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Abstract
Background
Posttraumatic stress disorder (PTSD) has a great impact on a patient's quality of life (QoL). People in long-term contact with a person suffering from PTSD, such as family members, may also consequently develop various emotional problems.

Methods
We investigated whether chronic combat PTSD is related to lower QoL of veterans' wives. The study included 164 veterans with PTSD, 281 PTSD veterans' wives, 115 healthy non-veterans' wives and 223 men without PTSD. All participants were assessed for psychiatric morbidity (Mini International Neuropsychiatric Interview) and measures of QoL (World Health Organization Quality of Life Questionnaire – short form). In veterans, the symptoms were evaluated using Clinician Administered PTSD Scale (CAPS).

Results
The pattern of differences between the study groups was similar across all QoL domains. Men without PTSD had the highest scores, followed by women who were not married to PTSD patients (significantly different across all four QoL domains). PTSD veterans' wives tended to had lower scores than either of these groups. Significant differences between PTSD veterans' wives and women who were not married to PTSD patients were observed in three (out of four) QoL domains: psychological health, Z = 2.907, P = 0.022; social relationships, Z = 3.285, P = 0.006; and environmental domain, Z = 5.317, P < 0.001. The lowest scores were recorded in PTSD veterans (significantly lower than PTSD veterans' wives in every domain except environmental). The wives who reported to be ill at the time tended to have lower scores across all four domains (P < 0.05) (low to moderate correlation; physical health, ρ = 0.56; psychological health, ρ = 0.42; social relationships, ρ = 0.30; environmental, ρ = 0.33), as well as those who sometimes in their lives they sought professional help due to having problems with their husband (P < 0.05) (very low to low correlation; physical health, ρ = 0.37; psychological health, ρ = 0.38; social relationships, ρ = 0.30; environmental, ρ = 0.15).

Conclusion
Our results indicate the negative impact of husband's chronic PTSD on overall QoL, psychological health, social relations, and environmental area of QoL of veteran's wives. Assessment of QoL may be important during the intervention and planning of specific treatment and rehabilitation programs for the families of war veterans.
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Background
SINCE mental disorders can have pervasive effects on all areas of a person's life (physical, psychological, social, occupational, and so on), there is a need to investigate their impact on a patient quality of life (QoL) and integrate the QoL approach into clinical practice [1]. In general population, anxiety disorders show the highest prevalence, ranging between 15% and 20% [2], whereas the prevalence of posttraumatic stress-disorder (PTSD) ranges between 1% and 14% [3]. Many authors explored the effect of anxiety disorders on QoL [4]-[6] and found that these disorders have a substantial negative impact on patient functioning in many areas and reduce patient QoL [5]-[7].
QoL-related data in specific types of anxiety disorders and especially in patients with PTSD are scarce [5],[8]. Among different subtypes of anxiety disorders, panic disorder and posttraumatic stress disorder (PTSD) have the greatest impact on patient QoL [9]. Findings suggest that patients with PTSD have reduced QoL [10],[11], including self-reported decreased well-being, poor physical health, and marital and occupational difficulties [12]-[14]. Additionally, war veterans with PTSD report less intimacy, less self-disclosure and expressiveness, and more hostility and physical violence toward their marital partners than war veterans without PTSD [15]. All these difficulties in marital and family functioning have a sustained negative effect on veterans and their families [16]-[19]. In families of war veterans, domestic violence is often present and divorce rates are high [20], both indicating detrimental effects of PTSD on overall family functioning and the QoL of the family members. Members of the families of war veterans with PTSD are often called the "hidden victims" of war trauma [21]. Previous research showed that close and long-term contact with a person with PTSD may cause chronic stress and various emotional problems, including higher levels of depressive symptoms and anxiety, concentration problems, emotional exhaustion, pain syndromes, and sleeping problems in persons providing help [17],[18].
Different studies or organizations have proposed different definitions of QoL [1]. A World Health Organization Quality of Life Questionnaire – short form, WHOQOL-BREF, which captures many of a person's own views of their well-being, was designed by the WHO Quality of Life Group [22],[23]. It offers the most optimal approach to cross-cultural comparison of QoL and it is available in many languages [23].
Although PTSD causes difficulties in many aspects of life, previous studies have evaluated only the influence of PTSD on family functioning in war veterans and civilian victims [15],[18] and their family members [24], focusing on the secondary traumatization [16],[17]. To our best knowledge, the impact of long-term and chronic PTSD in war veterans on the overall and specific aspects of QoL in their wives has not been investigated nor mutually compared. There is only one naturalistic study that assessed the psychological effects of a lifestyle management course on war veterans and their spouses [25].
Since chronic PTSD is known to have detrimental impact on war veterans' QoL, we tested the hypothesis that wives of veterans with PTSD also have impaired QoL.

