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Editorial

Pica: Nosologically difficult entity!

Aparna Goyal', M.S. Bhatia?
Department of Psychiatry, 'IHBAS and 2UCMS & GTB Hospital, Dilshad Garden, Delhi-110095

Term “Pica” is derived from Latin for a bird
Eurasian magpie identified for its intelligence and
unconventional appetite. Pica is otherwise diagnosed
as an eating disorder characterized by persistent
ingestion of non-nutritive non-edible substances
which do not amount to food over a period of one
month not in keeping with sociocultural and develop-
ment background. It is also sometimes referred as
persistent, compulsive urge or craving to eat sub-
stances that are normally considered inedible. As
per International Classification of Diseases version
10, Pica disorder was categorized for children and
adults separately; however in the 11th version of
the International Classification of Diseases (ICD-
11), pica is left with only one code for the disorder
and no longer distinguishes between pica in adults
and children, although the diagnostic criteria remain
the same in any age group.! Geophagia (“consump-
tion of earth/ dirt/ soil”’), amylophagia (“consump-
tion of raw starches”), and pagophagia (“consump-
tion of large quantities of ice””) are the most common
types of pica observed. Other includes hair, laundry
detergents and paper, rock, chalk, grass, cigarette
butts, dirt, pencil lead, ash etc. The prevalence of
pica is not clear and varies from 10% to as high as
fifty percent depending upon the age, social cultural
factors and medical condition like pregnancy. It is
identified more as a behavior than as a disease or
disorder and is usually under reported and ignored
until specifically pursued.

Studies have reported that pica is commonly
seen in children with autism, mental retardation,
pregnant women and those with mental health
disorders like schizophrenia, obsessive-compulsive
disorder, depression though that is not a rule and
can occur in other population too. It has been
postulated that pica occurs due to deficiency of iron,

trace element deficiency like zinc etc and nutrients
(niacin, thiamine, vit B & C) as supplement of these
nutrients reduces the intake. Organic, psycho-
dynamic, socioeconomic, developmental and cultural
factors play a role in etiology of Pica. Decreased
dopamine levels, psychodynamic states, iron
deficiency and their interconnections are associated
with pica. Other theories like nutritional theory where
appetite-regulating brain enzymes can trigger
specific cravings and physiological theory where pica
relieve nausea, control diarrhea, increase salivation,
remove toxins and alter odor or taste perception
during pregnancy.? Pica can have life threatening
complications and once suspected it is important to
remove ingested substances quickly in order to avoid
serious life-threatening complications. Clay and soil
consumption can cause massive hepatospleno-
megaly, poor wound-healing and a bleeding
diathesis. Other complications of pica are malnutri-
tion, intestinal obstruction, intestinal infections or
parasites from soil, anemia, mercury poisoning, liver
and kidney damage, constipation and abdominal
problems, metabolic alkalosis.

Dilemmas in nosology

Due to multiple unclear possible causes in
etiological basis it is more difficult to categorize it.
It has been documented in ICD and DSM but reports
of possibility of its origins in culture cannot be
ignored also. It has also been described as impulse,
an uncontrollable urge or craving making one wonder
if consideration into impulse control or addiction
should be even considered. Choudhary and Basu
had put forward a notion of possibility of impulsive
pica, a variant mimicking impulse control disorders.?
Similarly, Rose et al suggested similarities in Pica
with obsessive-compulsive disorder.* This was even

Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society 5
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strengthened by positing that treatment of these
disordersthat is SSRIS’ and habit reversal have been
found useful in reversing pica. Even craving for
inedible substance as seen in pica can have pheno-
menological overlap with those with addiction and
there are case reports where pica has been found to
co-occur in those with substance addiction like
volatile solvents.®

Culturally bound or not

Pica is recognized as culturally not-sanctioned
however, literature has reported its presence in many
cultures making one wonder about its entity as
culture bound syndrome. One of very common
examples have been found in Indian sub-population.
India is a country of wide diversity and multicultural,
it has been observed that it is believed in North India
that cravings for ash and dust by a pregnant woman
predicts the sex of the child as girl and boy respec-
tively. Non food substances have been considered
to have spiritual health as it’s a common belief that
our souls are linked to earth.” In a study in rural
south India, although pica is culturally taboo to some
degree, it is not viewed as a disorder or illness. Also
that different items are linked to different individual
and acceptability towards the non-food substance.
For example, raw rice was most commonly asso-
ciated with mothers, mothers-in-law, and sisters,
chalk with babies but no one else. Grandmothers
were only associated with ash consumption, and
children were associated with mud consumption.
Pregnant women’s sons were more likely to consume
mud, unripe tamarind (pooli), and unripe mango
(manga).’

Geophagy in pregnancy is a universal dynamic
habit, the highest prevalence has been reported in
African countries such as Kenya, Ghana, Rwanda,
Nigeria, Tanzania, and South Africa.’ Geophagy i.e.
consumption of soil during pregnancy has been
considered very sacred among the Chagga population
of Tanzania. Geophagy was more of a women secret
and considered as strong relations to fertility and
reproduction. Infact, they even have it from specific
places with preference to dry or wet soil and special
preparation. Such cultural practices if not followed
are seen in negative regard.'” Among the Luo in
Kenya, women and children are expected to consume
soil as part of ascribed gender norms. For pregnant
women, red soil “adds to the blood” and therefore

ensures a healthy pregnancy outcome; however, it
is shameful for men to engage in earth consumption
and if married Luo men are caught eating earth they
are described as soft and lose authority over their
children by others. Even in Kenya around the coast
and island communities of Lake Victoria it is
concluded that the practice of geophagy was strongly
connected to fertility, healthy blood during reproduc-
tion.!! Most of the areas like The Black Christ Cult
in Esquipulas, Guatemala, Haiti and The Igbo
women of West Africa, geophagy and pica were
considered beneficial during pregnancy and is
considered normal.

In a study by Grigsby et al, it was reported that
kaolin or white clay reported is a relatively common
type of pica found in central Georgia Piedmont area.
It was also concluded by the authors that this is more
in the lines of culture bound syndrome rather than
contributed by any other psychopathology.'? Simp-
son reported ingestion of magnesium carbonate
during pregnancy in certain regions of United States
and Mexico helped in probably acting as an antacid
and there was belief that chalk is healthy for the
unborn baby.!* The perceived benefits of pica were
also physiological, including satisfying the cravings
of the baby, thereby preventing birthmarks or fetal
loss, as well as providing micronutrients in which
the mother might be deficient. The risks associated
with pica were also health related: they could damage
the health of the consumer, e.g. through helminthic
infections or toxic pesticides. In short, participants
thought that not fulfilling a pica craving was harm-
ful, but that if consumed, the pica substances
themselves could be detrimental to health.'* One
study in Iran found that women’s strong cravings
for soil needed to be alleviated in order to reduce the
likelihood that the infant would be born with green
eyes indicating the inborn cultural beliefs in any
region contributing to pica. Studies have reported
that at times despite a long period of residence in
France, geophagy was still a current practice among
10.9% of Sub-Saharan, South American and
Caribbean travellers, who are poorly informed of
its harmful effects.!

Conclusion

Pica is consumption of non-nutritive non-edible
food items which can have harmful consequences
ranging from malnutrition to intestinal obstruction

6 Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society
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and heavy metal poisoning. It is also difficult to
categorize pica into a particular nosology be it
impulse control or eating disorder or culture bound
syndrome. Studies have reflected individually over
these but none in composite and it is needed to look
for a comprehensive approach encompassing all
these parameters based on evidence.
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Review Article

Anorexia Nervosa: Revisited

Tushar Jagawat, Priyanka Bharadwaj, Ritu Meena, Pankaj Tandon, Savita Jagawat, Alankrita
Departments of Psychiatry and Clinical Psychology, National Institute of
Medical Science and Research, Jaipur, Rajasthan
Contact: Alankrita, E-mail: alankritasingh21@gmail.com

Introduction

Anorexia nervosa is an eating disorder defined
by ICD10/11 and DSMS5, recognized as one of the
most serious chronic mental illnesses with severe
physical and psychological consequences'.It disrupts
both cognitive and emotional functions.?

It is a disorder with high rate of mortality and
relatively low rate of remission.? It has highest
mortality among all the mental disorder.” It was
termed as Le Anorexia Hysterique by Dr. Charles
Laseque. It was characterized and coined by Sir
William Gull in 19th century but it was reported in
India only in late 20th century and still has impacted
the economy with loss of more than $15 billion in
2012, only.* It was thought of as an illness of Western
countries but as multiple case reports and studies
showing increase in prevalence in India over past
years. The oldest mention is of holy men in 4th
century practicing intense fasting. Similarly in 14th
and 15th century holy anorexia is mentioned for
women doing prolong and severe fasting and were
later termed as catholic saints.

Uniquely, it has a particular risk at adolescent
girls and young adult women with peak age of onset
between 13 to 18 years.>’ It’s more in women than
in men and has occurrence 10 times more.

Lifetime prevalence of anorexia nervosa has
increased by 0.1% to 0.3% in men.® Over all lifetime
prevalence being 0.5% to 2%.°

The disorder causes serious affect in multiple
systems of body. Affecting gastrointestinal system,
cardiovascular system and endocrine system most
specifically. Menstrual abnormalities being most
common in females and was a diagnostic feature in
ICD 10 but has been removed from ICD 11 as
multiple cases of anorexia nervosa were seen in

females with menstruation being intact.

Anorexia nervosa patients seen to have
psychiatric co-morbidities of OCD, OCPD and
anxiety disorder. They show personality traits of
perfectionism, rigidity, higher impulse control and
emotional restraint.! Recovery of patient depends
on treatment taken, duration of illness, body weight
during discharge from IPD treatment etc. Cognitive
behavioural therapy plays important role in treatment
with a newer E-CBT specifically interpersonal
therapy.’

Adolescents, who are suffering from anorexia
nervosa, have a higher rate of full recovery in
comparison with adult, with mean mortality 2%
versus 5% in adults.?

Diagnostic Criteria

ICD 10: F50.0%

Body weight maintained at least 15% below
expected or quetelet’s BMI < 17.5 with failure to
gain weight in prepubertal patients.

Self-induced weight vomiting, purging,
excessive exercise, use of appetite suppressants and
diuretics.

Body image distortions with fatness as intrusive
and overvalued ideas.

HPG axis dysregulation

Prepubertal onset has arrest or delay. Late
menarche on recovery.

ICD 11: 6B8Y°

LBW for height, age, developmental stage or
weight history. BMI <18.5 kg per meter square in
adults and BMI for age <5th percentile in children
and adolescents. Rapid wight loss >20% of total
body weight in 6 months and failure to growth
according to individual’s developmental trajectory.

8 Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society
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LBW not due to any medical condition or
unavailability of food.

Persistent pattern of restrictive eating or other
behaviour aimed at establishing or maintaining
abnormal LBW associated with extreme fear of
weight gain. Increasing energy expenditure by motor
hyperactivity, deliberate exposure to cod and use of
medication that would increase energy expenditure.

Excessive preoccupation with body weight and
shape. LBW is overvalued and central to person’s
self-evaluation and same is inaccurately perceived
as normal or excessive.

DSM - 50

It doesn’t have any specification for weight loss
or BMI. But it does emphasis on the intense fear
present for weight gain.

Epidemiology

Women have higher risk especially in age group
15 to 19 year with lifetime prevalence of 2% to 4%.
Much more in western countries than in non-western
countries initially but since 20th century it has
increased much more in non-western countries, one
of which being India.

Lifetime prevalence of men has increased from
0.1% to 0.3°. Mortality risk is 6 times more than
from general population with 1 in 5 from suicide.

Genetic Factors

Anorexia nervosa is familial with hereditability
estimate ranging from 0.41 to 0.74. 13 , it reflects a
predisposition genetically.

According to a genetic study chromosome 1 has
been identified on loci rs10747478 with the nearest
coding gene being PTBP2, polypyrimidine tract
binding protein. It is associated with both anorexia
nervosa and body weight. It has larger effect on body
weight regulation in males than in females."!

