severe depression[24]. 

Substance use; Alcohol, cannabis, cigarette 

 Current use- those who use (non-medical use only) substance for the last 3 months. 

 Ever use - those who ever use (non-medical use only) substance in their life. 

 Social support- using OSS scale categorized into poor ”3-8”, moderate “9-11”, strong 

“12-14”[25]. 

 Stigma – based on jacoby perceived stigma scale: a score of 1 and above indicate the 

patient is stigmatized[26]. 

 Data collection instruments and procedure 

Materials   

Demographic variables were collected using semi-structured questionnaire.  Data on quality of 

life was collected through interview using standard questionnaire, The WHOQOL-BRIEF which 

is a 26-item self-report measure. For physical 7, psychological 6, social 3, environmental 8 and 

two questions one for overall quality of life and general health. Each item scored out of five and 

the mean score of items in each domain gives the domain score. WHOQOL-BRIEF is cross 

culturally validated tool consisting of four domains. QOL raw scores are transformed in to a 

range between 0-100. A score closer to hundred will have good quality of life. Data for the 

independent variables were collected by validated tools like, Oslo Social Support Scale (OSS) 
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for measuring social support, Montgomery-Asberg Depression Rating Scale (MADRS) for 

measuring severity of depressive symptoms, and Jacoby Stigma Scale for internalized stigma. 

Data quality management 

Structured questionnaires were translated by bilingual translator into Amharic where almost all 

patients can understand. To check its consistency with its English version, it was retranslated to 

the original version. All structured questionnaires were pretested at St. Paul’s hospital. Two day 

Training was given to data collectors. Data was collected by three psychiatric nurses and was 

supervised by an experienced psychiatric nurse. 

 Data analysis   

The collected data was coded, entered in to software called EpiData version 3.1and analyzed by 

using SPSS version 20. Descriptive statistics Frequency, Mean, Standard deviation were used to 

assess Quality of life in patients. Pearson product-moment correlation, and simple and multiple 

linear regression analysis were used to assess the correlates of Quality of life in the participants 

and B coefficient with 95% confidence interval was used. The statistical significance was 

accepted at p value < 0.05. 

Ethical consideration  

Ethical clearance was obtained from Institutional review board (IRB) of University of Gondar 

and Ethical committee of AMSH. A formal letter of permission was obtained from AMSH. 

Written consent was received from the study participants before data collection.  

Confidentiality of respondents was maintained by letting participant to fill the questionnaire 

anonymously. Completed questionnaires and computer data were kept confidential, by password 

security. Written consent form and an outline of the purpose of the study were discussed with 

each client. The participants are aware of the right to withdraw from the interview at any time 

they wish. Participants were assured that if they wish to refuse to participate, their care or dignity 

will not be compromised in any way.  

Participants also were informed that there is no expectation of additional treatment or any 

associated benefits and risks for them participating in the study 
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3. Result 

A total of 502 participants making the response rate 100% were enrolled in the study. The mean 

age of respondents was 36 years with SD ±12 years and majority of the populations (52.6%) 

were included in the age group 18-34. About 53% of the study participants were females. About 

74.5% of the participants reside in urban areas. Majority of the participants were married, 

orthodox followers and Amhara by ethnicity. Regarding their occupation nearly half of the 

participants were jobless. (Table 1) 

Table 1. Socio-demographic characteristics of patients with MDD having follow up at 

AMSH, Addis Ababa, Ethiopia, 2017. (n=502) 

Variables  Categories  Frequency  Percentage  

Age  18-34 264 52.6 

35-50 184 36.7 

>50 54 10.8 

Sex  Male 236 47.0 

Female 266 53.0 

Ethnicity  Amhara  185 36.9 

Oromo  167 33.3 

Tigre  18 3.6 

Gurage  96 19.1 

Others  36 7.2 

Religion  Orthodox  303 60.4 

Muslim  104 20.7 

0ther 95 18.9 

Residence  Urban  374 74.5 

Rural  128 25.5 

Marital status Single 184 36.7 

Married 276 55.0 

Other 42 8.4 

Education  primary and below  245 48.8 

Secondary 201 40.0 

college degree and 

above 

56 11.2 

Work status have job 274 54.6 

Jobless 228 45.4 
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Clinical Characteristics of Respondents 

