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Abstract 

Background- Major depressive disorder (MDD) is a common condition with a high rate of recurrence, chronicity, and 
staggering economic burden, including disability in the workforce. By 2030, MDD is projected to become a leading cause 
of global disease burden according to the World Health Organization. Depression is strongly associated with impairment 
in quality of life (QOL). The impairment remains persistent even after recovery from depressive symptoms. Hence, there 
has been increasing recognition that symptomatic remission is an insufficient goal of treatment for MDD and that return 
to premorbid psychosocial functioning should be targeted. 

 Aims and Objectives- To find out the effectiveness of CBT in the recovery of QoL. 

Methods and Materials- Pre and post test with control group intervention was used. 30 samples were collected based 
on the purposive sampling method from the Mental Health Institute, S.C.B Medical College and Hospital, Cuttack, Odisha. 
Assessment was done by using Semi-Structured History Taking Performa, Beck Depression Inventory-II, WHOQOL-
BREF. SPSS 20 was used for statistical analysis of data.  

Results- The combined intervention of CBT and Pharmacotherapy produced better effect than only CBT and only 
pharmacotherapy across all four domains of QoL. However, only CBT also produced relatively similar effects as of 
combined interventions in the other three domains of QoL except physical health. 
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1. Introduction

Depression is a major mental health problem which primarily affects a person’s emotional state. In major depressive 
disorder (MDD) a person experiences long periods of extreme sadness, loneness, helplessness, fatigue, feeling of 
worthlessness or excessive inappropriate guilt, decreased the ability to think or concentrate, repeated thoughts of 
suicide and also it diminished that person’s interest in pleasurable activities. A person having MDD also face problems 
of psychomotor agitation nearly every day activities and most importantly these above problems causes significant 
distress and impaired that person’s social, occupational functioning. 
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Major depressive disorder (MDD) is a common condition with a high rate of recurrence, chronicity, and staggering 
economic burden, including disability in the workforce [1]. By 2030, MDD is projected to become a leading cause of 
global diseases burden according to the World Health Organization (WHO)[2].  

Although depressed patients are generally less severely impaired in everyday lives than patients with other mental 
disorders such as autism and schizophrenia [3, 4, 5, 6], the impairment of social functioning, defined as “anindividual’s 
ability to perform and fulfill normal social roles”, is considered an important sign of depression [7] and are correlated 
with unemployment, disability, decreased work performance [8].  

The concept of quality of life is centered on the individual’s perception of his health status and his position in the socio-
cultural context in which he lives and in relation to his expectations and to other aspects of his life that he values. 
Depressive illness leads to pronounced decrements in the quality of life QoL., as reflected in subjective well-being and 
the performance of routine activities and social roles. QoL is a broad construct, encompassing affective, cognitive, 
behavioral and physical components [9]. Depression is characterized by disturbances in many or all of these areas, 
which may explain why QoL is even lower in depression than in serious somatic disorders like diabetes or arthritis [10].  

Studies have shown that cognitive behavioral therapy is effective in the treatment of major depressive disorder. Most 
studies found that cognitive behavioral therapy is equal in efficacy to pharmacotherapy and is associated with fewer 
adverse effects and better follow-up than pharmacotherapy. Some of the best controlled studies have indicated that the 
combination of both therapy is more efficacious than either therapy alone, although other studies have not found that 
additive effect.  

Studies examining CBT as a maintenance treatment—provided alone or in combination with or sequentially with 
antidepressants—have found it has an enduring effect that extends beyond the end of treatment and equals the impact 
of continuing antidepressants [11,  12, 13, 14].  A recent meta-analysis of 10 trials where CBT had been provided to 
patients after acute treatment found that the risk of relapse was reduced by 21% in the first year and by 28% in the first 
2 years [15].  

Aims and Objectives: - The objective of the study is to find out the effectiveness of CBT on QoL functioning of 
individuals with depression. Aim of the study to find out the most effective intervention approach out of three different 
treatment patrons.  