Biological Factors

The increased chances of a person having
anorexia nervosa increases 11 times more with
having 1st degree relatives diagnosed with it. It’s
seen in siblings, especially in twins of monozygotic
than in dizygotic. The medical causes predisposing
are HPA dysfunction, obstetric complications,
premature birth and feeding complication.!?

Developmental Factors

During the course of growing, especially in pre-

adolescents and adolescents, the change in body
shape and weight becomes a major stressor in some
children earlier puberty than peers also make children
more predisposed.

Multiple factors trigger anorexia nervosa in this
age group such as body dissatisfaction specifically
in children with increased body weight. Bullying or
teasing related to weight causes low self-esteem
which are both a triggering factor too.

Psychological Factors

In people with anorexia nervosa, some common
personality traits observed are high level of
perfectionism, self-discipline, harm avoidance,
neuroticism, negative affectivity, reward dependence
and self-criticism.*Obessionality being a premorbid
personality trait which predisposes OCPD to eating
disorder more towards anorexia nervosa''.A
significant coping style known as rumination has
been observed in these patients.” It is a type of
avoidant coping strategy.

Sociocultural Factors

How a person perceives their body weight and
shape depends heavily on the sociocultural back-
ground one comes from. Peer influence and body
image also has a significant association. Parental
approval of body image also affects as significantl.!*

Patients in occupation with emphasis on weight
such as ballet, gymnastics, wrestling, light weight
rowing etc have shown to have a predisposition
towards anorexia nervosa.

Assessment

There has been no specific scale effective for
anorexia nervosa. The most recent one used for
diagnosing eating disorder consisting of anorexia
nervosa with binge eating and bulimia nervosa is
EDDS (Eating Disorder Diagnostic Scale, Stice et
al).!® It’s a self-report consisting of 22 item
questionnaires with 1st 4 questions about assessing
attitudinal symptoms in past 3 months. Next 4 focus
on the number of days per week over past 6 months
and number of times per week over the last 3 months
and the next 4 being about frequency of compensa-
tory behaviour. The cut off score of 16.5 accurately
distinguishing clinical patients from healthy
controls.!®

There have been many other sales used such as

Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society 9
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Eating Disorder Examination (EDE), Yale-Brown-
Cornell Eating Disorder Scale (YBC-EDS),
Diagnostic Survey for Eating Disorder (DSED),
Eating Attitude Test (EAT), Eating Disorder
Examination Questionnaire (EDE-Q), Eating
Disorder Inventory-2 (EDI-2) etc.!”

Clinical Features
Physical Changes

The general appearance of a person changes due
the weight loss is the first and most apparent. Low
weight, loss of body fat and muscular atrophy seen
in moderate to severe stages. Patient suffers from
hypothermia due to excessive loss in body fat and
muscular atrophy and shows peripheral oedema.
There occurs growth of fine hair on body called
lanugo but loss of hair from head. The skin also
shows carotenemia; orangish discoloration. The
gastrointestinal system shows delayed gastric
emptying and latter process to constipation.
Endocrinal changes in females seen are amenorrhea
and loss of libido in males.

Investigational Changes

Patient shows hypotension and bradycardia and
upon ECG it shows prolonged QTc. Deranged
electrolyte balance with hypokalaemia, hypo-
natremia, hypochloraemia, hypoglycaemia and
hypercholesterolemia. There is also elevated liver
enzyme. There is also decreased bone marrow
density further resulting in osteogenesis. In females
there is low LH, FSH and estrogen and low
testosterone in males. There have also been
dysfunctional thyroid levels of low TSH, T4 and T3
with elevated reversible T3(rT3). The free T3 and
T4 levels are in normal range.

The MRI brain shows changes in total brain
volume with increase in ventricular size.

Differential Diagnosis

The most confused with disorder is bulimia
nervosa as the subtype of anorexia nervosa has binge
eating pattern. It’s differentiated by the body weight,
which is severely low in anorexia and not so in
bulimia. After recovery in anorexia nervosa, a lot of
patients still have binging and purging pattern intact
and is diagnosed as bulimia if this pattern is intact
with normal body weight for 1 year.

The diagnostic requirement that distinguishes

from avoidant-restrictive food intake disorder is the
lack of excessive preoccupation with body weight
and shape that is overvalued and central to person’s
self-evaluation.

The intensity of preoccupation with food, weight
or shape is nearly of delusional level but is
distinguished from schizophrenia or other primary
psychotic disorder by being specific to these 3
aspects and associated with purging and low body
weight t00.0On the same criteria that obsession is
specific to food, calorie, shape and weight then it’s
not diagnosed as OCD.

Body dysmorphic disorder is also common
differentiating diagnosis. Mainly differentiated as
having normal body part, weight or appearance but
thinking that it’s normal in body dysmorphic disorder
whereas in anorexia nervosa it’s the abnormal weight
and changes shape being perceived as normal or
excessive.

Treatment
Psychotherapy

Cognitive behavioural therapy is widely
accepted for eating disorder specifically in bulimia
nervosa and binge eating and had little evidence
towards anorexia nervosa. Recent papers on an
Enhanced-cognitive behavioural therapy (E-CBT)
have shed light on its impact on these patients. As it
aims specifically towards psychological and
behavioural aspects underlying eating disorders. The
intense desire of being thin and unacceptance of body
shape being a cognitive dysfunction is aimed in these
sessions. '

Interpersonal psychotherapy has also shown to
help. It works on 4 problem areas in patients, being:
grief, role transition, interpersonal role dispute and
interpersonal deficit."

A family-based therapy intervention is mostly
needed in families with dysfunctional structure. It’s
observed that motivation and acceptance of body
weight and shape by family members helps the
person in further accepting on by self.!®

Refeeding Programme

The primary concern in a patient of AN is to
bring back to normal BMI values. There should be
transient increase in weight as sudden increase would
lead to refeeding syndrome, which occur due to a
pre-existing electrolyte dysfunction. A new rapid
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refeeding has been shown to benefit patient with a
shorter stay in hospital by 21 days and the electrolyte
imbalance was easily manageable by ORS supple-
ments. The patient gain 0.21 kg/week compared to
the old referring protocol. Resulting in lesser
economical burden and exposure to hospital acquired
infections.?

The weight gain is different on OPD and IPD
basis, 2-3Ib/week and 0.5-11b/week respectively.

The calorie count is maintained 30-40kcal/kg
i.e., 1000-1600 kcal/day and can be increased unto
70-100 kcal/kg. After adequate weight is achieved,
maintaining it also a goal in AN patient as they tend
to go back the eating pattern. 200-400 more calories
than required for age, sex, weight and height.?!??

Psychopharmacology

No specific drug has role in the prognosis of
AN. It’s only useful for behavioural changes presents
with it. SSRI - Citalopram 20mg/kg has shown to
have modest effect on impulsivity, anger and OC
symptoms in long term.

Low dose antipsychotics have also shown
similar effect, low dose second generation e.g.,
olanzapine Smg/day and quetiapine in 100-400mg/
day. Antiepileptics are also used to treat mood
changes and seizures. They also help in gaining
weight similar to olanzapine e.g., carbamazepine and
sodium valproate. Small change is also seen with
supplemental addition of 14mg/day of zinc, it helps
in increase in BMI than placebo.??!”
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Magnitude of harmful use of opioids

In the year 2017, the Global Burden of Diseases
(GBD), Injuries, and Risk Factors Study estimated
that about 40.5 million individuals globally were
using opioids in a dependent pattern. Opioid use
disorders were responsible for more than 1% of the
age-standardized Years Lived with Disability
(YLDs) in 135 countries.! Among all the illegally
consumed substances across the world, opioid
dependence has stood out to be the highest
contributor to the number of Disability Adjusted Life
Years (DALYSs) lost (about 9.2 million people) and
to the number of drug related mortalities across the
world (43.5 deaths per million people between 15-
64 years).>?

In India, it has been reported that about 2.1%
of population uses opioids, which is available in
multiple forms. Opium (available as husk of poppy
also known as bhukki or doda), heroin — pure or
impure (in the form of smack or brown sugar) and
pharmaceutical preparations of opioids are some of
the forms available. Heroin (1.14%) is the most used
opioid nationally closely followed by pharmaceutical
opioids (0.96%) and opium (0.52%). The states with
highest prevalence of opioid use (defined as more
than 10% of the general population) are predomi-
nantly the north-eastern states of Mizoram,
Nagaland, Sikkim, Arunachal Pradesh, and
Manipur. A total of 13 states are attributed to having
more than one percent of the population having
opioid use disorders (which is indicative of a major
public health concern). In terms of raw numbers,
India has about 77 lakh problem users and 28 lakh
dependent users of opioid. As compared to the global
figures, prevalence of opioid use in a country like
India is almost 3 times. Furthermore, across the

country there are about 8.5 lakh People Who Inject
Drugs (PWID). Amongst the PWID population,
opioids are the predominant drug being injected with
46% injecting heroin and a similar number injecting
pharmaceutical opioids. A major chunk of these
PWID have reported risky injecting practices. States
like Delhi, Maharashtra, Nagaland, Punjab,
Karnataka, Uttar Pradesh, Andhra Pradesh, and
Manipur have the highest number of PWID across
the country.*

As per the Punjab Opioid Dependence Survey
(PODS) held in 2015, 76% of the individuals who
were opioid dependent fall between the age of 18 to
35 years. About 99% were males and about 54%
were married. Data suggests that about 4 in 100
men belonging to Punjab are opioid dependent which
shows how opioid dependence is present dispropor-
tionately among male youth in Punjab. Most of the
opioid dependent individuals belonging to Punjab
resided in rural areas (56%). Amongst the various
professions, opioid use was particularly high
amongst unskilled workers (27%). Following the
global trend, heroin was the most common opioid
drug being used, as it was the primary opioid for
53% of the population. 1/3™ of the opioid dependent
population used the drug via the injecting route.
Opioid use was also associated with considerably
high financial burden. Speaking in numbers, heroin
dependent individuals were spending about INR
1400 (USD 170.20) per day on drugs while opium
users were spending INR340 (USD-4.13)/day and
pharmaceutical opioid users spent about INR 265
(USD-3.22)/day. More than 4/5" of the opioid
dependent population admitted to have tried to give
up the drug in the past. However, only 35% of them
have ever received treatment or help.’

It is estimated that among Injecting Drug Users
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(IDUs), rates of HIV infection and Hepatitis C virus
infection are significantly high as compared to other
population, being 5% and 31.8% respectively.
Hepatitis B Virus infection rates were also
significantly higher (3.5%) amongst injecting drug
users as compared to other population.®

Opioid Substitution Therapy in India

In opioid substitution therapy, an opioid depen-
dent individual is provided a long acting opioid
agonist medication over a long period of time which
is under strict medical supervision. The pharma-
cological intervention is supported by other psycho-
social interventions. If acute withdrawals are
targeted alone, a short-term treatment is followed
which lasts only for a few weeks, known as “detoxi-
fication.” Detoxification, however, is associated with
high relapse rates.

In India, only two opioid agonists have been
approved for opioid substitution therapy by the Drug
Controller General of India (DCGI). Buprenorphine
via the sublingual route, either alone as Buprenor-
phine or in combination with naloxone as a fixed
dose combination.

The other drug which has been approved by
DCGI for OST is Methadone.

As per the Narcotic Drugs and Psychotropic
Substances (NDPS) Act, buprenorphine and metha-
done have been classified as a psychotropic and
narcotic, respectively. After an amendment in 2014
known as the NDPS (Third Amendment) Rules,
2015, methadone was designated as an Essential
Narcotic Drug. Prior to this notification, require-
ments for licensing and licensing authorities for
narcotics differed from state to state as the state
governments held the power to formulate laws.
However, power to regulate essential narcotic drugs
lies with the Central Government. This ensures that
regulations which are uniform in nature are applic-
able for methadone, across the country. “Recognized
medical institutions” (RMIs) can now stock and
dispense opioids for medicinal use. Furthermore,
such RMIs can now be authorized by the state
government itself — either by the State Drug Con-
troller or the Food and Drug Administration.”