Methods
Participants
A total of 783 subjects were recruited including 164 male PTSD veterans, 281 PTSD veterans' wives, 115 healthy non-veteran women, and 223 men without PTSD.
War veterans with PTSD were recruited during the intensive treatment program at the University Hospital Dubrava, Department of Psychiatry, Referral Centre for the Stress Related Disorders of the Ministry of Health of Croatia, in Zagreb, Croatia. They participated in the 1991–1995 war in Croatia and the mean duration of their active military service was 38±21 months. Four of them had a detention camp experience. At the time of the assessment, they had been in treatment for a mean period of 7±5 years.
The group of PTSD veterans' wives was recruited during a medical checkup at the Clinic for Tumors in Zagreb, Croatia, within a comprehensive health assessment organized by the Ministry of War Veterans of Croatia. The assessment included psychiatric evaluation in addition to thorough physical examination. These women did not actively participate in combat activities and did not have any civilian war trauma or earlier traumatic experiences. Their husbands' PTSD diagnosis was assessed by a psychiatrist and confirmed in an expert examination for compensation seeking purposes. At the time of the assessment, their husbands had been in treatment for PTSD for 10±4 years. Sixty seven women were excluded because of their active combat participation or civilian war experience or earlier psychological traumatizations.
Women in the comparison group were recruited from among the women undergoing a regular systematic physical examination at the University Hospital Dubrava in Zagreb. The inclusion criterion was that their husbands did not have any combat experience and were not treated for PTSD or any other mental disorder. Eleven women were excluded because their husbands were treated for mental disorders.
The fourth group consisted of healthy men undergoing a regular physical examination at the University Hospital Dubrava in Zagreb. A major number of them (n = 160, 71.7%) had a war-combat experience. Also, 5 men in this group were excluded because they met the PTSD criteria.

Measures
Croatian version 5.0.0 of Mini International Neuropsychiatric Interview (M.I.N.I.) was used to evaluate psychiatric morbidity in all study subjects [26]. All veterans with PTSD met the diagnostic criteria for PTSD based on the Diagnostic and Statistical Manual of Mental Disorders, 4th edition – text revision (DSM-IV-TR) [3]. Additionally, the diagnosis was confirmed by using the Clinician Administered PTSD Scale (CAPS) [27]. Diagnostic groups were formed as shown in Table 1.Table 1
                          Participants' characteristics and comparison of scores across QoL domains
                        


	 	PTSD veterans (N = 164)
	PTSD veterans' wives (N = 281)
	Women (N = 115)
	Men without PTSD (N = 223)
	P

	Age; median (Q1-Q3)
	44 (40–48)
	48 (42–53)
	45 (33–56)
	39 (35–44)
	<0.001

	Education; N (%)
	 	 	 	 	<0.001

	None
	0
	(0.0)
	0
	(0.0)
	0
	(0.0)
	3
	(1.3)
	 
	Primary
	12
	(7.3)
	46
	(16.4)
	9
	(7.8)
	6
	(2.7)
	 
	Secondary
	135
	(82.3)
	184
	(65.5)
	80
	(69.6)
	151
	(67.7)
	 
	Tertiary
	17
	(10.4)
	51
	(18.1)
	26
	(22.6)
	63
	(28.3)
	 
	Marital status; N (%)
	 	 	 	 	 	 	 	 	<0.001

	Single
	21
	(12.8)
	0
	(0.0)
	21
	(18.3)
	44
	(19.7)
	 
	Married
	130
	(79.3)
	273
	(97.2)
	73
	(63.5)
	169
	(75.8)
	 
	Living as married
	4
	(2.4)
	2
	(0.7)
	4
	(3.5)
	4
	(1.8)
	 
	Separated
	8
	(4.9)
	0
	(0.0)
	2
	(1.7)
	5
	(2.2)
	 
	Divorced
	1
	(0.6)
	3
	(1.1)
	10
	(8.7)
	1
	(0.4)
	 
	Widowed
	0
	(0.0)
	3
	(1.1)
	5
	(4.3)
	0
	(0.0)
	 
	Primary/Comorbid diagnosis; N (%)
	 	 	 	 	 	 	 	 	<0.001

	None
	24
	(14.6)
	254
	(90.4)
	104
	(90.4)
	221
	(99.1)
	 
	Affective disorders
	47
	(28.7)
	21
	(7.5)
	5
	(4.3)
	0
	(0.0)
	 
	Anxiety disorders
	58
	(35.4)
	5
	(1.8)
	6
	(5.2)
	2
	(0.9)
	 
	Psychotic disorders
	32
	(19.5)
	1
	(0.4)
	0
	(0.0)
	0
	(0.0)
	 
	Personality disorders
	3
	(1.8)
	0
	(0.0)
	0
	(0.0)
	0
	(0.0)
	 
	Combat experience; N (%)
	164
	(100.0)
	0
	(0.0)
	0
	(0.0)
	160
	(71.7)
	<0.001

	Currently ill; N (%)
	140
	(85.4)
	90
	(32.3)
	28
	(24.3)
	6
	(2.7)
	<0.001

	WHOQOL-BREF scores; median (Q1-Q3)
	 	 	 	 	 	 	 	 	 
	Overall QoL
	3 (2–3)
	3 (3–4)
	4 (3–4)
	4 (4–4)
	<0.001

	General health
	2 (1–3)
	3 (3–4)
	4 (3–4)
	4 (4–5)
	<0.001

	Physical health
	38 (25–50)
	63 (44–75)
	69 (56–81)
	88 (81–94)
	<0.001

	Psychological health
	38 (25–50)
	63 (50–69)
	69 (56–81)
	81 (75–94)
	<0.001

	Social
	50 (31–63)
	69 (50–75)
	75 (56–81)
	81 (75–94)
	<0.001

	Environmental
	56 (44–69)
	56 (44–63)
	69 (56–75)
	75 (69–88)
	<0.001


The differences in categorical variables were tested with Pearson's χ
                          2
                         tests and continuous variables were compared by using Kruskal–Wallis one-way analysis of variance by ranks. Abbreviations: QoL, quality of life; Q1–Q3, interquartile range; WHOQOL-BREF, The World Health Organization Quality of Life Questionnaire – short form; PTSD, posttraumatic stress disorder.