The mean age of onset of major depression was 29 years with SD±10 years, with duration of the 

illness ranging from one year to 48. The mean duration of illness was 6.1 years with SD±5.2 

years. Most of the participants (32.1%) had more than two episodes in a year. About 10.8% of 

the participants had additional diagnosed comorbid medical illness. Nearly one third of the 

participants were severely depressed. About 30.3% of the participants have used a substance in 

the past three months. (Table 2) 

 

Table 2. Distribution of participants by clinical factors to quality of life at AMSH, Addis 

Ababa, Ethiopia, 2017 

Variables  Categories  Frequency  Percentage  

Episodes  Continuous  147 29.3 

Once  83 16.5 

Twice  111 22.1 

More than two  161 32.1 

Duration of treatment Less than a year 173 34.5 

2-5 years 227 45.2 

More than five years 102 20.3 

Comorbid medical 

diagnosis 

No  448 89.2 

Yes  54 10.8 

Depression severity  Mild  141 28.1 

Moderate  213 42.4 

Severe  148 29.5 

Social support Poor  188 37.5 

Moderate  222 44.2 

Strong  92 18.3 

Stigma  No stigma 272 54.2 

Stigmatized  230 45.8 

Lifetime substance 

use 

Yes  168 33.5 

No  334 66.5 

Current substance use  Yes  152 30.3 

No  350 69.7 

 



10 

 

WHOQOL-BREF Score of Respondents 

The mean score quality of life in each domain was below 45, as measured in a range from 0-100 

using WHOQOL-BRIEF. Nearly half of the respondents scored below the mean score quality of 

life in each domain. The internal consistency measured using Cronbach alpha for each domain 

was found to be 0.73 for physical, 0.71 for psychological, 0.56 for social and 0.68 for 

environmental. (Table 3) 

Table 3 mean QOL score of patients with MDD having follow up at AMSH, Ethiopia 2017 

Domains  Mean± SD QOL 95% CI Participants who scored 

below the mean (%)  

Physical  43.5±11.9 (42.43,  44.47) 50.2% 

Psychological  41.2±11.9 (40.12,  42.2) 46.4% 

Social  40.7±10.6 (39.84,  41.6) 48.8% 

Environmental  41.3±9.6 (40.56,  42.14) 50.8% 

 

Factors Associated With QOL Domains 

A multiple linear regression analysis was carried out to predict physical health based on the 

variables which are significantly associated to physical health in the simple linear regression. A 

significant regression equation was found; (F (14,487) = 126.31, P. value = .000), with an R2 = 

78.4%. The regression model predicted;  

A unit increase in severity of depressive symptoms resulted in 0.59 unit decrease in QOL. It 

predicted 66.9% of the variability in physical health. A unit increase in social support resulted in 

2.24 unit increase in QOL. Study participants who had continuous episode in a year, their QOL 

was reduced by 3.23 units compared to those who had one episode in a year. Study participants 

who had ≥2 episode in a year, their QOL was reduced by 4.41 units compared to those who had 

one episode in a year.  

Study participants who were treated for less than a year, their QOL was reduced by 2.96 units 

compared to those who were on treatment for more than five years. Similarly, Study participants 

who were treated for 2-5 years, their QOL was reduced by 2.02 units compared to those who 

were on treatment for more than five years.  
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A multiple linear regression analysis was carried out to predict psychological health based on the 

variables which are significantly associated to psychological health in the simple linear 

regression. A significant regression equation was found (F (14,487) = 72, P. value = .000), with 

an R2 = 67.6%. The regression model predicted; A unit increase in severity of depressive 

symptoms resulted in 0.62 unit decrease in QOL. A unit increase in social support resulted in 

1.08 units increase in QOL. Study participants who had continuous episode in a year, their QOL 

was reduced by 2.98 compared to those who had one episode in a year. Study participants who 

had ≥2 episode in a year, there QOL was increased by 5.36 compared to those who had one 

episode in a year.  