Buprenorphine was first used for treatment for
opioid dependence in India by then Deaddiction
Center, All India Institute of Medical Sciences, New
Delhi in the year 1989.%

Initially, 0.2mg tablet was used for deaddiction
treatment until DCGI approved higher strengths of
0.4mg and 2mg in the year 2000.° By the year 2006,
buprenorphine and naloxone combination was
approved for deaddiction treatment in India. The aim
of the launching this combination was to prevent
diversion of buprenorphine to an injectable form.
At the same time, this combination provided a take-
home option to patients seeking OST.!°

Finally, in 2010, methadone was granted license
for sale in domestic markets by DCGI. The project
of Methadone Maintenance Treatment (MMT) was
launched in India in 2012 under the aegis of the
National Drug Dependence Treatment Center
(NDDTC), All India Institute of Medical Sciences
(AIIMS), New Delhi being piloted at a total of five
locations. It was launched in collaboration with
United Nations Office on Drug and Crime
(UNODC)."

The National AIDS Control Organization is
responsible for more than 280 targeted intervention
(TI) centers running across the country which are
working exclusively for injecting drug users (IDUs),
out of which 150 centers offer opioid substitution
therapy. Non-governmental organizations (NGOs)
are majorly responsible for handling these TIs. A
collaborative model was also launched to provide
OST intervention which was jointly led between
government hospital and nearby injecting drug user
(IDU) targeted intervention (TT) center.'? Infact, two-
thirds of the OST centers across the country are
located in government hospitals.'* Studies conducted
in India have shown favorable results in proving
effectiveness of community based treatment of heroin
dependence through OST in patients having opioid
addiction. In a study conducted in urban slum area
of Delhi on 108 patients of heroin dependence
receiving sublingual buprenorphine treatment for a
duration of six to eleven months, 70% of the
participants had very little to no use of heroin at
follow up.!* Similarly, in an another small study
carried out in Nagaland, 54 male opiate-dependent
participants received buprenorphine and follow ups
were conducted till six months from onset of
pharmacotherapy. Retention rate which was
observed was about 81.5% at 24 weeks. On the
Addiction Severity Index (ASI), improved scores on
various parameters were reported.'> In 2015,
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Bandawar et al reported that buprenorphine main-
tenance was about 4.5 times more effective than
maintenance therapy with naltrexone and about 7
times more effective than psychosocial inter-
ventions.'®

Access to OST amongst opioid dependent
population In India, has scaled up in the last 10 years,
however, the actual impact is limited. Only 5% of
PWID in India with opioid dependence are currently
receiving opioid substitution therapy. OST in India
is delivered as a part of community based service.!’
In fact, a major chunk (26%) of treatment seekers
at deaddiction centers in India have reported that
their primary drug of abuse was opium.'®

NACO Clinical Practice Guidelines (CPG) for
Treatment with Buprenorphine

To address the issue of standardization of
clinical protocols for OST centers, clinical practice
guidelines for buprenorphine-based OST were
formulated.'® Under these guidelines, OST was
strictly reserved for opioid injecting drug users.
Department of AIDS Control (DAC) defines IDU
as a person who has used any psychoactive substance
through injecting route for non-medical purpose at
least once in last three months. Prior to initiation of
treatment, proper assessment and diagnosis is made
considering details of psychoactive substance use
and its complications, injecting or other high-risk
behaviors, past attempts to abstain from drug use,
evidence of current opioid withdrawals or
intoxication and history of medical illnesses, to name
a few. Assessment is required to be carried out by
both the doctor as well as the counsellor present in
the OST center. The benefit of such two-pronged
strategy is to explore the psychosocial aspects via
the counsellor’s interview and ascertain the clinical
aspects through the doctor’s clinical interview.

Client suitability for OST is determined by
necessary fulfillment of the essential criteria while
the desirable criteria, while not being necessary,
increases the clinician’s confidence while prescribing
the treatment. The essential criteria includes the
following: diagnosis of opioid dependence syndrome,
current injecting drug user, absence of any medical
contraindications, informed consent as well as
client’s willingness to receive treatment on a daily
basis. Desirable criteria includes age to be preferably
more than 18 years, past failed attempts of

abstinence, long duration of opioid use and certain
motivation to give up drug use. There only absolute
contraindication is known hypersensitivity to bupre-
norphine. Care should be taken in patients with
hepatic impairment, severe respiratory problems and
in clients with sever dependence on alcohol or
benzodiazepines prior to initiation of buprenorphine-
based OST. As per the NACO CPG, any laboratory
test is not an essential criteria before initiating OST
for the client.

Psychoeducation and preparation of the client
and is equally important before initiation of OST.
Important issues to be covered are — nature of the
illness, nature of the treatment and active
involvement of the client in the treatment process.
The procedure is carried out by the counsellor or
the doctor. During this step, all common myths and
misconceptions associated with OST should ideally
be addressed. Overall, it helps to improve the
motivation levels of the client seeking OST to ensure
continuation and treatment retention.

Induction phase of the treatment lasts from the
initial dose till the stabilization dose is achieved. The
last dose of opioid prior to first dose of
buprenorphine-based OST should be at least 6-8
hours before. The initial dose ranges from 2-4mg.
Client is required to be observed after a gap of about
2 hours. If the client continues to complain of
withdrawal symptoms or craving of opioids, decision
can be taken to administer an additional dose of 2-
4mg of buprenorphine. Total dose must not exceed
8 mg on the first day of initiating buprenorphine-
based OST. When the patient returns on the second
day, point should be made to enquire about
withdrawal symptoms and craving, which if present
should necessitate an increase in dose by 2mg.
Maximum dose on day 2 should not exceed 12mg.
In no withdrawal symptoms or craving is present
after 24 hours, stabilization dose is achieved.
Commonly stabilization dose is achieved in 3-4 days,
however it should be achieved by a maximum of 7
days.

During the maintenance phase, stabilization
dose is continued till the time a decision is reached
to stop the OST. It has been noted that many clients
stop OST after 2-3 months of initiation, on noticing
improvement. Hence, clients should be motivated
and encouraged to continue OST and any temptation
to reduce dose of buprenorphine needs to be avoided.
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Decision to taper the dose and stop buprenorphine
is taken in the termination phase. Buprenorphine is
tapered over a duration of 2-3 months. Every 4 days
to one week, 2mg is tapered till a dose of 2-4mg is
reached. Tapering, further, is done in doses of 0.4-
0.8mg of buprenorphine every 4 days to one week.
Sleep disturbances and constipation are common
side-effects associated with buprenorphine-based
OST.

Special care should be taken in patients with
co-morbid HIV/AIDS and tuberculosis. In patients
of HIV on Non-nucleoside reverse transcriptase
inhibitors, it has been noted that plasma concentra-
tion of buprenorphine is decreased and with protease
inhibitors, there is a significant increase in buprenor-
phine concentration in plasma when the drugs are
co-administered. Similarly in patients with tubercu-
losis, rifampicin decreased plasma concentration of
buprenorphine whereas it is increased by isoniazid.

For adolescents, as per the NACO CPG, OST
is not ideally recommended if age is less than 18
years. However, if duration of opioid use (IDU) is
more than 2 years and simultaneous presence of high-
risk behavior is observed, OST must be considered
as an option."

OST in Special Populations

OST in pregnancy carries a lower risk than
continuing the illicit opioid use. OST can be
prescribed any time during pregnancy, with both
methadone and buprenorphine considered to be safe
in pregnancy. Methadone has been associated with
superior treatment retention amongst pregnant
population. Buprenorphine and naloxone combina-
tion is usually avoided. Substitution therapy maybe
initiated any time, however, detoxification carries
risk of abortion, preterm delivery, fetal distress and
stillbirth and therefore it is contraindicated in 1% and
3" trimester. Further, neonatal abstinence syndrome
(NAS) occurs due to withdrawal of opioids in
neonates consequent upon intra-uterine opioid
exposure. High pitched cry, ineffective feeding,
hypertonicity and seizures in infants are common
manifestations of NAS. Breastfeeding is not
contraindicated in women who have been prescribed
OST. Breastfeeding is said to reduce the severity in
infants suffering from NAS, rather abrupt cessation
can cause a delayed NAS.

In adolescent age group, usual age of OST

initiation is beyond 18 years. However, if there is
history of more than 2 years of intra-venous drug
use and associated high risk behavior — OST must
be considered. It can be used for both antagonist
therapy and detoxification.

In patients suffering with chronic debilitating
diseases like HIV AIDS and tuberculosis, certain
drug interactions have been noted between drugs
administered for the illness and OST agents which
are known to alter the plasma concentration of the
OST agents. Hence, correct choice of drugs and
adequate dose titration is required in such a case. "’

Indian Psychiatric Society Guidelines on OST

The Addictive Disorder Specialty Section of the
Indian Psychiatric Society (IPS) has formulated
guidelines titled as “Treatment of Opioid Depen-
dence using Opioid Agonists (Buprenorphine)” to
focus on the operational procedures of Opioid
Substitution Therapy. The focus of IPS guidelines
is mainly on buprenorphine. Relative safety of
buprenorphine and decreased risk of diversion with
the buprenorphine-naloxone combination is a major
reason for buprenorphine being the drug being in
focus by the IPS. It has been recommended that plain
buprenorphine is advised to be administered as a
directly observed treatment (DOT).

As per the IPS, patient must fulfil pre-requisite
before initiation of OST. The first pre-requisite is
“establishing opioid dependence.” The second is
“establishing the need of OST.” This essentially
means that prior to initiation of opioid substitution
therapy, it is to be ascertained that indeed OST is
the best treatment option for the patient in question.
“Considering cautions and contraindications for
opioid agonists for treatment of opioid dependence
(OATOD)” is the third pre-requisite which includes
exploring the concomitant use of other illicit
substances and medical conditions which require
caution. Willingness and consent of the patient of
the patient is also required along with.

Setting up an “operational set up” to provide
OST is the fourth pre-requisite as advised in the IPS
guidelines. Psychosocial management is an
important pillar of treatment which is to be provided
in such set-ups. It may be provided by the treating
psychiatrist or a counsellor or by a multi-disciplinary
team consisting of a psychiatric social worker, nurse
trained in psychiatric nursing, clinical psychologist,
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and a vocational instructor. Even though a
psychiatrist should ideally lead the process of
providing OST, as per the IPS, other non-
psychiatrists who have been capacitated in this
process can also be allowed to provide treatment.
Infrastructural requirements in addition to a well-
documented dispensing system and supply chain
management are necessary for an accountable and
valid set-up for provision of OST.

Clinical and operational considerations to
dispense buprenorphine-naloxone combination,
especially for “take-home” doses have been provided
by the IPS. It is recommended that prior registration
of the patient with a clinical facility is of utmost
importance. Furthermore, IPS advices to have a
unique “identification number” for each patient
which can be further linked to a computerized
database. Establishing dose to be taken per day for
a given patient forms the next step to the process.
An optimum dose is one in which there are no side-
effects, withdrawal symptoms or craving. Strict
compliance is necessary for proper treatment.
Documentation forms an important part of the
dispensing process. Buprenorphine-naloxone tablets
are to be dispensed only via authorized personnel
with the exact number of tablets documented
properly. As per the IPS guidelines, 7 days — 14
days is the ideal duration for take-home doses. In
the initial duration of treatment, 7-10 days of home
doses are advisable to be dispensed till stabilization.
The upper limit of the total number of tablets should
not exceed 100 tablets. However, if a patient asks
for a take-home dose which is longer than a duration
of 2 weeks or exceeds 100 tablets, care should be
taken about the unavoidability of the situation and
the genuineness before considering the same. The
reasons of doing the same, are needed to be
documented in the case file of the patient. Maximum
dispensing period should never extent beyond 30
days, except very exceptional cases. There is no fixed
duration for provision of OST. However, with
buprenorphine the entire process of tapering down
the medication and its final discontinuation is a slow
process and requires close monitoring. At most,
patients take 1-2 years of treatment to stabilize but
certain patients can achieve stability more rapidly.