Clinical interviews were performed by experienced licensed psychiatrists and psychologists with expertise in the field of psychotrauma.
After the structured interviews, the participants were given WHOQOL-BREF [28],[29]. At least one of the authors of this study was present to provide help to the participants while they were filling out the questionnaire. We compared QoL in four groups of participants, i.e., male PTSD veterans, PTSD veterans' wives, women and men without PTSD.
The study was conducted from January to December 2008 in parallel at both institutions. The chances for an individual to be enrolled in this study were the same for all groups according to the inclusion criteria. The participants lived in urban areas in the same region, which is important because previous research in QoL in Croatia showed that inequalities in regional development levels substantially influenced the QoL of the population [30]. All participants gave their written informed consent before taking the structured clinical interview. The study was approved by the Ethics Committees of the University Hospital Dubrava and Clinic for Tumors in Zagreb.

Instrument
WHOQOL-BREF is the most frequently used questionnaire for QoL evaluation [28]. It consists of 24 items, which measure the four main domains of the QoL: a) physical health (7 items; activities of daily living, dependence on medical substances and medical aids, energy and fatigue, mobility, pain and discomfort, sleep and rest, work capacity), b) psychological health (6 items; bodily image and appearance, negative feelings, positive feelings, self-esteem, spirituality/religion/personal beliefs, thinking, learning, memory and concentration), c) social relationships (3 items; personal relationships, social support, sexual activity), and d) environment (8 items; financial resources, freedom, physical safety and security, accessibility and quality of health care, home environment, opportunities for acquiring new information and skills, participation in and opportunities for recreation/leisure activities, physical environment). It also has two general items that separately measure the person's overall perception of QoL (overall QoL) and general perception of health (general health). The level of satisfaction or degree of agreement for each item is rated on a 5-point Likert scale. The score for each domain is defined as the sum of individual item scores on subscales transformed into a scale from 0 to 100.

Statistical analysis
The normality of continuous variables was tested per group using Shapiro-Wilk's test. Variables pertaining to the four QoL domains did not follow a Gaussian distribution even after every commonly used transformation. Due to the significant deviation from normality, group differences and associations between variables were analyzed with non-parametric tests. Differences between groups in two general items and four domains of QoL were tested with Kruskal–Wallis one-way analysis of variance by ranks. Every test was followed by multiple comparisons of mean ranks between pairs of groups (Mann–Whitney tests) and the resulting p-values were corrected by Bonferroni method.
Associations between variables were tested with Spearman's rank correlation. Age, overall QoL, general health, four QoL domains, length of active duty, treatment duration (PTSD veterans and husbands of PTSD veterans' wives, respectively) were analyzed as continuous variables, whereas education was used as an ordinal variable. Marital status and primary/comorbid diagnostic group variables were dichotomized (married vs. others; disorder vs. no disorder) and coded with 0 and 1. Other variables (combat experience, war camp experience, being currently ill, sought professional help) were used as dichotomous variables coded with 0 and 1. We correlated available data for each group with two general items and four domains of QoL. As a result, four sets (one for each group) of correlations were created, with the number of bivariate correlations ranging from 30 to 54 per group (depending on the available variables for particular group). Generated p-values were corrected by the false discovery rate method to minimize the chance of type I error [31] (for every p-value, the corresponding f value was calculated; the effect was significant at the α = 0.05 level if p < f).
The strength of the association between variables was interpreted according to Hinkle et al. [32]: 0.00 – 0.30, very low; 0.30 – 0.50, low; 0.50 – 0.70, moderate; 0.70-0.90, high; 0.90 – 1.00, very high.
Categorical variables were compared between groups with Pearson's χ
                    2
                   tests. The statistical analyses were performed with Statistica 8.0 (StatSoft Inc., Tulsa, OK, USA).


Results
Sociodemographic characteristics and psychiatric morbidity of participants
The groups differed in age, with PTSD veterans' wives being slightly older than other groups (Table 1). The difference between the comparison group of women and PTSD veterans was the only one that did not reach a statistical significance (Z = 0.162, P = 0.990). Although groups differed in education level, majority of participants in each group had completed secondary education (Table 1). The greatest proportion of participants with tertiary education was observed in the group of men without PTSD. PTSD veterans' wives had similar education level as did women who were not married to PTSD patients (P = 0.070). As for the marital status, most of the PTSD veterans' wives were married. The group of women who were not married to PTSD patients had diverse marital status (Table 1). Their marital status was different when compared to PTSD veterans (P < 0.001), as well as men without PTSD (P < 0.001).
While majority of PTSD patients had at least one comorbid disorder, the prevalence of psychiatric disorders in other groups was relatively low (Table 1). Only two participants satisfied the criteria for psychiatric disorders among men without PTSD. Disorders were more prevalent in two groups of women, but no difference in psychiatric morbidity was observed between these two groups (P = 0.165). A substantial proportion of men without PTSD experienced combat (Table 1), but none developed psychiatric disorder associated with that experience. The greatest proportion of participants that reported current illness was found in the group of PTSD veterans (Table 1). On the other hand, only a few men without PTSD reported that they were currently ill. No difference was found between the two groups of women (P = 0.119).