2. Material and methods 

A case control study design was employed for this study, where 30 individuals diagnosed with depression as per ICD 10 
were selected from Mental Health Institute, SCB Medical college, Cuttack using a purposive sampling method. All 
participants with moderate depression and quality of life dysfunction were selected for the study by using BDI- II test 
and WHO QoL questionnaires for screening. Further the 30 participants were randomly divided and assigned to three 
groups, namely Group A with antidepressant therapy, Group B with Antidepressant therapy as well as CBT and, Group 
C with only CBT. After 12 CBT sessions, the pre and post statistical analysis and interpretation was done using SPSS 
version 20. Before the employment of the screenings and interventions, approval from the Institutional Ethics 
Committee was taken, and all the participants recruited as per the inclusion- exclusion criteria, followed by an informed 
consent to participate in the study. They were detailly briefed regarding the research with confidentiality maintained 
throughout the process. Participant withdrawal autonomy without any consequences was also assured.  

2.1. Tools used 

2.1.1. Semi Structured History Taking Performa  

It was used to collect socio-demographic details, along with clinical history details of participants of the research. 

2.1.2. Beck Depression Inventory – II 

Beck Depression Inventory II (BDI –II), is a self- report scale which contains 21 items. The purpose of the BDI–II is to 
measure the severity of depression in adults. The scores for each of the 21 questions are added and then the total is 
obtained. The highest possible total for the Whole test is 63.The lowest possible score for the Whole test is 0. Highest 
Scores mean greater level of depression and Vice- versa. . Beck’s study reported a coefficient alpha rating of .92 for 
outpatients and .93 for college student samples.  The BDI-II positively correlated with the Hamilton Depression Rating 
Scale, r = 0.71, had a one-week test–retest reliability of r = 0.93 and an internal consistency α=.91. 
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2.1.3. WHOQOL-BREF 

The World Health Organization Quality of Life – BREF (WHOQOL-BREF) is a self-report questionnaire which assesses 4 
domains of quality of life (QOL): physical health, psychological health, social relationships, and environment. The 
assessment conceptually fits with the WHO definition of QOL. WHOQOL-BREF can provide data for both research and 
clinical purposes.  

2.2. Statistical Analysis 

The data was analyzed using SPSS-20.0. Chi-square test was used to analyzed the sociodemographic details. The 
Kruskal-wallis H test with Dunn’s post-hoc test was used to compare the pre-post intervention of the three groups. 

2.3. Ethical consideration 

Institutional ethics committee approval was taken before commencement of the study. Each participant were, briefed 
regarding the research and were included in the study post their informed consent.  

3. Results 

Table 1 Socio-demographic Details 

Variable 

 

Group A Count Group B Count Group C Count X2 p - value 

Education Matriculation 3 4 4 0.287 0.866 

Graduation 7 6 6 

Sex Male 6 7 6 0.287 0.866 

Female 4 3 4 

Occupation Employed 6 7 5 0.833 0.659 

Unemployed 4 3 5 

Religion Hindu 10 9 10 2.069 0.355 

Muslim 0 1 0 

Marital Status Married 5 6 6 2.118 0.714 

Unmarried 4 4 4 

Others 1 0 0 

Age (Mean ± SD)  34.50 ± 5.12 33.00 ± 4.94 33.01 ± 5.78 - .78 

A baseline comparison of categorical variables between the three study groups (Group A, Group B and Group C) was 
done to find their equilibrium before intervention. Results of the Chi square test indicated that the groups did not differ 
by level of education (χ² = 0.29, p =. 866), sex (χ² = 0.29, p =. 866), occupation (χ² = 0.83, p =. 659), religiosity (χ² = 
2.07, p =. 355), or being in relationship with someone (χ² = 2.12, p = 0.714). These results indicated the equivalence of 
demographic characteristics among these groups and an even distribution of all categorical variables. The Kruskal–
Wallis test was used for testing age differences between the groups.  