One important aspect of treatment with OST is
the psychosocial management afforded by the set-
ups providing such treatment. Improving the coping

skills of the patient along with building motivation,
in addition to relapse prevention counselling are
important tenets of treatment to be provided to every
patient. Furthermore, assertiveness training,
vocational guidance and facilitation of alternate
hobbies is equally important.?

OST in Punjab

The Punjab Government issued Standard
Operating Procedures (SOP) on usage of Opioid
Agonists for Treatment of Opioid Dependence. The
hallmark of this SOP was inclusion of non-injecting
drug users (IDUs) in the target group, in addition to
IDUs, of those receiving OST which was unlike the
NACO-CPG, where only IDUs were being provided
OST. Non-injecting opioid use includes predominant
opioid being relatively pure white heroin (“Chita”)
and other varieties of heroin, including street-variety
brownish heroin, known as “Smack”, considered to
be the impure form of heroin. The drug combination
used is sublingual buprenorphine-naloxone combina-
tion. No other preparation (plain buprenorphine,
buprenorphine transdermal patch, injectable
buprenorphine) is used for the same purpose.
Initially, patient is provided take home doses for 3-
5 days. After he or she has completed three such
visits consecutively, doses maybe provided for 7 days
in one visit. Only after due consideration of the
unavoidability of the situation, maximum duration
for which take-home doses can be provided is 2
weeks or a maximum of 100 tablets, whichever is
less. As per the NDPS Act recommendation, opioid
substitution therapy should be terminated within 1
year, but in no case later than 2 years. However, the
duration and criteria for duration of treatment still
remains very unclear.?!

Controversies associated with OST

In India, OST is only available for injecting drug
users (IDUs) under NACO-CPG. Non-IDU are
excluded which means that a substantial proportion
of opioid dependent users are not covered.'? Evidence
suggests that if OST is discontinued, it increases
potential for relapse. However, life-long, and time-
unlimited OST would impose a huge burden on the
already meagre health-care resources, in a country
like India. It is also important to scale-up the existing
OST programme in India, considering only 5% of
people with opioid dependence receive OST.??
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Multiple legal challenges are also associated with
OST in India, which makes it difficult to deal with
various legislations. Methadone is classified as an
essential narcotic drug which makes it easier to
procure and use it in treatment. However, buprenor-
phine is not an essential drug and hence, certain
restrictions have been imposed by the DCGI on its
use.? The existing models of OST used in the
Western world, especially the high-income countries
— exclusive clinics, office-based OST prescriptions
and licensed pharmacies - cannot be directly applied
in South-Asian countries. Infrastructure, availability
of health-care professionals and regulatory mecha-
nisms seldom allow expansion of OST programme.?*

The risk of diversion and abuse associated with
OST also seems to be a major challenge, especially
in India. Diversion of any medication is defined as
the intentional transfer of any controlled drug from
a legally recognized and legitimate distribution
system into illegal channels. Diversion can be
prevented through either usage of misuse deterrent
formulations, strict dose supervision and psycho-
education of the treating physicians and patients.?

Conclusion

OST is an evidence based effective medical
intervention to reduce the illicit opioid use. Although
methadone has more retention rates but buprenor-
phine is also effective when used in adequate doses.
There are multiple challenges associated with OST
in India, from infrastructure to arduous legal
difficulties, however, no evidence which prevents use
of this intervention exists in literature available.
Careful extension and expansion of OST centres is
imperative in order to meet the growing demand of
this service in India. In addition, most of the OST
centres operate under NACO and only cater to opioid
dependence in IDUs, which causes a stark
discrimination in seeking treatment towards the non
IDUs who have opioid dependence. In addition, it is
important to address the impaired socio-occupational
functioning and improve the quality of life via the
OST centres in order to provide holistic treatment.
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ABSTRACT

Background: Alcohol Use Disorders (AUDs) are common globally including in India. The
prevalence of AUDs is 5.2% globally and 4.6% in India. AUDs can cause Cognitive impairment
(CI) which can have deleterious effect on treatment outcomes of these patients. Methods: 100
out patients and inpatients with AUDs of Department of Psychiatry of a tertiary care institute
in New Delhi meeting the inclusion and exclusion criteria for the study were recruited and
assessed using Alcohol Use disorder Identification Test (AUDIT), Severity of Alcohol Dependence
Questionnaire (SADQ), Montreal Cognitive Assessment (MoCA) and Community Screening
Instrument for Dementia (CSI-D) using an android app named DeSTAC. Results: On MoCA
screening 64% of the participants had mild CI, 16% had moderate CI and 1% had severe CI.
MoCA domains of attention, delayed recall and abstraction were found to be significantly more
affected in patients with severe alcohol dependence. On detailed evaluation on CSI D using
DeSTAC app 28% had mild CI, 12% had moderate and 4% had severe CI. Severity of Alcohol
Dependence was directly proportional to the severity of CI. Conclusion: AUDs are associated
with significant CI which remains underreported and undetected. Since CI can result in treatment
non adherence and drop outs resulting in relapse, it is important to routinely screen for CI for
improving therapeutic outcomes.

Key Words: Alcohol Dependence, Cognitive impairment, Dementia, Executive functioning
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Introduction

Alcohol Use Disorders (AUDs) are common
globally including in India. It has been estimated
globally that around 5.2% of alcohol consuming
population in the age group of 10-75 years meets
the criteria of harmful use or dependence.!

National Mental Health Survey, conducted by
NIMHANS, reported the prevalence of AUDs in
India to be 4.6% with higher rates in urban areas,
among working males in the age group of 40—49
years.?

Alcohol use and cognition have a bidirectional
relationship. Individuals with impaired cognition are
more likely to start alcohol use and have Alcohol
use disorders (AUDs). Furthermore, AUDs can lead

to cognitive impairment and dementia. AUDs are
associated with impairment in complex attention,
executive function, learning, memory, social cogni-
tion, language, motor ability.> The adverse cognitive
impact of AUDs is through two pathophysiological
mechanisms: direct and indirect.

The adverse impact of AUDs include Gastro
intestinal symptoms, cardiac symptoms,> hyper-
tension, neurological symptoms, anxiety, depre-
ssion,® head trauma, sleep disturbances’ and
cancers.® All these chronic disorders can have a
deleterious impact on the cognition of persons with
AUDs.

Furthermore, alcohol may have direct neuro-
toxic effects which may result in frank dementia,
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termed as Alcohol related Dementia® or Substance
Induced Major Neurocognitive Disorders. '

A systematic scoping review of published
research evidence till 2018 reported that heavy
alcohol use was associated not just with cognitive
impairment but also changes in brain structure and
an increased risk of all types of dementia including
Wernicke — Korsakoff syndrome.!!-12

CIl in AUDs can interfere with the motivation
to abandon maladaptive drinking behavior in favor
of a healthier lifestyle (such as abstinence or con-
trolled alcohol consumption). They can also limit
the patient’s capacity to fully benefit from pharma-
cological and non-pharmacological interventions.
Understanding and implementing complex pharma-
cological prescriptions with multiple medications
with different dosing can be difficult for persons with
CI. Similarly participating in therapies like Motiva-
tion Enhancement Therapy, Cognitive Behavior
Therapy for addiction and Relapse Prevention is
challenging for persons with CI. Thus CI can
contribute to poor treatment adherence and drop
outs.

Majority of the available literature has focused
on Alcohol Related Dementia and not on subtle
cognitive deficits which remain under reported and
under investigated. Furthermore, few studies are
available on Asian population especially in Indian
population. Since the sociodemographic profile, age
of onset, pattern and duration of use, and genetic
factors are different between Caucasian and Asian
population, it was essential that original research
should be conducted to determine the range of
cognitive deficits in Indian patients with Alcohol
Dependence.

This study aimed at finding out the relationship
between AUDs and cognitive impairment in Indian
population. Early identification and management of
CI in AUDs can improve outcomes by improving
treatment adherence.

Methods
Study design and Patient recruitment:

The study was a cross sectional study conducted
in the Department of Psychiatry, Centre of
Excellence In Mental Health (CEIMH) at ABVIMS
and Dr. RML Hospital, New Delhi with data
collection done between 1 January 2021 and 31%
May 2022. The inclusion criteria of the study were

persons aged 18 years and above, who met the [CD
10 diagnostic criteria of alcohol dependence
admitted/attending OPD in the Department of
Psychiatry, CEIMH, ABVIMS and Dr. RMLH. The
exclusion criteria were persons in active withdrawal
state, other substance dependence except nicotine,
psychiatric illness or serious medical or neurological
illness. The eligible patients were explained the
purpose of the study orally and provided bilingual
(English/Hindi) Participant Information Sheet and
written informed consent taken for recruitment into
the study. The data on socio-demographic profile
and AUD profile was collected and transcribed on
google forms (Google Inc., USA) to facilitate data
entry in real time.

Sample Size Calculation:

Prevalence of cognitive impairment in Alcohol
dependent individuals has been reported to be 42%
in a study done in India."® Using the formula:

n=Z7Zua’pq/L?

Where, n = sample size

Zo.= 1.96 value of the standard normal variate
corresponding to level of significance alpha 5%
Alcohol Use Disorder

p = prevalence of cognitive impairment in
Alcohol Use Disorder

q=1-p

L = relative error.

n=(1.96)°*0.42%0.58

(0.1)?
We commit to recruit 100 cases for comprehen-
sive assessment of the range and severity of cognitive
impairment in alcohol dependence.

Assessment tools

L. Mini International Neuropsychiatric
Intervention (MINI) Screen'* was used to
rule out any other psychiatric illness. It has
high sensitivity (0.61-1.00) and specificity
(0.81-1.00)."

II. Alcohol Dependence and its severity was
assessed with the help of:

a) Alcohol Use disorder Identification
Test (AUDIT)'¢ is a 10 item question-
naire approved by WHO to screen
patients for hazardous and harmful use
of alcohol with score ranging from 0 to
40. It has high sensitivity and speci-
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ficity: 98% and 94% respectively.!’

b) Severity of Alcohol Dependence Ques-
tionnaire (SADQ)'8 consists of 20 items
with a total score of 60. It has high
reliability for severity and clinical
aspects of AUDs. "

1II. Withdrawal was assessed with the help of
Clinical Institute Withdrawal Assessment
Scale — Alcohol - Revised (CIWA — Ar)*
which consists of 10 items and a total score
ranging from 0 to 67 with high sensitivity
(99%) and specificity (98%).2° Persons with
score of less than 8 with stable vitals were
included in the study.

The robust assessment using appropriate

tools helped to fulfil the inclusion criteria

efficiently and reduced the probability of
illness related confoun-ders.

IV. Cognition of the patients was assessed
using:

a) Montreal Cognitive Assessment scale
(MoCA) assesses 8 domains of cogni-
tion with the help of thirteen tasks which
are visuo-spatial, naming, immediate
recall, attention, language, abstraction,
delayed recall and orientation. This
scale has a maximum score of 30 and
individuals scoring 26 and above are
considered to have normal cognitive
functioning. The sensitivity of MoCA
for detecting mild CI is 90% and specifi-
city is 87%.2! MoCA was chosen as it
has been proven to be superior to
MMSE for detecting mild cognitive
deficits with a better validity and
reliability.?

b) Department of Science and Technology
App for Cognition (DeSTAC) is an
android application developed by the
second author using Community
Screening Instrument for Dementia
(CSI-D) which assesses memory,
abstract thinking, judgment, other
disturbances of higher cortical function
(aphasia, apraxia, agnosia, construc-
tional difficulty), personality changes
and functioning at work and in social
relationships.?* CSI-D has high sensiti-
vity (92%) and specificity (95.1%) in

determining CI.?* Our study is the first
to compare DeSTAC assessment with
MoCA screening instrument for
assessment of cognitive functioning.