Measures of reliability
For the diagnosis of PTSD and comorbid diagnoses, inter-rater agreement was excellent (k = 0.91). To check the internal consistency reliability, we calculated the following Cronbach's alpha coefficients: physical health = 0.92, psychological health = 0.91, social relationships = 0.79 and environment = 0.82, and the total for 26 items = 0.96. These coefficients were higher than the ones reported previously by WHOQOL Group for Croatian sample [29].

Group comparison across QoL domains
A similar pattern of differences between groups was observed in each domain (Figure 1, Table 1). PTSD veterans had the lowest scores across all domains. The scores were significantly lower in comparison with PTSD veterans' wives in three QoL domains: physical health, Z = 9.040, P < 0.001; psychological health, Z = 8.943, P < 0.001; social relationships, Z = 6.265, P < 0.001. PTSD veterans' wives had significantly lower scores than women who were not married to PTSD patients in three QoL domains: psychological health, Z = 2.907, P = 0.022; social relationships, Z = 3.285, P = 0.006; environmental domain, Z = 5.317, P < 0.001. Men without PTSD had the highest scores in every domain, significantly higher than women who were not married to PTSD patients. The differences in two general items (overall QoL and general health) followed the pattern similar to QoL domains (Figure 1, Table 1) with PTSD veterans having the lowest and men without PTSD the highest scores. PTSD veterans' wives had lower overall QoL (Z = 5.10, P < 0.001), as well as general health (Z = 2.73, P = 0.038) scores, in comparison to group of women who were not married to PTSD patients.[image: A12955_2014_Article_136_Fig1_HTML.jpg]
Figure 1Comparison of scores across quality of life domains between groups. Veterans with posttraumatic stress disorder (PTSD), PTSD veterans' wives, women who were not married to PTSD patients, and men without PTSD (groups are represented by columns in different colors) are being compared across four main Quality of Life domains. Asterisk (*) indicates that particular group differs significantly (P < 0.05) from the first, or every other group to the right in the corresponding domain (i.e. PTSD veterans have significantly lower scores from every other group in all four domains).





Correlation analyses
Significant bivariate correlations were especially pronounced in the group of PTSD veterans' wives (Table 2). Age was negatively associated with QoL scores, as opposed to education, which correlated positively with the two general items and each QoL domain. Duration of their husbands' PTSD treatment negatively correlated only with physical health domain.Table 2
                          Correlations between participant characteristics and scores across QoL domains in PTSD veterans' wives
                        


	 	 	Domain

	 	Overall QoL
	General health
	Physical health
	Psychological health
	Social relationships
	Environmental

	Age
	−0.10
	−0.20*
	−0.24*
	−0.22*
	−0.21*
	−0.08

	Education
	0.26*
	0.19*
	0.19*
	0.22*
	0.17*
	0.20*

	Children
	−0.02
	0.01
	−0.03
	−0.01
	0.04
	−0.05

	Currently ill
	−0.26*
	−0.56*
	−0.56*
	−0.42*
	−0.30*
	−0.33*

	Psychiatric disorder
	−0.17*
	−0.20*
	−0.30*
	−0.34*
	−0.25*
	−0.13*

	Husband's treatment duration
	0.07
	−0.06
	−0.16*
	−0.09
	−0.03
	0.04

	Sought professional help
	−0.13
	−0.27*
	−0.37*
	−0.38*
	−0.30*
	−0.15*


The values represent Spearman's correlation coefficient (ρ), N = 281. Asterisk (*) indicates significant correlation (P < 0.05) corrected for multiple correlations by false discovery rate method. Abbreviations: QoL, quality of life; PTSD, posttraumatic stress disorder.



However, all of the above mentioned associations could be regarded as weak, or negligible, as reflected in very low Spearman's correlation coefficients (<0.30). Women who reported that they were currently ill tended to have lower QoL scores, especially in general health and physical health domain, as reflected by moderate negative correlation (Table 2). Low negative correlation was found between the presence of psychiatric disorder and psychological health domain. The wives who sought professional help due to the problems they had with their husbands (who did not have a psychiatric diagnosis) tended to have lower QoL scores (low negative correlation in physical and psychological health domains; Table 2).
PTSD veterans who reported that they were currently ill tended to have lower general health (ρ = 0.36, P < 0.05) and physical health scores (ρ = 0.31, P < 0.05).
The similar low correlations were also observed in the group of women who were not married to PTSD patients (general health: ρ = 0.37, P < 0.05; physical health: ρ =  0.33, P < 0.05). Significant, but weak (very low correlation) associations were found in the comparison group of women. Environmental domain scores positively correlated with age (ρ = 0.27, P < 0.05) and education (ρ = 0.28, P < 0.05). The presence of psychiatric disorder in this group of women was negatively associated with physical health (ρ = 0.26, P < 0.05) and psychological health (ρ =  0.24, P < 0.05) scores.
The only significant correlation in the group of men without PTSD was that of age with general health scores (ρ = 0.34, P < 0.05).