 

A multiple linear regression analysis was carried out to predict social health based on the 

variables which are significantly associated to social health in the simple linear regression. A 

significant regression equation was found (F (16,485) = 45.24, P. value = .000), with an R2 = 

59.9%.  

The regression model predicted; 0.62 units decrease in QOL for a unit increase in severity of 

depressive symptoms. 1.09 units increase in QOL for a unit increase in social support.  

Study participants who were single, there QOL was reduced by 1.52 compared to those who 

were married. 

A multiple linear regression analysis was carried out to predict environmental health based on 

the variables which are significantly associated to environmental health in the simple linear 

regression. A significant regression equation was found (F (17,484) = 29.56, P. value = .000), 

with an R2 = 50.9% 

The regression model predicted; 0.68 decrease in QOL for a unit increase in severity. Study 

participants who reside in rural, their QOL was reduced by 2.78 compared to those who reside in 

urban.  (See table 4) 
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Table 4: Multiple linear regressions showing the variables independently associated with the short 

version of the World Health Organization Quality of Life (WHOQOL-BREF) domains 

Variables  Physical Psychological Social Environmental 

B (SE B) β B(SE B) β B(SE B) β B(SE B) β 

<1 year  

treatment 

-2.96 (0.81) -.12** NS NS NS NS NS NS 

2-5 year of  

treatment 

-2.02 (0.71) -.08** NS NS NS NS NS NS 

Continuous 

depressive 

episodes 

-3.23(0.81) -.12** -2.98(0.99) -.11** NS NS NS NS 

≥2 episodes 

 in a year 

-4.41(0.72) -.18** 5.36(0.88) .22** NS NS NS NS 

Severity of 

depressive 

symptoms  

-0.59(0.05) -.43** -0.62(0.06) -.46** -0.62(0.06) -.51** -0.68(0.06) -.63** 

stigma -1.06(0.53) -.04* NS NS NS NS NS NS 

Social 

support 

2.24(0.17) .43** 1.08(0.21) .21** 1.09(0.21) .24** NS NS 

Rural 

residence 

NS NS NS NS NS NS -2.78(0.72) -.13** 

Single  NS NS NS NS -1.52(0.71) -.07* NS NS 

**P<0.003,*P<0.05,  

NS Variable not significantly associated in the regression model for each domain of QOL 
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4. Discussion 

There are few studies of quality of life in patients from less developed countries or 

countries in Africa. Some of the study results were compared with research findings 

from other countries. The comparison should be taken in consideration of this liability. 

The results of the study revealed mean QOL score in patients with MDD is consistent with 

studies done in different settings and countries. The mean score QOL was 43.5 for physical 41.2 

for psychological, 40.7 for social, and 41.3 for environmental. A cross-sectional study from 

Brazil reported similar result. The mean QOL score measured by WHOQOL-BREF was in line 

with the result of this study. It reported in the physical (42) and psychological (41.5) domain, and 

higher in the social (43.1) and environmental domain (44.4)[9]. The study from China using 

WHOQOL-BREF reported a lower mean score in each domain[10]. This could be due to the 

study had used a large sample size (n=19,984), and also the study included first visit patients. 

Consistent findings are also reported from south Africa[12] and Germany[11]. Nearly half of the 

participant’s QOL is below the mean QOL score. Another studies found that quality of life in 

patients with MDD is lower than patients with other chronic conditions [2, 3, 23, 27, 28].  

Participant’s educational level is not a significant predictor of each domain which is a different 

result from studies in USA and Germany [11, 14]. Possible reason could be the difference in 

socioeconomic status in the study participants. Single participants have a lower QOL score 

compared to married in the social domain which is supported by a similar study from Germany 

[11]. 