Statistical Analysis

The data was analyzed with the help of Software
Package for Social Sciences (SPSS) version 22.
Inferential analysis for categorical data was done
using Chi square test and ANOVA was used for
continuous data.

Results

The results of 100 participants with AUDs
recruited in our study are given in tabular format
below:

The socio-demographic profile of the partici-
pants is given in Table 1. All participants were men,
most of whom were less than 40 years of age, having
school level education, married and gainfully
employed in urban settings.

Table 1 shows the socio-demographic profile
of the participants.

The illness profile of the study participants is
given in Table 2. Most participants started alcohol
use in late adolescence, had become alcohol
dependent by their late 20s but had received their
first consultation for AUDs in early 30s only. Most
participants consumed both Country Made Liquor
and Indian Made Foreign Liquor, were either in
Contemplation or Preparation Stage of Motivation
at the time of assessment and had Moderate Alcohol
Dependence as per SADQ scores. 27 participants
had previous hospitalization and 13 had history of
complicated withdrawal. Less than 10 participants
had comorbid Nicotine Dependence and Non-
Communicable Diseases (NCDs) like Hypertension,
Diabetes Mellitus, Dyslipidemia and Liver cirrhosis.

The association between severity of alcohol
dependence and cognitive impairment was
investigated using ANOVA and is given in Table 3.

Both total MoCA and total DeSTAC scores
were lower in patients with severe alcohol
dependence as compared to patients with mild or
moderate dependence (p=0.01 and 0.001
respectively). MoCA domains of attention, delayed
recall and abstraction were found to be significantly
more affected in patients with severe alcohol
dependence (p=0.01, 0.01, 0.001 respectively).
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Table 1: Sociodemographic profile of study participants with AUDs (N=100)

Sociodemographic Profile N.
Age group
(Mean Age = 36.51 £ 8.72 years) 21-30 25
3140 49
41-50 17
51-60 9
Gender Male: Female 100:1
Educational status Upto 5™ standard 18
5% to 10" standard 41
10%/12' standardto Diploma 31
Graduate and above 10
Domicile Urban: Rural 100:1
Religion Hindu 88
Muslim 10
Sikh 2
Christian 0
Marital status Married 73
Divorced/ Separated 10
Never married 17
Occupation Govt. job 13
Private job 59
Business 3
Farmer 2
Laborer 12
Unemployed 10
Monthly income Below 50,000/month 42
>50,000/month 58

Discussion

AUDs are associated with significant CI as per
available data from developed countries. However,
not much studies are available in Indian context,
even though CI can have deleterious impact on
treatment outcomes in patients with AUDs.

In this study 100 alcohol dependent patients
were evaluated. The mean age in our study was 36.51
+ 8.72 years which was younger than a similar study
conducted by Alarcon et al*® in France (2015) (49.6
+ 8.8 years) indicating later age of medical consulta-
tion in European countries as alcohol is a socially
acceptable drink in their culture.

Our study could enroll only male patients unlike
studies in Western settings like the study conducted
by Alarcon et al** which had males and females in
the ratio of 1.6:1. Indicating broader acceptance of
alcohol use by women in these societies as compared
to South Asian cultural context.

Majority of the study participants were educated
till class 10", married and gainfully employed in
urban settings, reflecting the catchment area of the
institute.

While the mean age of onset of alcohol use was
19.40 £ 3.60, the mean age of alcohol dependence
was 27.23 + 5.93 years. The mean usual dose of
alcohol consumed was 513.89 + 225.40 ml and
majority of the patients were consuming both Indian
made foreign liquor (IMFL) and country made liquor
(CML). These findings were consistent with other
similar Indian studies by Nair et al** and Ramanan
et al?’ thus indicating the general trend in India.

Even though none of the participants had
reported cognitive deficits, high rates of CI found
on screening with MoCA. 64% of the subjects were
found to have mild CI, whereas 16% showed
moderate CI and severe CI was found in 1% of the
subjects similar to available literature on CI in
Alcohol Use Disorders (AUDs) (range from 30-
80%).%

On detailed cognitive assessment using CSI-D
based DeSTAC app, 28% subjects had mild
cognitive impairment,12% had moderate and 4% had
severe cognitive impairment.

Significant negative association was seen
between MoCA scores and severity of alcohol
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Table 2: Illness profile of study subjects with alcohol dependence (N=100)

Illness Profile Mean + SD/ N.
Age of onset of Alcohol Use (in years) 19.40+3.60
Age of daily use (in years) 27.2945.93
Age of dependence (in years) 27.23+£5.93
Age of first consultation (in years) 33.88+7.26
Duration of alcohol use (in ml) 17.43+£9.06
Usual daily dose of alcohol (in ml) 513.89+225.40
Past h/o complicated withdrawal 13
Alcohol preparation Country Made Liquor 11

Both Country Made Liquor and 52

Indian Made Foreign Liquor

Indian Made Foreign Liquor 37
Motivation stage Pre contemplation 2

Contemplation 46

Preparation 43

Action 9
Severity of alcohol dependence (SADQ scores) Mild (< 16) 15

Moderate (16 — 30) 67

Severe (> 31) 18
Stated Reasons for quitting Family reasons 45

Health reasons 37

Financial reasons 11

Family and financial reasons 3

Health and family reasons 1

Health and financial reasons 1

Family and occupation reasons 2
Reasons for previous relapse Peer pressure 14

Cravings 9

Others 4
Participants with previous hospitalization (n) 27
Participants with comorbid nicotine use (n) 8
Participants with other comorbidities Diabetes (n) 5

Hypertension (n) 4

Dyslipidemia (n) 1

Liver cirrhosis (n) 1

Table 3: Association of Severity of alcohol dependence with cognitive impairment in study
participants (N=100)

Mild Dependence Moderate Severe p value
(SADQ <16) Dependence Dependence
(mean = sd) (SADQ 16 - 30) (SADQ >31)
(mean =+ sd) (mean =+ sd)
MoCA total score 23.60 + 3.35 22.49 £+ 3.50 18.50 + 6.01 0.01*
MoCA Visuo-spatial 3.13 £ 0.99 2.90 + 1.04 2.50 + 1.68 0.54
MoCA Naming 2.73 + 0.45 2.85 +0.39 2.67 £ 0.48 0.13
MoCA Attention 5.20 + 1.01 4.70 £ 1.19 3.78 £ 1.59 0.01*
MoCA Language 1.67 £ 0.62 1.45 £+ 0.68 1.39 + 0.85 0.44
MoCA Abstract learning 1.60 + 0.63 1.40 + 0.65 0.61 + 0.85 0.001*
MoCA Delayed Recall 2.80 £ 1.26 2.70 = 1.10 1.83 £ 1.24 0.01*
MoCA orientation 5.93 +0.25 5.72 + 0.86 6.0+ 0.0 0.26
CSI D using DeSTAC 65.0 +5.73 62.64 + 6.61 54.39 + 10.85 0.001*
mobile app total score

dependence (SADQ and AUDIT scores) with D Total score as assessed on DeSTAC android app
respective p values as 0.01, 0.001. Furthermore, CSI ~ was also associated with SADQ scores (p=0.001).
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Heffernan et al (2002, UK)* also showed severe CI
in chronic heavy alcohol users (p <0.05), consistent
with the findings in our study.

Our findings demonstrate that AUD and its
severity is associated with early onset CI even though
three quarters of the participants were aged less than
40 years, none of who had reported subjective
cognitive deficits. This is a very significant finding.

Mild CI may not hamper the socio-occupational
functioning and impaired socio-occupational func-
tioning in moderate to severe alcohol dependence
may be attributed to the alcohol use rather than CI.
Hence CI in AUDs may stay undetected despite
psychiatric consultation wherein the focus is on
management of withdrawal, detoxification, craving
and relapse prevention. Hence routine screening
should be promoted for early identification of CI in
AUDs so as to improve therapeutic outcomes.

The study has several strengths as it used
standardized scales for assessment of alcohol
dependence and CI. Further, the robust exclusion
criteria ruled out transient cognitive impairment in
intoxication or withdrawal phases resulting in
identification of AUD related stable cognitive
deficits.

The major limitation of the study is the cross-
sectional study design which proves only association
and not causality. However, the lower age and low
rates of NCDs, indicate that alcohol dependence
itself was the primary contributor to CI in persons
with AUDs in this study. The study could not also
provide any gender based difference in CI in AUDs
as no female participant could be recruited in the
study.

Conclusion

To conclude AUDs are associated with CI, even
in younger age group with the severity of AUD being
a significant predictor of CI. Hence, screening for
cognitive impairment should be considered for early
identification and improvement of therapeutic
outcomes in AUDs.

References

1. International Classification of Diseases (ICD)
[Internet]. [cited 2022 May 10]; Available from:
https://www.who.int/standards/classifications/
classification-of-diseases.

2. National Mental Health Survey of India 2015-

2016 [Internet]. [cited 2021 Aug 15];Available
from: https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC5419008/

3. Castellanos-Ryan N, Conrod P. Chapter 7 -
Cognitive risk factors for alcohol and substance
addictions [Internet]. In: Verdejo-Garcia A,
editor. Cognition and Addiction. Academic
Press; 2020 [cited 2022 Aug 5]. page 91—
102. Available from: https://www.sciencedirect.
com/science/article/pii/B978012815298000
0071

4. Kyriacou A, Smith-Spark JH, Senar J, Moss
AC, Dyer KR. The Effects of Alcohol Use on
Prospective Memory: A Systematic Literature
Review. Subst Use Misuse 2021;56(3):359-69.

5. Stampfer MJ, Colditz GA, Willett WC, Speizer
FE, Hennekens CH. A prospective study of
moderate alcohol consumption and the risk of
coronary disease and stroke in women. N Engl
J Med 1988; 319(5) : 267-73.

6. Agabio R, Trogu E, Pani PP. Antidepressants
for the treatment of people with co-occurring
depression and alcohol dependence. Cochrane
Database Syst Rev 2018; 4 : CD008581.

7. Panin F, Peana AT. Sleep and the Pharmaco-
therapy of Alcohol Use Disorder: Unfortunate
Bedfellows. A Systematic Review With Meta-
Analysis. Front Pharmacol 2019; 10 : 1164.

8. Cao Y, Willett WC, Rimm EB, Stampfer MJ,
Giovannucci EL. Light to moderate intake of
alcohol, drinking patterns, and risk of cancer:
results from two prospective US cohort studies.
BMJ 2015; 351 : h4238.

9. Oslin D, Atkinson RM, Smith DM, Hendrie H.
Alcohol related dementia: proposed clinical
criteria. Int J Geriatr Psychiatry 1998; 13(4) :
203-12.

10. Psychiatry.org - DSM [Internet]. [cited 2022
May 12]; Available from: https://psychiatry.org:
443 /psychiatrists/practice/dsm

11. Rehm J, Hasan OSM, Black SE, Shield KD,
Schwarzinger M. Alcohol use and dementia: a
systematic scoping review. Alzheimers Res Ther
2019; 11(1) : 1.

12. Westermeyer JJ, Soukup B, Mayer J, Lee K.
Identifying, Assessing, and Treating Korsakoff
Syndrome Patients: Updated Perspectives. J
Nerv Ment Dis 2021; 209(8) : 592-9.

13. To Study the Prevalence of Cognitive

Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society 25



DELHI PSYCHIATRY JOURNAL Vol. 26 No. 1

APRIL 2023

14.

15.

16.

17.

18.

19.

20.

21.

Impairment in Alcohol Dependence | IMSEAR
[Internet]. [cited 2022 May 21]; Available from:
https://pesquisa.bvsalud.org/portal/resource/pt/
sea-187377

Sheehan DV, Lecrubier Y, Sheechan KH, Amorim
P, Janavs J, Weiller E, et al. The Mini-Inter-
national Neuropsychiatric Interview (M.L.N.L.):
the development and validation of a structured
diagnostic psychiatric interview for DSM-IV
and ICD-10. J Clin Psychiatry 1998; 59 Suppl
20 : 22-33; quiz 34-57.