Discussion
Our study showed lower overall QoL in veterans with PTSD than in the wives of veterans with PTSD, whereas QoL in both of these groups was lower in comparison with healthy male and female groups. With respect to lower QoL in wives of veterans with PTSD in comparison with the healthy female group, we may assume that the reason was their husbands' chronic illness, i.e., PTSD. Previous QoL studies among caregivers (mostly mothers) of patients with mental disorders [33] and wives of patients with mental disorders [34] showed they had a significantly lower QoL in comparison with general population. Similar results were obtained in a study among wives of patients with chronic physical diseases [35].
The level of QoL of veterans with PTSD in our study was consistent with the results of previous studies, which showed that patients with PTSD had reduced overall QoL [4],[6],[36], and difficulties in multiple areas of functioning including family [10],[15],[24], psychological health [37],[38], physical health [13], social [12], and occupational functioning and overall well-being [11],[14]. Previous studies investigating the effects of war veterans PTSD on their wives, but not their QoL, showed that these women had an increased risk of developing psychological and relational distress [10],[16]-[19],[39]. Although it could be argued that some aspects of secondary traumatization (like emotional problems) may be also considered as measures of QoL, in previous studies specific measurement instruments of QoL were not applied.
National-level studies investigating gender effect on the subjective perception of QoL in general population [40], patients with different mental disorders [41], and patients with PTSD [14] showed that gender had no effect on the QoL self-assessment. Our results may indicate that the mental disorder in their husbands (PTSD) might be directly associated with QoL in the wives of war veterans.
Higher age of wives of veterans with PTSD was weakly associated with their reduced QoL in all QoL areas except environmental (without significant association). The effect of age on subjective QoL reported in previous studies has been inconsistent and a meta-analysis of studies showed that correlation between age and subjective QoL was near zero [42]; investigators have begun to focus not so much on age per se but on life cycle patterns [40].
Previous research showed that education level, higher age at the beginning of active war combat, higher socioeconomic status, and better family relations were protective factors for the development of PTSD [43]. Men in the healthy group in our study had a significantly higher level of education in comparison with veterans with PTSD (tertiary education: 28.3% vs. 10.4%), which could be the reason why they had not developed PTSD despite the fact that 71% of them had war experience. Higher education level was also associated with higher overall level of QoL, general health, and satisfaction in all QoL areas (psychological, physical, social, and environmental) in wives of veterans with PTSD and higher satisfaction with environment in the comparison group of women. The higher education level had positive effects on better QoL and subjective well-being in previous investigations [33],[44].
Marital status and partner relationships have been frequently found to have a positive influence on life satisfaction, course of physical and mental disorders, and recovery [45],[46]. Our study has not confirmed these findings, since no correlations between marital status and QoL domains was found in any of groups (data not showed). Since the proportion of wives who divorced their husbands with PTSD in our study was lower than in the comparison group and general population in Croatia (around 15%) [47], we may assume that they remained married irrespective of the marital difficulties [39]. The most frequently reported reasons for women to stay married to veterans with PTSD are perceived lack of choice, intensely felt moral obligation, and fear for husband's life [48].
In patients with PTSD, comorbidity was present in about 80% of the cases [49],[50], including mood disorders, other anxiety disorders, somatization, substance abuse, and dissociative disorders and this is generally in line with our findings (Table 1).
We did not investigate the effect of comorbid diagnoses on QoL in veterans with PTSD, but rather focused on the QoL of the wives of veterans with PTSD in whom the prevalence of mental disorders was within the range of European countries [51].
A substantial number of veterans' wives (N = 98, 34.9%) sought professional psychological help due to the problems they had with their husbands after the war, but none were in psychiatric treatment. It is possible that QoL is a better indicator of the suffering of wives of war veterans with PTSD than mental disturbances alone.
Self-reported current illness (physical and mental) in majority of our study participants, except male comparison group, was found to be an important factor associated with the overall perception of QoL in the wives of veterans with PTSD. It was also associated with the general perception of health and physical health in veterans with PTSD and female comparison group, as shown in a previous study [52].
In our study, overall QoL and QoL in all four specific domains was lower in the wives of veterans with PTSD than in female comparison group and significantly lower in psychological health, social relations, and environment domains. Angermeyer et al. [34] found the difference in the psychological and social domains of QoL between wives of patients with mental disorder and general population, but not in the environmental domain. With respect to the questions that cover the environment domain in our study, we may assume that some other factors, like employment status, income, and living conditions [53], in addition to husband's disease influenced the low QoL in environment domain. This finding is in line with results from a study investigating objective indicators of QoL in Croatia, which showed that Croatians are less satisfied with environmental factors in comparison with the population in European Union [30], and more often report problems related to financial status, lack of information, availability of medical and social services, and feeling of social exclusion [44]. On the other hand, this was the only QoL domain where no difference was found between wives of war veterans with PTSD and veterans themselves, which may be explained by similarities in their objective living conditions, greater need for health and social care, and low mobility.
The strengths of our study are a large sample and the fact that this is the first study investigating the QoL of wives of veterans with PTSD by using a specific questionnaire, which captures many personal views (e.g. subjective perceptions) of QoL.
There are several limitations of the study. First, we did not explore the impact of somatic comorbidity and health status on QoL. Second, the study design was a cross-sectional (correlational) thus precluding causal inference. A long-term longitudinal assessment of QoL in PTSD patients and their partners in comparison with the control group would be needed to allow for evaluating a causal relationship. Third, multiparametric regression analyses could not be performed because the data did not meet the criteria for parametric tests. Fourth, there was no "objective" (i.e. external) assessment of QoL and psychopathological symptoms were not included in the QoL measuring instrument. Fifth, it remains questionable how valid and comparable are our results with other research findings obtained with different existing instruments for measuring QoL.