The mean ages (± SD) for Groups A, B, and C were 34.50 ± 5.12 years, 33.00 ± 4.94 years, and 33.01 ± 5.78 years, 
respectively. The test indicated no statistically significant variation in age between the groups (p = .78). 

Table 2 Within Group Comparison of Physical Domain of QoL 

Compared 
Groups 

Groups N Pre-Mean 
Rank 

Post-Mean 
Rank 

Pre-U 
Value 

Post-U 
value 

Pre-P 
value 

Post-P 
value 

A Vs. B A 10 9.4 6.55 39 10.5 0.39 0.02 

B 10 11.6 14.45 
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B Vs. C B 10 9.9 11.45 44 40.5 0.64 0.45 

C 10 11.1 9.55 

A Vs. C A 10 12.2 14.1 33 14 0.18 0.005 

C 10 8.8 5.9 

The given table presents an analysis of pre-test and post-test comparisons between the three groups in the Physical 
domain of QoL. In pre-test comparison, no significant difference was found across all the three groups as the p values in 
the comparison between A and B was 0.39, between B and C was 0.64, and between groups A and C was 0.18. On the 
other hand, significant difference was found in the post-test comparison of group A and B (p= 0.02) with group B having 
a higher effect as indicated by the larger mean-rank (14.45). Along with that, significant difference was found in the 
comparison between A and C (p= 0.005), with group A producing better effects as observed by the higher mean-rank 
(12.2) than group C (8.8). Further, no significant difference was noted in the comparison between group B and C. To 
sum up the given table findings, interventions given to group A and B brought better changes in the Physical domain of 
QoL.  

Table 3 Within Group Comparison of Psychological Domain of QoL 

Compared 
Groups 

Groups N Pre-Mean 
Rank 

Post-Mean 
Rank 

Pre-U 
Value 

Post-U 
value 

Pre-P 
value 

Post-P 
value 

A Vs. B A 10 8.95 5.95 34.5 4.5 0.22 0 

B 10 12.05 15.05 

B Vs. C B 10 10.9 10.1 46 41 0.75 0.45 

C 10 11.4 9.6 

A Vs. C A 10 9.1 11.9 36 7.5 0.26 0.01 

C 10 6.25 14.75 

The above table presents before and after intervention comparison of the three groups in Psychological domain of QoL. 
When comparing groups A and B, no meaningful difference was found prior to the intervention (p = 0.22). However, the 
post-intervention results showed a highly significant difference (p = 0.00), suggesting that the intervention had an effect 
on group B, as post intervention mean rank of group B (15.05) was higher than group A (5.95). Post intervention 
comparison between group B and C showed no significant difference (p = 0.45), while the comparison between 
treatment group A and C showed significant difference (p = 0.01), where the mean rank of group C (14.75) is higher 
than group A (11.9) suggesting the effect of intervention on group C. Overall, these findings indicate that both the 
interventions given to the groups B and C produced similar changes in Psychological domain of QoL.  