Lecrubier Y, Sheehan D, Weiller E, Amorim P,
Bonora I, Harnett Sheechan K, et al. The Mini
International Neuropsychiatric Interview
(MINI). A short diagnostic structured interview:
reliability and validity according to the CIDI.
Eur Psychiatry 1997; 12(5) : 224-31.
Saunders JB, Aasland OG, Babor TF, de la
Fuente JR, Grant M. Development of the
Alcohol Use Disorders Identification Test
(AUDIT): WHO Collaborative Project on Early
Detection of Persons with Harmful Alcohol
Consumption—II. Addict Abingdon Engl 1993;
88(6) : 791-804.

Moussas G, Dadouti G, Douzenis A, Poulis E,
Tzelembis A, Bratis D, et al. The Alcohol Use
Disorders Identification Test (AUDIT):
reliability and validity of the Greek version. Ann
Gen Psychiatry 2009; 8 : 11.

Stockwell T, Murphy D, Hodgson R. The
severity of alcohol dependence questionnaire: its
use, reliability and validity. Br J Addict 1983;
78(2) : 145-55.

Akyel B, Aldemir E, Altyntoprak AE. [Severity
of Alcohol Dependence Questionnaire: Validity
and Reliability of the Turkish Version]. Turk
Psikiyatri Derg Turk J Psychiatry 2018; 29(3) :
202-8.

Sullivan JT, Sykora K, Schneiderman J, Naranjo
CA, Sellers EM. Assessment of alcohol
withdrawal: the revised clinical institute
withdrawal assessment for alcohol scale (CIWA-
Ar). Br J Addict 1989; 84(11) : 1353-7.
Nasreddine ZS, Phillips NA, Bédirian V,

22.

23.

24.

25.

26.

27.

28.

29.

Charbonneau S, Whitehead V, Collin I, et al.
The Montreal Cognitive Assessment, MoCA: a
brief screening tool for mild cognitive
impairment. J Am Geriatr Soc 2005; 53(4) :
695-9.

Oudman E, Postma A, Van der Stigchel S,
Appelhof B, Wijnia JW, Nijboer TCW. The
Montreal Cognitive Assessment (MoCA) is
Superior to the Mini Mental State Examination
(MMSE) in Detection of Korsakoft’s Syndrome.
Clin Neuropsychol 2014; 28(7) : 1123-32.
Hall KS, Gao S, Emsley CL, Ogunniyi AO,
Morgan O, Hendrie HC. Community screening
interview for dementia (CSI ’D’); performance
in five disparate study sites. Int J Geriatr
Psychiatry 2000; 15(6) : 521-31.

Phung KTT, Chaaya M, Waldemar G, Atweh
S, Asmar K, Ghusn H, et al. Validation of the
10/66 Dementia Research Group diagnostic
assessment for dementia in Arabic: a study in
Lebanon. J Geriatr Psychiatry Neurol 2014;
27(4) : 282-90.

Alarcon R, Nalpas B, Pelletier S, Perney P.
MoCA as a Screening Tool of Neuropsycho-
logical Deficits in Alcohol-Dependent Patients.
Alcohol Clin Exp Res 2015; 39(6) : 1042-8.
Nair UR, Vidhukumar K, Prabhakaran A. Age
at Onset of Alcohol Use and Alcohol Use
Disorder: Time-trend Study in Patients Seeking
De-addiction Services in Kerala. Indian J
Psychol Med 2016; 38(4) : 315-9.

Ramanan VV, Singh SK. A study on alcohol
use and its related health and social problems in
rural Puducherry, India. ] Fam Med Prim Care
2016; 5(4) : 804-8.

Copersino ML, Fals-Stewart W, Fitzmaurice G,
Schretlen DJ, Sokoloff J, Weiss RD. Rapid
cognitive screening of patients with substance
use disorders. Exp Clin Psychopharmacol 2009;
17(5) : 337—-44.

Heffernan TM. Subjective Ratings of
Prospective Memory Deficits in Chronic Heavy
Alcohol Users. Alcohol Alcohol 2002; 37(3) :
269-71.

26

Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society



APRIL 2023

DELHI PSYCHIATRY JOURNAL Vol. 26 No. 1

Original Article

Relationship of rumination, mindfulness and
emotion regulation in depression

Aarzoo Gupta
Department of Psychiatry, Government Medical College & Hospital, Chandigarh 160031
Contact: Aarzoo, E-mail: aarzoo_gupta9@yahoo.com

ABSTRACT

Background: Depression is characterized by low mood associated with emotional, cognitive,
somatic, and behavioral symptoms leading to disability and dysfunction. Behavioral
accommodation and cognitive control are elementary to purposeful behaviors but are impaired
in depression. The depressed individual tends to ruminate and this difficulty in disengagement
from the negative information tends to impair the ability of a depressed person to flexibly
reappraise or reinterpret the life event hence, turning to maladaptive emotion regulation
strategies. Methods: The study aimed to probe rumination, emotion regulation, and mindfulness
in depression using a cross-sectional single-sample design and purposive sampling. The sample
size constituted 40 participants with the diagnosis of unipolar depression including both major
depressive disorder (MDD) and recurrent depressive disorder (RDD) assessed on the Beck
Depression Inventory (BDI), Ruminative Response Scale (RRS), Mindful Attention Awareness
Scale (MAAS), Emotion Regulation Questionnaire (ERQ). Results: Depression intensified the
ruminations. In addition, as the ruminations increased the mindfulness decreased. Conclusion:
Rumination swayed the course as well as the treatment outcome. Interventions targeting
mindfulness, and emotion regulation might play a significant role in the management of

rumination in depressive disorders.

Keywords:

Introduction

Depression is characterized by low mood associated
with emotional, cognitive, somatic, and behavioural
symptoms.! It has become a significant global health
issue that is affecting the quality of life, mortality,
and morbidity.? The prevalence of depression is 9%
and of a major depressive episode is 36% in India.’
Depression is also associated with disability and
dysfunction in a socio-occupational and personal
domain or even suicide. Although rumination is a
transdiagnostic cognitive symptom and it puts an
individual at-risk to develop depression, individuals
suffering from depression tend to ruminate about
the experiences from the past in an uncontrollable
manner. The depressed indivi-dual’s rumination

interferes with cognitive control causing attentional
difficulties. Cognitive control reasons the ability to
attend to stimuli and flexibly choose an appropriate
response using effective problem-solving and
decision-making; it also involves impulse control and
goal-directed behaviour by regulating distraction as
well as the intrusion of competing stimuli.*>
Behavioural accommodation and cognitive control
are elementary to purposeful behaviours but are
impaired in depression® The difficulties in cognitive
control arise from the reduced cognitive capacity
(allocation hypothesis) and pre-occupation with
emotional material (affective inter-ference
hypothesis).” This intrudes the engagement in
effortful cognitive tasks that require an individual
to ignore the emotional information. The cognitive
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biases affect the processing of information with extra
focus on mood-congruent content during perception,
appraisal, and memory retrieval. This suppressed
inhibition of negative irrelevant information inter-
feres with one’s ability to respond adaptively as one
is unable to discard the irrelevant material from
working memory.*® This difficulty in disengagement
from the negative information tends to impair the
ability of a depressed person to flexibly reappraise
or reinterpret the life event hence, turning to mala-
daptive emotion regulation strategies. Rumination
is also perceived as a maladaptive cognitive emo-
tional strategy that tends to maintain depressogenic
cognition thru sustained focus on negative emotions.?
Rumination is a form of preservative cognition that
focuses on the negative content reinforcing the
attentional bias leading to worsening of the treatment
outcome.® The maladaptive emotion regulation
strategies further increase worthlessness, help-
lessness, hopelessness and; intense negative
emotional state, and irritability in behaviour resulting
in impaired functioning as well as interpersonal
conflicts.!® Rumination consumes mental energy
reducing the mindfulness or awareness of present
experiences increasing the risk for future relapses.
Mindfulness practice is known to decrease rumina-
tion and facilitate adaptive emotion regulation
strategies resulting in better functional outcomes.
Rumination and emotional reactivity are well
recognized in the management of depression still
there are not many Indian studies delving into these.
Mindfulness-based intervention accelerates cognitive
flexibility and emotional regulation, thereupon,
compressing depressive symptomatology.'®-'2 Hence,
this study attempted to probe rumination, emotion
regulation, and mindfulness in depression. This can
enhance the implication of techniques to remediate
mindfulness and emotion regulation in the alleviation
of symptoms and boost treatment outcomes.

Materials and Methods
Study design and setting

The study deployed was cross-sectional one
sample design using purposive sampling. The data
were collected from the outpatient department (OPD)
of Psychiatry of a tertiary care teaching Hospital in
North India through a face-to-face interview. The
total sample size constituted 40 participants with

the diagnosis of unipolar depression including both
major depressive disorder (MDD) and recurrent
depressive disorder (RDD).

Participants

Males and females between 18-60 years of age
with a minimum of 10 years of formal education
having mild or moderate depression on Beck’s
Depression Inventory (BDI) were included. Whereas
those having severe depression, active suicidality, a
severe depressive episode with psychotic symptoms,
any psychiatric comorbidity, or comorbid unstable
medical or neurological condition were excluded.
Also, those secking any form of evidence-based
psychotherapy or practicing yoga/meditation
currently or in the last 6 months, etc. were excluded.

Assessment Measures
Beck Depression Inventory (BDI)

The scale was developed by Beck in 1961 to
assess the presence and intensity of mood
symptoms.'3 It has 21 items; each item is responded
to on a 0-4 scale. The scores range from 0-63, a
score of up to 10 is considered absent or minimal
depression, 11-18 indicates mild to moderate
depression, 19-29 indicates moderate depression and
30-63 indicates severe depression. The questionnaire
takes approximately 10 minutes to complete and has
a Cronbach Alpha of .81 -.86.'

Ruminative Response Scale (RRS)

The Rumination Response scale was developed
by Hoeksema and Morrow in 1991 to assess
rumination in the individual, and the current version
was developed in 2003.'5 It has 22 items, and the
items are rated on a 4-point scale. It measures three
factors; depression, brooding, and reflection. Higher
scores indicate higher degrees of ruminative
symptoms. The questionnaire takes approximately
5 minutes to complete and has a Cronbach’s Alpha
of .74 - .83.16

Mindful Attention Awareness Scale (MAAS)

The scale was developed by Brown and Ryan
in 2003."7 It assesses trait mindfulness. The scale
has 15 items, and items are rated using a 6-point
scale. The score ranges from 15 to 90, higher score
indicates higher mindfulness. The questionnaire
takes approximately 8 minutes to complete and has
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a Cronbach’s Alpha of .89 - .93.13

Emotion Regulation Questionnaire (ERQ)

The questionnaire was developed by Gross and
John in 2003." It measures individuals’ tendency to
regulate their emotions. It has 10 items scale, items
arerated using a 7-point scale. It has two sub-scales;
cognitive reappraisal and expressive suppression.
The questionnaire takes approximately 5 minutes to
complete and has a Cronbach’s Alpha of .73-.82.2°

Procedure

The research was carried out as part of the
MPhil Clinical Psychology dissertation. The
proposal was presented to Departmental Research
Committee in the second year of the course and
further approval was received from Institution Ethics
Committee (IEC/673R/2021/428). The study period
was from December 2021 until April 2022 and
individual consent was sought from the participant
as per the Declaration of Helsinki.?! The co-author
(Psychiatry Consultant) referred the patients having
a diagnosis of MDD and RDD to the researcher,
researcher (first author) verified the diagnosis as per
ICD10 criteria along with the co-author (Clinical
Psychology Consultant). The researcher explained
the purpose of the study and then filled in the
sociodemographic details of the participant. Further,
a clinical profile sheet was used to screen for
comorbid conditions (both psychiatric as well as
medical or neurological). The participants who were
included were taken back to the Psychiatry Consul-
tant for confirmation of assessment and to look into
the file record. Once morbidity and comorbidity were
confirmed, the researcher then administered BDI
through face-to-face clinical interviews along with
the 2nd author. Those having mild to moderate levels
of depression severity (BDI score of 11-29) were
included and those excluded continued to seek
treatment as usual with a note put in the File. Once
recruited in the study each participant was assessed
on Rumination Response Scale Short Form, Mind-
fulness Attention Awareness Scale, and Emotion
Regulation Questionnaire. Once the assessment was
completed, the researcher thanked the participant
and informed him about the incentive of three follow-
up consultations in the OPD to be facilitated by the
researcher without waiting in the queue. The
participants were taken back to the co-author (Psy-

chiatry Consultant) for final disposal and those
referred for psychotherapy were guided to the
concerned Clinical Psychologist. Figure 1 showed
the recruitment of a sample of 40 out of a total of 62
participants as per the inclusion/exclusion criteria.