Conclusions
Our study results indicate the negative impact of husband's chronic PTSD on the overall QoL, psychological health, social relations, and environmental area of QoL of vesteran's wives.
Today, the focus is on the principles of "promotion of mental health", which can also be regarded as a means of improving QoL in general population (healthy, at-risk, and those already suffering from mental disorders) [1].
According to our findings, it is necessary to develop specific preventative actions and treatment and rehabilitation programs for the families of war veterans, especially for veteran's wives. These programs should include interventions such as family group support, psychoeducation, counseling and advisory services.

Acknowledgements
We thank Ivana Dijanić Plašć and Mladen Lončar for data collection and Aleksandra Mišak for language corrections.
This study was conducted thanks to the Project 198-0982522-0075 "Psychophysiology in the diagnosing of stress-related disorders" supported by Ministry of Science, Education and Sports of the Republic of Croatia.

References
1.
Katschnig H: Quality of life in mental disorders: challenges for research and clinical practice. World Psychiatry 2006, 5: 139–145.PubMedCentralPubMed

2.
Kessler RC, Chiu WT, Demler O, Walters EE: Prevalence, severity, and comorbidity of 12-month DSM-IV disorders in the National Comorbidity Survey replication (NCS-R). Arch Gen Psychiatry 2005, 62: 617–627. 10.1001/archpsyc.62.6.617PubMedCentralCrossRefPubMed

3.
Diagnostic and Statistical Manual of Mental Disorders (4th ed., Text rev.). American Psychiatric Association, Washington DC; 2000.

4.
Rapaport MH, Clary C, Fayyad R, Endicott J: Quality-of-life impairment in depressive and anxiety disorders. Am J Psychiatry 2005, 162: 1171–1178. 10.1176/appi.ajp.162.6.1171CrossRefPubMed

5.
Olatunji BO, Cisler JM, Tolin DF: Quality of life in anxiety disorders: a meta-analytic review. Clin Psychol Rev 2007, 27: 572–581. 10.1016/j.cpr.2007.01.015CrossRefPubMed

6.
Van Straten A, Cuijpers P, Van Zuuren FJ, Smits N, Donker M: Personality traits and health-related quality of life in patients with mood and anxiety disorders. Qual Life Res 2007, 16: 1–8. 10.1007/s11136-006-9124-xPubMedCentralCrossRefPubMed

7.
Mendlowicz MV, Stein MB: Quality of life in individuals with anxiety disorders. Am J Psychiatry 2000, 157: 669–682. 10.1176/appi.ajp.157.5.669CrossRefPubMed

8.
Berlim MT, Fleck MPA: "Quality of life": a brand new concept for research and practice in psychiatry. Rev Bras Psiquiatr 2003, 25: 249–252. 10.1590/S1516-44462003000400013CrossRefPubMed

9.
Hansson L: Quality of life in depression and anxiety. Int Rev Psychiatry 2002, 14: 185–189. 10.1080/09540260220144966CrossRef

10.
Jordan BK, Marmar CR, Fairbank JA, Schlenger WE, Kulka RA, Hough RL, Weiss DS: Problems with families of male Vietnam veterans with post-traumatic stress disorder. J Consult Clin Psychol 1992, 60: 916–926. 10.1037/0022-006X.60.6.916CrossRefPubMed

11.
Zatzick DF, Marmar CR, Weiss DS, Browner WS, Metzler TJ, Golding JM, Stewart A, Schlenger WE, Wells KB: Post-traumatic stress disorder and functioning and quality of life outcomes in a nationally sample of male Vietnam veterans. Am J Psychiatry 1997, 154: 1690–1695.CrossRefPubMed

12.
d'Ardenne P, Capuzzo N, Fakhoury WKH, Jankovic-Gavrilovic J, Priebe S: Subjective quality of life and posttraumatic stress disorder. J Nerv Ment Dis 2005, 193: 62–65. 10.1097/01.nmd.0000149221.09294.92CrossRefPubMed

13.
Mancino MJ, Pyne JM, Tripathi S, Constans J, Roca V, Freeman T: Quality-adjusted health status in veterans with posttraumatic stress disorder. J Nerv Ment Dis 2006, 194: 877–879. 10.1097/01.nmd.0000244686.79689.21CrossRefPubMed

14.
Schnurr PP, Lunney CA: Exploration of gender differences in how quality of life relates to posttraumatic stress disorder in male and female veterans. J Rehabil Res Dev 2008, 45: 383–393. 10.1682/JRRD.2007.06.0099CrossRefPubMed

15.
Carroll EM, Rueger DB, Drue B, Foy DW, Donahoe CP: Vietnam combat veterans with posttraumatic stress disorder: analysis of marital and cohabitating adjustment. J Abnorm Psychol 1985, 94: 329–337. 10.1037/0021-843X.94.3.329CrossRefPubMed

16.
Dekel R, Solomon Z: Secondary Traumatization among Wives of War Veterans with PTSD. In Combat Stress Injury: Theory, Research, and Management. Edited by: Figley CR, Nash WP. Routledge, New York; 2006:137–157.