Severity of depressive symptoms is one of the strongest significant predictors of quality of life in 

all domains. The finding is also supported by many studies done in a different setting and 

country [13, 14, 17-20]. It predicts above 50% of the variance in quality of life in the physical, 

psychological and social health and nearly 50% of environmental domain. A cross sectional 

study from USA reported depression severity explained 48.1% of the variability in QOL 

measured in Q-LES-Q [15]. A unit increase in severity of depressive symptoms decreases mean 

score QOL in physical by 0.586(-0.68,-0.492), in psychological by 0.624(-0.74,-0.509), in social 

by 0.623(-0.738,-0.508), and 0.684(-0.799,-0.569) in environmental domain. The study from 

Germany is inline in physical (-0.546), and psychological (-0.621), and higher for social (-0.218) 

and environmental health(-0.349)[11]. Lower coefficients for each domain have been reported 

from Taiwan[21]. The difference could be because of the tool they used to measure severity of 
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depressive symptoms, which is CES-D or socioeconomic and cultural differences in the study 

populations. Higher coefficients were reported from a study done in Brazil. Difference could be 

because of the tool they used to measure severity which is HADS or socioeconomic and cultural 

differences in the study populations.[17]. 

 

Social support score is positively correlated with all domains of QOL, except environmental. The 

study from Taiwan had reported a relatively lower coefficients for each domain, but the study 

deemed social support as a strong predictor of  QOL[21]. Poor social support predicts 66% of the 

variance for physical, above 40% of the variance for psychological and social health. The finding 

is congruent with studies from Germany [11].  

Continuous depressive episode in a year reduces quality of life score by 3.23 units for physical, 

2.985 units for psychological, but it is not a significant predictor for social and environmental 

health. Having more than two episodes in a year is also a significant predictor for physical, 

psychological and environmental domains of QOL, but it positively correlates with 

environmental domain. This finding is different from studies in USA and Jordan which argues 

there is no difference in QOL score in terms of recurrence of episode [15, 16]. The possible 

reason for the difference could be the tool they to measure QOL (Q-LES-Q and SF-36), and 

cultural and socioeconomic differences in the population. 

Longer duration of treatment improve quality of life in the physical health. Participants treated 

for less than a year have a reduced physical health score by 2.96 units compared to those who 

had been on treatment for more than five years. This result should be interpreted cautiously, 

since other factors like duration of illness, symptom severity has been held constant. The result is 

supported by findings from other studies [6, 29]. 

Study participants who were stigmatized because of their illness had a mean score QOL 

decreased by 1.06 in physical and 1.47 in psychological domain. A study done in Jordan to 

identify correlates of QOL is in line with this study (-0.399)[16]. Another study fron Czech also 

supports the notion stigma is a significant predictor of a lower mean score QOL[22]. 

Participants who came from rural areas had a QOL score reduced by 2.78 units in environmental 

domain compared to those who came from urban areas.  

Participants who had <1 year Treatment had a lower quality of life score in the physical domain 

compared  with those >5 years history of treatment. Duration of treatment was not a significant 
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factor for other domains. Stigma affected the physical domain but was not a significant predictor 

in other domains. The influence of rural residence was only seen in environmental domain. 

 

 

5. Conclusion 

The study revealed that patients with major depression have lower mean score quality of life in 

all domains compared to other studies. Nearly half of the study participants scored below the 

mean score QOL. Severe depressive symptoms predicted all of the domains strongly. Social 

support, number of episodes in a year, duration on treatment,, stigma, being single, living in rural 

were the predictors of a lower mean score quality of life in all or at least one domain of quality of 

life. 
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6. Abbreviations  

AMSH                                                      Amanuel Mental Specialized Hospital  

CI                                                    Confidence Interval 

CMHS                                                       College Of Medicine and Health Science 

DSM                                                          Diagnostic and Statistical Manual Of American  

                                                                    Psychiatric Association 

HRQOL                                                     Health Related Quality Of Life 

MADRS                                                    Montgomery Aberg Depression Rating Scale Major 

                                                                   Depressive Disorder 

MDD                                                         Major Depressive Disorder 

OPD                                                           Outpatient Department 

OSS                                                            Oslo Social Support Scale 

QOL                                                            Quality Of Life 

SPSS                                                           Statistical Package for Social Science 

WHOQOL-BREF                                      World Health Organization Quality of Life Brief  

                                                                    Version 
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Figures

Figure 1

Conceptual framework for factors affecting quality of life in patients with MDD
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