Patient referred

Excluded
Comorbid Dx, Age,
education

Consent N = 62
Administer: BDI

Excluded

BDI:17

Attempted suicide: 5
Thanked

Continue Tx as usual

Recruited

Administered Tools;
MAAS, RRS, ERQ

Thanked
Continue Tx as usual

Statistical Analysis

N =40

Fig. 1: Recruitment of participants and procedure

Statistical Analysis

Data was coded and appropriate statistical
analysis was carried out using Statistical Package
for Social Sciences (SPSS). Descriptive statistics
were used for participant variables, clinical vari-
ables, and study measures. Correlation analysis was
computed for measures of symptom severity, rumi-
nation, mindfulness, and emotion regulation.??
Further, linear regression was computed to describe
and predict the effect of these variables.”

Results

Table 1 depicts the participant characteristics.
The sample had an equal number of participants with
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a diagnosis of MDD and RDD and a higher propor-
tion of married females. Table 2 showed the
descriptive analysis of the scores on the assessment
measures.

increased rumination also increased or vice-versa.
Further, rumination had a significantly low negative
correlation with mind-fulness (MAAS; r = -.32
significant at p < .05), implying as rumination

Table-1: Participant characteristics (N=40)

Variable Mean (SD) / f (%)

Age 36.40 (8.89)
Sex Male 16 (40)

Female 24 (60)
Education (years) 13.43 (2.60)
Occupation Student 5 (12.5)

Job 14 (35)

Business 5 (12.5)

Housewife 16 (40)
Marital status Married 33 (82.5)

Unmarried 7(17.5)
Diagnosis MDD 20 (50)

RDD 20 (50)
DOI 52.05 (52.27)
Depression level Mild to mod 18 (45)

Mod 22 (55)

SD - Standard deviation; f - Frequency; % - Percentage; MDD - Major depressive disorder; RDD - Recurrent depressive

disorder; DOI - Duration of illness; Mod - Moderate

Table-2: Descriptive statistics of scores on assessment measures (BDI, RRS, MAAS, ERQ) of the
sample (N=40)

Measures Mean (SD)

BDI 22.83 (4.39)
RRS RRS 52.62 (10.26)

RR-DEP 29.80 (5.62)

RR-REF 10.95 (2.92)

RR-BRO 12.03 (3.36)
MAAS 47.03 (10.18)
ERQ ERQ 42.90 (10.53)

ER-COG 25.80 (7.66)

ER-EM 17.30 (5.38)

SD - Standard deviation; BDI - Beck Depression Inventory; RRS - Ruminative Response Scale; RR-DEP - Depression
domain of Ruminative Response Scale; RR-REF - Reflection domain of Ruminative Response Scale; RR-BRO - Brooding
domain of Ruminative Response Scale; MAAS - Mindful Attention Awareness Scale; ERQ - Emotion Regulation
Questionnaire; ER-COG - Cognitive domain of Emotion Regulation Questionnaire; ER-EM - Emotional domain of Emotion

Regulation Questionnaire

The correlation analysis showed that depression
(BDI) had a significant moderate positive
correlation with rumination (RRS; r=.58 significant
at p <.01) and brooding (RR-BRO; r = .52
significant at p < .01). Whereas it (BDI) had a
significant low positive correlation with domains
of depression (RR-DEP; r = .47 significant at p <
.01) and reflection (RR-REF; r = .47 significant at
p < .01). This implied as depression severity

increased, mindfulness decreased. It was observed
that depression had no significant correlation with
mindfulness (MAAS) and emotion regulation
(ERQ).

The regression analysis determined the adjusted
coefficient of determination (adjusted R2), predicting
the amount of change in the dependent variable (DV)
contributed to (IV). Depression accounted for 32%
of the variation in rumination, 20% of the variation
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indepression (RR-DEP), 20% variation in reflection
(RR-REF), and 25% variation in brooding (RR-
BRO). Rumination accounted for an 8% variation
in mindfulness.

adolescents and adults.?* Rumination was also seen
as a risk factor in healthy, non-depressed individuals
for the future onset of major depressive disorder and
acted as a mediator between depression and

Table-3: Correlation analysis of the scores on the assessment measure (BDI, RRS, MAAS, ERQ) of

the sample (N=40)

BDI RRS RR-DEP RR-REF RR-BRO MAAS ERQ ER-COG ER-EM

BDI 1 58k AT7H* AT7H 5% - .10 - .01 — .04 .04
RRS - 1 89** 5% R4k — 32% —.13 .13 —.11
RR-DEP - - 1 49% 61%* ~ .26 —.18 - .15 —.19
RR-REF - - - 1 53%x — .18 01 —.01 .02
RR-BRO - - - - 1 ~ .26 -.09 - .08 - .09
MAAS - - - - - 1 -.02 12 - .17
ERQ = - - - - - 1 8% 3%
ER-COG - - - - - - - 1 32%
ER-EM - - - - - - - - 1

¥EE _ p < .001; ¥* — p < .01; * — p < .05BDI - Beck Depression Inventory; RRS - Ruminative Response Scale; RR-DEP -
Depression domain of Ruminative Response Scale; RR-REF - Reflection domain of Ruminative Response Scale; RR-BRO -
Brooding domain of Ruminative Response Scale; MAAS - Mindful Attention Awareness Scale; ERQ - Emotion Regulation
Questionnaire; ER-COG - Cognitive domain of Emotion Regulation Questionnaire; ER-EM - Emotional domain of Emotion

Regulation Questionnaire

Table 4: Regression analysis of the scores on the assessment measure (BDI, RRS, MAAS, ERQ)
of the sample (N=40)

v DV r Regression
Std Error F Adjusted R? B t p Beta
BDI RRS 0.58 0.31 19.49 0.32 1.37 4.41 0.00%*** 0.58
RR-DEP 0.47 0.18 10.87 0.20 0.60 3.30 0.002** 0.47
RR-REF 0.47 0.95 10.53 0.20 0.31 3.24 0.002** 0.47
RR-BRO 0.52 0.11 14.44 0.25 0.40 3.80 0.001%* 0.52
RRS MAAS 0.32 0.15 4.34 0.08 -0.32 -2.08 0.044* -0.32

¥kE _ p<.001; ** — p <.01; * — p <.05IV - Independent variable; DV - Dependent variable; r - Correlation; BDI - Beck
Depression Inventory; RRS - Ruminative Response Scale; RR-DEP - Depression domain of Ruminative Response Scale;
RR-REF - Reflection domain of Ruminative Response Scale; RR-BRO - Brooding domain of Ruminative Response Scale;
MAAS - Mindful Attention Awareness Scale; ERQ - Emotion Regulation Questionnaire; ER-COG - Cognitive domain of
Emotion Regulation Questionnaire; ER-EM - Emotional domain of Emotion Regulation Questionnaire

Discussion

The study aimed to assess the relationship bet-
ween rumination, emotion regulation, and mind-
fulness with depression. The findings of the present
study revealed that depression intensified rumina-
tions. In addition, as the ruminations increased the
mindfulness decreased. The positive correlation
between depression and rumination was identified
by the studies considering rumination as a trans-
diagnostic factor responsible for the co-occurrence
of symptoms of depression and anxiety in both

suicide.?**¢ Rumination is common to all individuals
but it’s the uncontrollability of rumination that makes
it clinically significant. It’s the brooding that moder-
ated the relationship between stress and depression.?”’
Similarly, brooding and not reflecting mediated the
relationship between negative cognitive styles and
depression that contributed to the negative out-
comes.?® Contradictory to this, both levels of brood-
ing and reflective rumination were related to elevated
depressive symptom levels across the follow-up.?
Reflection in rumination when compared with self-
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reflection that created insight was found to be distinct
and contributed to a reduction in well-being.>* This
could be because even purposeful rumination
appeared to exacerbate the emotional reactivity while
being mindful of one’s goals was beneficial in healthy
as well as clinical samples.’! Although the current
study did not find any significant relationship
between rumination and emotion regulation, the
studies have shown that emotion regulation is
affected by mood or depressive state, and depressed
individuals show a more dysfunctional use of
emotion regulation strategies.*? Additionally, emotion
regulation is more selective and effective with age,
neurocognition, adaptive functioning, personality
structure, and social cognition.?*~7 The study sample
had a larger number of employees and married
individuals where possibly the environmental factors
could have modulated the emotion regulation. The
adults in their midlife reported significantly greater
use of optimism as a mood-regulation strategy than
was reported by the young adults.*® Rumination
mediates cognitive processes and depressive psycho-
pathology through bottom-up processing although
cognitive control is a top-down process but control
operations can be triggered by contextual cues
bottom-up, indicating an automatic aspect of
cognitive control.***4° Automatic control is thought
to be achieved by simply forming “context-control”
associations where the context acts as a cue that
triggers the retrieval of the associated control state.
Thus, it can be ascertained that rumination and
emotional regulation influence bottom-up processing
which in turn affects top-down processing. Both
bottom-up and top-down processes impinge the
cognitive control incumbent for reappraisal.

The current study sample had a larger female
representation which is in sync with data highlighting
point prevalence of unipolar depressive episodes to
be higher in women than men.? Also, women tend to
have a more ruminative response style than men
which increased their likelihood of developing and
lengthening depressive episodes.*! The study sample
had more married participants, previous studies
supported that the quality of marital relationships
was associated with psychopathology and well-
being.*? It was found that married working women
experienced a higher level of anxiety or depression
and a lower quality of life in comparison to
unmarried working women.*

Conclusion

The study implied that rumination swayed the
course as well as the outcome of depressive disorder
and hence requires the attention of mental health
professionals in terms of both assessment as well as
intervention. The study will be beneficial to highlight
the role of interventions targeting mindfulness and
rumination in the management of depressive
disorders. Future studies can have a comparative
group(s) and larger sample size to explore the
interplay of rumination and emotion regulation; and
the outcome of mindfulness-based interventions on
these.
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ABSTRACT

Background: Intellectual disability affects an individual s everyday life functioning. People
with intellectual disability have a relatively high likelihood for developing psychiatric
comorbidity than in general population. These people due to various problems like
communication and cognitive deficits have difficulty in identification of psychiatric comorbidity.!
According to DSM-5, Intellectual disability has an impact on three broad domains in a person s
life: conceptual (e.g. language and money), social (e.g. empathy and social judgement), and
practical (e.g. personal care and money management). Aim: The aim is to study demographic
variables and psychiatric comorbidity of people with Intellectual disability. Material & Methods:
300 people (150 female, 150 male) diagnosed with intellectual disability were taken for the
study sample. The age range was equal to 12 years old and above. Vineland Social Maturity
Scale and Reiss Screen for Maladaptive Behaviour were used to screen them. Statistical Analysis:
The statistical analysis was done by using the Statistical Package for Social Sciences (SPSS).
Frequency, percentage, mean, standard deviation, t-test and ANOVA were used to analyze the
data. Results: The significant psychiatric comorbidity was found in people with intellectual
disability and gender difference was also observed. Conclusion: The results of this study clearly
highlight the need to address the psychiatric comorbidity of people with intellectual disability
and need for mental health services to have the capacity to identify and support people with

intellectual disability.