17.
Frančišković T, Stevanović A, Jelušić I, Roganović B, Klarić M, Grković J: Secondary traumatization of wives of war veterans with posttraumatic stress disorder. Croat Med J 2007, 48:177–184.PubMedCentralPubMed

18.
Renshaw KD, Rodrigues CS, Jones DH: Psychological symptoms and marital satisfaction in spouses of Operation Iraqi Freedom veterans: relationships with spouses' perceptions of veterans' experiences and symptoms. J Fam Psychol 2008, 22: 586–594. 10.1037/0893-3200.22.3.586CrossRefPubMed

19.
Al-Turkait FA, Ohaeri JU: Post-traumatic stress disorder among wives of Kuwaiti veterans of the first Gulf War. J Anxiety Disord 2008, 22: 18–31. 10.1016/j.janxdis.2007.01.011CrossRefPubMed

20.
Matsakis A: Vietnam Wives. Woodbine House, Kensington MD; 1988.

21.
Foy DW: Treating PTSD: Cognitive-Behavioral Strategies. Naklada Slap, Jastrebarsko; 1994.

22.
Study protocol for the World Health Organization project to develop a Quality of Life assessment instrument (WHOQOL) Qual Life Res 1993, 2: 153–159. 10.1007/BF00435734

23.
Development of the World Health Organization WHOQOL-BREF quality of life assessment Psychol Med 1998, 28: 551–558. 10.1017/S0033291798006667

24.
Ray SL, Vanstone M: The impact of PTSD on veteran's family relationships: an interpretative phenomenological inquiry. Int J Nurs Stud 2009, 46: 838–847. 10.1016/j.ijnurstu.2009.01.002CrossRefPubMed

25.
Devilly GJ: The psychological effects of a lifestyle management course on war veterans and their spouses. J Clin Psychol 2002, 58: 1119–1134. 10.1002/jclp.10041CrossRefPubMed

26.
Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Janavs J, Weiller E, Hergueta T, Baker R, Dunbar GC: The Mini International Neuropsychiatric Interview (M.I.N.I.): the development and validation of a structured diagnostic psychiatric interview. J Clin Psychiatry 1998, 59: 22–23.PubMed

27.
Blake DD, Weathers FW, Nagy LM, Kaloupek DG, Gusman FD, Charney DS, Keane TM: The development of a Clinician-Administered PTSD Scale. J Trauma Stress 1995, 8: 75–90. 10.1002/jts.2490080106CrossRefPubMed

28.
The World Health Organization Quality of Life Assessment (WHOQOL): development and general psychometric properties Soc Sci Med 1998, 46: 1569–1585. 10.1016/S0277-9536(98)00009-4

29.
Skevington SM, Lotfy M, O'Connell KA: The World Health Organization's WHOQOL-BREF quality of life assessment: psychometric properties and results of the international field trail. A report from the WHOQOL group. Qual Life Res 2004, 13: 299–310. 10.1023/B:QURE.0000018486.91360.00CrossRefPubMed

30.
Japec L, Šućur Z: Quality of Life in Croatia: Regional Differences. LDK, UNDP; 2007.

31.
Benjamini Y, Hochberg Y: Controlling the false discovery rate: a practical and powerful approach to multiple testing. J R Statist Soc B 1995, 57: 289–300.

32.
Hinkle DE, Wiersma W, Jurs SG: Applied Statistics for the Behavioral Sciences. Houghton Mifflin, Boston; 2005.

33.
Wong DFK, Lam AYK, Chan SK, Chan SF: Quality of life of caregivers with relatives suffering from mental illness in Hong Kong: roles of caregiver characteristics, caregiving burdens and satisfaction with psychiatric services. Health Qual Life Outcomes 2012, 10: 15. 10.1186/1477-7525-10-15PubMedCentralCrossRefPubMed

34.
Angermeyer MC, Kilian R, Wilms HU, Wittmund B: Quality of life of spouses of mentally ill people. Int J Soc Psychiatry 2006, 52: 278–285. 10.1177/0020764006067186CrossRefPubMed

35.
Yesilbalkan OU, Ozkutuk N, Ardahan M: Comparison quality of life of Turkish cancer patients and their family caregivers. Asian Pac J Cancer Prev 2010, 11: 1575–1579.PubMed

36.
Quilty LC, Ameringen MV, Mancini C, Oakman J, Farvolden P: Quality of life and the anxiety disorders. J Anxiety Disord 2003, 17: 405–426. 10.1016/S0887-6185(02)00225-6CrossRefPubMed