Table 4 Within Group Comparison of Social Domain of QoL 

Compared 
Groups 

Groups N Pre-Mean 
Rank 

Post Mean 
Rank 

Pre-U 
Value 

Post-U 
value 

Pre-P 
value 

Post-P 
value 

A Vs. B A 10 8.55 5.75 30.5 2.5 0.1 0 

B 10 12.45 15.25 

B Vs .C B 10 11.7 11.2 38 43 0.33 0.54 

C 10 9.3 9.8 

A Vs .C A 10 9.85 6 43.5 5 0.6 0 

C 10 11.15 15 

The above table presents before and after intervention comparison of the three groups in Social domain of QoL. Prior 
to the intervention, there was no significant difference across the three groups when comparisons are made, where the 
significant values between group A and B was 0.1, between group B and C was 0.33, and between groups A and C was 
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0.6. However, post intervention analysis indicates significant difference between group A and B (p=0.00), with the 
intervention having a better effect on group B as the posttest mean-rank of group B is higher (15.25). Similar result was 
found in the comparison of group A and C, where group C had better effect with a higher mean-rank (15.00). However, 
upon comparison between Group B and C, no significant difference was found (p = 0.54). Largely, these findings suggest 
that interventions given to both the groups B and C brings about equal changes in the Social domain of QoL, even though 
group B had a higher mean-rank (11.2) in comparison to group C mean-rank (9.8). 

Table 5 Within Group Comparison of Environmental Domain of QoL 

Compared 
Groups 

Groups N Pre-Mean 
Rank 

Post-Mean 
Rank 

Pre-U 
Value 

Post-U 
value 

Pre-P 
value 

Post-P 
value 

A Vs. B A 10 8.2 6.65 27 11.5 0.07 0.002 

B 10 12.8 14.35 

B Vs. C B 10 12.25 11.7 32.5 38 0.16 0.31 

C 10 8.75 9.3 

A Vs. C A 10 9.3 7.2 38 17 0.35 0.009 

C 10 11.7 13.8 

The above results represent the pre-test and post-test comparison of the three groups in the Environmental domain of 
QoL. When comparing group A and B, no meaningful difference was found prior to the intervention (p = 0.07). 
Nevertheless, the post-intervention results showed a highly significant difference (p = 0.002), suggesting that the 
intervention had a higher effect on group B, evidenced by the post intervention mean rank of group B (14.35) which 
was higher than group A (6.65). Post intervention comparison between group B and C showed no significant difference 
(p = 0.31). Moreover, the comparison between treatment group A and C showed significant difference (p = 0.009), where 
the mean rank of group C (13.80) is higher than group A (7.2) suggesting the higher effect of intervention on group C. 
Overall, these findings indicate that both the interventions given to the groups B and C produced similar changes in 
Environmental domain of QoL.  

4. Discussion 

Homogeneity was found in categorical variables of the three study groups, as no significant difference was found in 
education, sex, occupation, religiosity, and relationship across the three randomly assigned treatment groups.  

This study was intended to explore domain specific analysis of QoL in persons with depression. It was found that 
pharmacological intervention had a better impact in comparison to those who were kept in CBT only, when the physical 
health domain was assessed. The combined treatment of CBT and pharmacological interventions also produced similar 
effect as those groups who took pharmacotherapy. No such improvement was found in the group with only CBT.  

The combined intervention and only CBT brought notable improvement across all other three domains of QoL namely 
psychological, social relationship and environment on group B and C respectively. No such changes were found in the 
participants who were in the only pharmacotherapy group across all the three domains of QoL. Interestingly even 
though combined treatment produced a little better effect on all the domains of QoL, but the only CBT intervention also 
produced nearly similar effect expect physical health domain. These findings coincide with numerous meta-analyses 
published in the last decade which have clearly shown that both psychological and pharmacological treatments are 
efficacious for reducing symptoms in depression [16]. Recent literature, however, has suggested that functioning and 
quality of life (QoL) improvement might be equally important for people with depression as their symptom amelioration 
[17, 18,  19].  

5. Conclusion 

The study showed the impact of three different treatment approaches on the quality of life (QoL) of individuals with 
depression. In the physical health domain of QoL, pharmacological intervention was found to be more impactful than 
CBT alone. The combined approach of pharmacological intervention and CBT produced greater improvement in all four 
domains of QoL.  
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Even though combined intervention inclines to slightly better overall QoL improvement, CBT alone has also produced 
significant improvement in psychological, social, and environmental domains of QoL, except for physical health. So, it is 
concluded that pharmacological therapy and CBT interventions are effective in bringing improvement in QoL, and CBT 
alone also has a significant effect on the improvement of QoL.  
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