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Abstract 
The aim of the present study was to determine the relationship between the quality of life and depression by using SF-36 quality of life scale in MS patients. 
Forty-eight patients who were certainly diagnosed with MS according to McDonald diagnostic criteria in the Neurology Clinic and were admitted to the 
Physical Therapy and Rehabilitation Outpatient Clinic between the dates of 2013 and 2015, and a total of 43 age and gender matched healthy controls were 
included in the study. The short form 36 ve The Beck Depression Inventory(BDI ) were used to determine the clinical condition of the patients. Depression was 
detected in 36.3% and 11.9% of the MS patients and control group, respectively (p<0.05). In most of the sub-scales of the Quality of Life Scores, the scores of 
MS patients were found to be significantly lower than control group (p<0.05) A significant negative correlation was determined between depression scores and 
all sub-scales of the Quality of Life Scores following the correlation analyses (p<0.05). When three groups were compared, no statistically significant 
difference was detected in terms of Beck depression scores(p>0.05) Multiple sclerosis depression is common and affects quality of life negatively. The 
evaluation of depression should be done with caution and treatment should be given due care in Multiple Sclerosis patients. 

Keywords: Multiple sclerosis, depression, quality of life 

 
 

Introduction 

Multiple sclerosis (MS) is a progressive, inflammatory and 
demyelinating disease of the central nervous system (CNS) 
that is seen in young individuals [1]. The primary 
localizations of demyelinating plaques are cerebral 
hemisphere, optical nerve, cerebellum, brain stem and 
spinal cord. Emotional, autonomic and coordination 
disorders might be obverted in association with the 
localization of CNS involvement [2,3].  

The course of disease is generally divided into three types: 
Relapsing remitting MS (RRMS), primer progressive MS 
(PPMS) and secondary progressive MS (SPMS). PPMS 
involve possible micro improvements and enhancing 
disability as from the onset of disease. If the clinical 
presentation accepted as RRMS at the onset of the disease 
shows a progressive course of disease and it follows a 
recurrent period, diagnose is SPMS [4]. The two-third of 
the patients diagnosed with RRMS become SPMS 
following duration of 10 to 15 years [5].  

In the early stage, symptoms including fatigue, muscle 
weakness and emotional dysregulation are seen; spasticity, 
bladder dysfunction, depression, pain and cognitive 
dysfunction arise in the late stages of the disease [6,7]. The  
 
 

 

quality of life is significantly affected in MS when 
compared to general population [8].  

The assessment of the quality of life in MS patients is 
performed. It involves either direct neurological disorders, 
such as general health, social and psychological functions 
or various healthcare fields not associated with disability, 
as these fields are considered as more significant indicators 
than the physical functions disturbing general healthcare 
condition by the patients [9]. In MS patients, the 
determination of factors affecting the quality of life might 
contribute to the treatment plan for increasing the quality 
of life.  

In previous studies, the prevalence of lifelong major 
depression was reported as 19-54% in patients with MS 
[10-16]. Depression is the common and curable stage of 
the MS and it affects the quality of life independently from 
the disability [17,18].  

Recently, although the assessment of the quality of life has 
become popular gradually in MS, the studies regarding the 
effect of psychological function on the quality of life is still 
limited. The aim of the present study was to determine the 
relationship between the quality of life and depression by 
using SF-36 quality of life scale in MS patients. 

Material and Methods  

Forty-eight patients who were certainly diagnosed with MS 
according to McDonald diagnostic criteria in the 
Neurology Clinic and were admitted to the Physical 
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Therapy and Rehabilitation Outpatient Clinic between the 
dates of 2013 and 2015, and a total of 43 age and gender 
matched healthy controls were included in the study.  

Patients with further known neurological, psychiatric and 
chronic diseases and patient who had an attack within last 
3 months and had mini mental test score of <24 were 
excluded from the study.  

The detailed neurologic and systemic examinations were 
done to all patients and their sociodemographic data were 
recorded.  

The Assessment of Depression  
The Beck Depression Inventory (BDI) is a self-report 
inventory that measures the severity of depression. Each 
item is scored in between 0 and 3 in the scale that is 
answered according to the final week. The total score 
varies in between 0 and 63 [19]. The Turkish version was 
validated by Hisli [20].  

The Assessment of Quality of Life 
The SF-36 consists of totally 36 questions grouped into 
eight sub-scales; physical functioning, physical role 
limitation, emotional role limitation, body pain, social 
functioning, mental health, vitality and general health. It 
involves two components: physical and mental. The 

scoring is performed out of 100; the higher scores indicate 
higher levels of health and lower scores indicate 
deterioration in health [21].  

Statistical analyses 
Analyses were performed using SPSS 11.5. Statistical 
descriptive tests including means, standard deviations (SD) 
and percentages were used to describe the characteristics of 
the 
sample. Student’s t test was used to compare the numeric 
data between groups, When normality conditions could not 
be met Mann-Whitney U test were used. In the categorical 
variables comparison used Ki-square test. For the 
evaluation of the correlation between variables, according 
to normality state, Pearson or Spearman test were 
performed.A p-value of <0.05 was considered statistically 
significant. 

Results 

The data from 48 patients with MS and 43 healthy controls 
were analyzed. Demographic characteristics and clinical 
features of the patients are summarized in Table 1.  