37.
Samper R, Taft CT, King DW, King LA: Posttraumatic stress disorder symptoms and parenting satisfaction among a national sample of male Vietnam veterans. J Trauma Stress 2004, 17: 311–315. 10.1023/B:JOTS.0000038479.30903.edCrossRefPubMed

38.
Monson CM, Taft CT, Fredman SJ: Military-related PTSD and intimate relationships: from description to theory-driven research and intervention development. Clin Psychol Rev 2009, 29: 707–714. 10.1016/j.cpr.2009.09.002PubMedCentralCrossRefPubMed

39.
Frederikson LG, Chamberlain K, Long N: Unacknowledged casualties of the Vietnam war; experiences of partners of New Zealand veterans. Qual Health Res 1996, 6: 49–70. 10.1177/104973239600600104CrossRef

40.
Diener E: Subjective well-being. Psychol Bull 1984, 95: 542–575. 10.1037/0033-2909.95.3.542CrossRefPubMed

41.
Mercier C, Peladeau N, Tempier R: Age, gender and quality of life. Community Ment Health J 1998, 34: 487–500. 10.1023/A:1018790429573CrossRefPubMed

42.
Stock WA, Okun MA, Haring MJ, Witter RA: Age and Subjective Well-Being: A Meta-Analysis. In Evaluation Stuides: Review Annual. Edited by: Light RJ. Sage, Beverly Hills; 1983:179–302.

43.
Browne JP, O'Boyle CA, McGee HM, Joyce CR, McDonald NJ, O'Malley K, Hiltbrunner B: Individual quality of life in the healthy elderly. Qual Life Res 1994, 3: 235–244. 10.1007/BF00434897CrossRefPubMed

44.
Bejaković P, Kaliterna Lipovčan L: Quality of Life in Croatia: Key Findings from National Research. European Foundation for the Improvement of Living and Working Conditions, Ireland; 2007.

45.
Jatoi A, Novotny P, Cassivi S, Clark MM, Midthun D, Patten CA, Sloan J, Yang P: Does marital status impact survival and quality of life in patients with non-small cell lung cancer? Observations from the Mayo clinic lung cancer cohort. Oncologist 2007, 12: 1456–1463. 10.1634/theoncologist.12-12-1456CrossRefPubMed

46.
Nyer M, Kasckow J, Fellows I, Lawrence EC, Golshan S, Solorzano E, Zisook S: The relationship of marital status and clinical characteristics in middle-aged and older patients with schizophrenia and depressive symptoms. Ann Clin Psychiatry 2010, 22: 172–179.PubMed

47.
Lj O: Natural Change in Population in 2010 - Statistical Report. Croatian bureau of statistics, Zagreb; 2011.

48.
Dekel R, Goldblatt H, Keidar M, Solomon Z, Polliack M: Being a wife of a veteran with posttraumatic stress disorder. Fam Relat 2005, 54: 24–36. 10.1111/j.0197-6664.2005.00003.xCrossRef

49.
Brady KT: Posttraumatic stress disorder and comorbidity: recognizing the many faces of PTSD. J Clin Psychiatry 1997, 58: 12–15. 10.4088/JCP.v58n0102CrossRefPubMed

50.
Kozarić-Kovačić D, Kocijan-Hercigonja D: Assessment of post-traumatic disorder and comorbidity. Mil Med 2001, 166: 677–680.PubMed

51.
Alonso J, Angermeyer MC, Bernert S, Bruffaerts R, Brugha TS, Bryson H, De Girolamo G, Graaf R, Demyttenaere K, Gasquet I, Haro JM, Katz SJ, Kessler RC, Kovess V, Lépine JP, Ormel J, Polidori G, Russo LJ, Vilagut G, Almansa J, Arbabzadeh-Bouchez S, Autonell J, Bernal M, Buist-Bouwman MA, Codony M, Domingo-Salvany A, Ferrer M, Joo SS, Martínez-Alonso M, et al.: Prevalence of mental disorders in Europe: results from the European Study of the Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatr Scand Suppl 2004, 109: 21–27. 10.1111/j.1600-0047.2004.00325.xCrossRef

52.
Baumeister H, Balke K, Härter M: Psychiatric and somatic comorbidities are negatively associated with quality of life in physically ill patients. J Clin Epidemiol 2005, 58: 1090–1100. 10.1016/j.jclinepi.2005.03.011CrossRefPubMed

53.
Pereira RJ, Cotta RMM, Franceschini SCC, Ribeiro RCL, Sampaio RF, Priore SE, Cecon PR: Contribution of the physical, social, psychological and environmental domains to overall quality of life of the elderly. Rev Psiquiatr Rio Gd Sul 2006, 28: 27–38. 10.1590/S0101-81082006000100005CrossRef



Competing interests
The authors declare that they have no competing interests.

Authors' contributions
TP and DKK are responsible for the main concept of the study and research idea. All authors participated in the conception and design of the study; AV and TP performed statistical analysis. TP, DKK and AV drafted the manuscript. All authors performed clinical work and surveyed the patients. All authors have critically read the draft of the paper and contributed to its intellectual content, and all have read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12955_2014_Article_136_Fig1_HTML.jpg
Man winout TS0
L .
g .
g
3 o .
H .
H
=
wf *
«
o
Physcal  Poychoogcal Socal  Envionmental
[y eain

Bl





OEBPS/contact.gif