 Depression was detected in 36.3% and 11.9% of the MS 
patients and control group, respectively (p<0.05) (Table 1).

 
Table 1: Demographic and clinical variables. 

Parameters, mean±SD MS (n=48) mean±SD Control (n=43) mean±SD P values 

Age (years) 40.7±9.4 38.8±5.7 0.43 

Gender F/M 25/23 22/21 0.24 

Duration of education (years) 9.2±3.3 8.9± 2.7 0.18 

BDI % 36.3 11.9 <0.05 

Duration of symptoms (years) 12.2±7.7   

Type of 
MS% 

PRPS 37.6   

PPMS 29.1 

SPMS 33.3 

Drugs% immunosuppressive 65.97   

immunomodulator 34.03 

BDI: Beck Depression Inventory, PRPS: Relapsing Remitting MS, PPMS: Primary Progressive MS, SPMS: Secondary Progressive MS 

In most of the sub-scales of the Quality of Life Scores, the 
scores of MS patients were found to be significantly lower 
than control group (p<0.05) (Table 2). A significant 
negative correlation was determined between depression 
scores and all sub-scales of the Quality of Life Scores 
following the correlation analyses (p<0.05).  

MS type was investigated in terms of being a depression 
factor. Of the patients, 18 had MS with relapse and 
remission, 14 had primary progressive MS and 16 had 
secondary progressive MS. When three groups were 
compared, no statistically significant difference was 
detected in terms of Beck depression scores (p>0.05) 
(Table3). 

Table 2. SF-36 and BDI results in MS and control groups. 

Parameters, mean±SD MS (n: 48) 
mean±SD 

Control 
(n=43) 

mean±SD 

p 

BDI 13.79±9.56 6.93±4.27 <0.05 
Physical Function 51.7±15.2 71.5±13.6 <0.05 
Social Function 59± 26.9 52.0±24.6 >0.05 
Role Limitations Due 
to Physical Health 

43.65±40.9 76.32±3.42 <0.05 

Role Limitations Due 
to Emotional Health 

41.8±22.5 31.9±22.4 <0.05 

Emotional well-being 54.6±24.3 41.8±23.3 <0.05 
Energy/Fatigue 44.4±22.3 40.7±23.9 >0.05 
Pain 47.9±21.4 32.1±5.4 <0.05 
General Health 40.4±30.3 38.1±18.3 >0.05 

SF-36: Short Form Health Survey-36; BDI: Beck Depression Inventory 
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Table 3: Comparison of Patients with depression score by type of MS. 

Variables PRPS PPMS SPMS Total p 
higher depression score 5 (28.3%) 7 (38.4%) 6 (33.3%) 18 (36%) 0.831 
Lower depression score 11 (36.6%) 9 (30.1%) 10 (33.3%) 30 (64%)  
Total 18 (37.6%) 14 (29.1%) 16 (33.3%) 48 (100%)  

PRPS: Relapsing Remitting MS, PPMS: Primary Progressive MS, SPMS: Secondary Progressive MS 

 
Discussion 

MS is a chronic disease and affects patients’ lives 
significantly. It decreases the quality of life of patients by 
damaging emotional well-being, affecting social lives and 
preventing their daily activities [18]. In the early stages of 
the disease, most of the patient relatively feel healthy due 
to lesser limitations. Therefore, it is hard to estimate the 
quality of life in the early stages of the disease [22]. In 
patients with MS, the quality of life was evaluated in 
various studies [23,24]. It has been known well that MS 
has a dramatic effect on the quality of life and patients with 
MS has lower scores in comparison to control groups [25].  

The SF-36 questionnaire measures the health perception in 
society or patient groups. It is easy to perform and 
acceptable for patients, and it has been known that it scans 
the disease even in the early stages (26]. SF-36 is a good 
quality of life scale for grouping the severity of chronic 
medical condition and determining the severity of 
psychiatric disorder [27].  

In the present study, most of the SF-36 sub-scales were 
significantly low in comparison to the controls. A negative 
correlation was determined between all scores of 
depressions and the quality of life sub-scales.  

Depression is very common among patients with MS [28] 
and this condition is accepted a significant problem (29]. 
The risk of depressive symptoms is 50% in MS [30). This 
ratio is four-times higher than the depression risk in 
general population [31]. Depression might be originated 
from disease period, and as well as, MS-dependent 
disability and individuals’ reaction to the symptoms [32]. 
In previous studies, psychological well-being and the 
quality of life were shown to be decrease in MS patients 
which was clarified in the advance stages of the disease 
[23].  

In the present study, there was no statistically significant 
relationship between the Beck depression scores and MS 
types. In patients with MS, male gender, high disability, 
unemployment, lesser physical activity and using 
antidepressants and/or anxiolytic sedative were found to be 
independently associated with higher depression scores 
[33].  

In most of the individuals, especially in MS patients with 
depression-associated relapse and more progressive disease 
types, a positive correlation was observed between mood 
changes and inflammation [34,35].  

The progressive MS types, in case of higher disability 
levels in comparison to RRMS, were associated to the high 
levels of depression [36-38].  

Conclusion 

The awareness should be increased for depression which is 
a common symptom in patients with MS. All patients with 
MS should be evaluated in terms of the presence of 
depression. An effective therapy for depression will 
enhance the quality of life in patients with MS.  
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