Key words: Intellectual disability, Demographic variables, Psychiatric comorbidity.

Introduction

Intellectual disability is a term used when there
are limits to a person’s ability to learn at an expected
level and function in daily life. Intellectual Disability
is defined as significantly sub-average general
intelligence, with onset during early developmental
period, and concurrent deficits in adaptive function-
ing.

General intellectual functioning is assessed
using standardized intelligence test with significantly
sub-average intelligence as two standard deviations
below the mean (usually an 1Q of below 70), and
adaptive behaviour is the person’s ability to meet

responsibilities of social, personal, occupational and
interpersonal areas of life, appropriate to age, socio-
cultural and educational background. A classification
of intellectual disability on basis of IQ (Intelligence
Quotient, is equal to mental age, i.e. M.A. divided
by chronological age i.e. C.A. multiplied by 100
r.e. [Q=MA/CA*100).

Intellectual disability is defined in the ‘Inter-
national Classification of Diseases, 10" edition’
(ICD-10) (World Health Organization) (WHO),
1992) as a condition with delayed or disturbed
development of intellectual and adaptive ability and
functioning, with onset before age 18. Signs of
psychiatric comorbidity in people with intellectual
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disability have been regarded as problem behaviour
or as artifects of the developmental or social delay
inherent in intellectual disability.?

Comorbidity is defined as the presence of at least
two diseases or disorders in an individual. It is
estimated that people who are elderly patients with
intellectual disability have on average 2.5 times more
chronic diseases in general population. Comorbidity
is the co-occurrence of more than one disorder in
the same individual. There are problems which have
been identified causing problems in diagnosing in
the intellectual disabled, like poor verbal skills,
multiple handicaps and poor performance, on
various psychological tests.* The rates of psychiatric
comorbidity of intellectual disabled has varied from
31% to 100% across various studies.* One of the
main reasons held responsible for this is the way,
this is diagnosed in the intellectual disabled.’
Commonly patients are described as having a
‘behavioural problem’ rather than a any specific
disorder in many studies.® Most workers adopt two
extreme approaches while dealing with comorbidity.

Psychiatric comorbidity is particularly frequent
in patients with intellectual disability mental
disorders are present in up to 40% of the population.’
Challenging behaviours were the most frequent
psychiatric comorbidity, they were present in almost
10% of the group, including verbally aggressive
behaviour (7.5%), physically aggressive behaviour
(6.3%) and destructive behaviour (3.0%). The most
frequent psychiatric comorbidities were: challenging
behaviours (32.4%), depression (15.2%) and anxiety
(13.6%). The prevalence of behavioral problems
range between 10% and 55%.%° It is estimated that
dangerous, self-injurious actions occur at a rate of
4-5% in children.' Additionally, the severity of
intellectual disability plays a significant role in the
behavioral disruption. '

Prevalence rates for types of behaviour prob-
lems like aggressive behaviour ranged from 6.49%
to 32%, Self-injurious behaviour ranged from 4.4%
to 21% and destructive behaviour ranged from 2.3%
to 19%.12

The prevalence rates of mental illnesses of any
type based on clinical diagnosis were 29.2% foe men
and 27.3% for women, summed up that men were
more likely to show aggression than females.
Literature review summarised that boys and male
adolescents were more likely to show distruptive,

antisocial problem."

The possibility that psychiatric comorbidity
could affect intellectually disabled individuals was
not considered till late 19™ century. It has been
documented that the intellectually disabled are at a
greater risk of developing psychiatric comorbidity.'

Cognitive functioning as a potential risk factor
of psychopathology is highly associated with langu-
age development, communication, coping strategies
with stress, and other adaptive behaviour skills and
other critical developmental variables. Although
some have deemphasized the importance of intellec-
tual disability levels of dimension of classification,
it is one of the most robust predictors of develop-
mental outcome in population with intellectual
disability. There is strong correlation with prevalence
of challenging behaviours in general.'

There are evidences that psychiatric comorbidity
occur with high frequency with mental retarded
people than in general population.'®!” It is difficult
to identify and diagnose them as traditional methods
rely on evaluation of psychological process, which
usually done through direct communication with the
patient. The prevalence of intellectual disability in
the general population is 1-3%.'® Children and
adolescents with intellectual disability are a high-
risk group for mental health problems and previous
studies have shown the diagnostic overshadowing
of comorbid psychiatric diagnoses when an
individual is diagnosed with an intellectual
disability.>"

Over the past few decades increased attention
has been paid to identifying and responding to the
mental health needs of children and adolescents with
intellectual disability. The few prevalence studies
which have been undertaken have suggested that
people with intellectual disability are at significantly
increased risk of psychiatric comorbidity when
compared with their non-intellectual disabled peers.?

Demographic variables like age, sex, religion,
education, income, job qualification may predict
psychiatric comorbidity of people with intellectual
disability. Some relevant demographic variables need
to be understood before studying comorbidities. In
addition, factors associated with intellectual dis-
ability may also be associated with comorbidity with
intellectual disability regarding age, studies have
been found age to be unrelated to total prevalence
of psychiatric comorbidity,'* although some have
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found higher.?! The prevalence of behavioural
problems is higher than male than in female even in
the absence of intellectual disability,?* it could be
that more male with intellectual disability are
identified.

People with intellectual disability are at the
higher risk of psychiatric comorbidity. The most
common psychiatric comorbidity is problem
behaviour (18.7%), affective disorder (5.7%),
autism spectrum disorder (4.4%), psychotic disorder
(3.8%) and anxiety disorder (3.27%).!5 Although
much research has already been conducted in this
area, further research is required to increase our
understanding regarding the level of intellectual
disability and different demographical variables of
people with intellectual disability. So, this study will
help to study the prevalence of psychiatric comor-
bidity of people with intellectual disability.

Aim
The aim of present research was to study demo-

graphic variables and psychiatric comorbidity of
people with intellectual disability.

Objectives

1. To study prevalence of psychiatric comor-
bidity of people with intellectual disability.

2. To study gender difference in psychiatric
comorbidity of people with intellectual dis-
ability.

3. To study difference in psychiatric comor-
bidity of people with intellectual disability
on levels of intellectual disability.

Hypothesis

1. There would be significant prevalence of
psychiatric comorbidity of people with
intellectual disability.

2. There would be significant gender difference
in psychiatric comorbidity of people with
intellectual disability.

3. There would be significant difference in
psychiatric comorbidity of people with intel-
lectual disability on levels of intellectual
disability.

Materials and Methods

Sample: A sample of 300 people (150 female,
150 male) with intellectual disability was selected
through purposive sampling from Asha Kiran Home

for Mentally Challenged and Asha Jyoti Home for
Mentally Challenged for Adult Female of Delhi for
the present study and informed consent was obtained
from the concerned.

Inclusion criteria:

*  People who are already diagnosed with intel-
lectual disability.

* The age range above 12 years old were
included in the study.

Exclusion criteria:

*  People with chronic physical comorbidity.
*  Profound intellectually disable individuals
were excluded.

Tools used
Socio-Demographic Performa

Socio-demographics include age, gender,
martial status, parental support, living and level of
intellectual disability. This performa was semi struc-
tured form to get essential background information
for screening.

Vineland Social Maturity Scale?

Vineland Social Maturity Scale (VSMS) is
widely used psychometric assessment instrument.
It is mainly designed to assess social and adaptive
functions. VSMS was developed by American
psychologist Edgar Arnold Doll and published in
1940. He published manual for it in 1953.24 It is
widely preferred test to assess intelligence whenever
standard intelligence tests cannot be used due to
various reasons for example when child speech is
not clear or inadequate, when person is not coopera-
tive etc. This test is less time consuming and is a
brief test adopted by A.J. Malin (1965) and later
further modification done by Dr. Bharat Raj (1992)
Indian Adaption had only 89 items, except few are
almost the exact match with original version. It takes
20-30 minutes to administer and evaluate the social
age, social quotient and adaptive functioning ranging
from 0—15 years. At the end of assessment full and
half credits are counted. The procedure for obtaining
the Social Age from the raw is as follows. S.Q =
(Social Age / Actual Age) x 100. Research studies,”
have shown a consistent and high correlation between
VSMS Social Age (S.A.) and the Stanford Binet
M.A Doll reported a correlation of + = 0.85 and
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Patterson (1943) reporting a correlation of +=0.96
with the Binet scale on a sample of normal children.
The individuals were divided into 4 groups on the
level of retardation, as per ICD-10, which were as
follows:
(a) Mild mental retardation (IQ range 50 to 69)
(b) Moderate mental retardation (IQ range 35
to 49)
(¢) Severe mental retardation (IQ range 20 to
34)
(d) Profound mental retardation (IQ range less
than 20)

Reiss Screen for Maladaptive Behaviour

Reiss Screen for Maladaptive Behaviour
(RSMB) was designed to meet the need for a
standardized screening instrument for mental health
disorders in persons with mental retardation.?® This
instrument is widely used both in clinical practice
and in research. The Reiss Screen include 38 item
statements, it takes about 20 minutes. Each item is
scored on 3 categories: (0) no problem, (1) a problem
and (2) a major problem, rating instrument designed
for used in screening large populations in order to
identify those persons who need further evaluation
as to presence of psychiatric or behavioural disorder.

The scoring system of the Reiss Screen consists
of: (1) seven scale scores, (2) six special maladaptive
behaviour item scores, and (3) the 26 item total score.
The seven scale scores are based on the results of a
factor analysis of a national sample of 305 people.
Each scale has five items, with some items counting
on more than one scale. The seven scales are: aggre-
ssive disorder, psychosis, depression (behavioural
signs), depression (physical signs), avoidant dis-
order, dependent personality disorder and paranoia.
The six maladaptive behaviour items are drug abuse,
overactivity, self-injury, sexual behaviour, suicidal
tendencies and stealing. A person rated by the carer
as suicidal should be referred for psychiatric or
psychological evaluation, including total score and
diagnostic status.?” A 26 item total score is computed
to identify whether a person has tested positive or
negative for mental health disorder using the cut-off
score. Reiss recommends this as people with severe
disorders show symptoms characteristic of a variety
of disorders. For example, people with severe
psychosis tend to show some symptoms of anxiety
disorder, and people with severe panic attacks tend

to show some symptoms of psychosis. Reiss suggests
that the 26 item total score may be viewed as a
measure of the severity of the psychopathology. The
total score is the sum of the scores for the 26 items
used in calculating the seven scale scores. Each of
the scoring criteria (seven scale scores, six special
items and the total score) has a cut-off point.
According to the Reiss Screen Manual, a person with
learning disability is said to test ‘positive’ for dual
diagnosis if any of the three categories (seven scale
scores, six special maladaptive item score and the
26 item total score) is at or above the cut-off points.
Interpretation of test results: A positive test result
means that the subject is likely to require a mental
health service and should be referred to mental health
professionals in order to determine the validity of
test results and for further investigation of his or
her mental state.

Procedure

The research data was collected through a
proper procedure followed prior to the commence-
ment of data collection activity. It included a letter
of consent form, project brief, questionnaires. The
target population aged above 12 years old from
Home for Mentally Challenged from Delhi. The tools
VSMS and RSMB were used for data collection and
socio-demographic sheet was also used for additional
information. The inclusion criteria and exclusion
criteria was specified. After developing a good
rapport, assurance of confidentiality of information
was maintained before collecting socio-demographic
information followed by administration of VSMS
for assessing level of intellectual disability and
RSMB was administered to assess psychiatric
comorbidity.

Data thus obtained was analysed using SPSS.
t-test and ANOVA analysis along with other
descriptive statistics.

Results

The demographic data of average age of the
participants (N = 300) was 26.87 years old. The
total sample of 300 people (150 male, 150 female),
out of which only 1.3% were married and remaining
98.7% were unmarried. 2.7% had parental support
i.e., living in an institute with family support and
97.3% had no parental support. The total sample
included 19.2% mild, 50% moderate and 30.7%
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severe level of intellectually disabled people.
Demographic data of participants as shown in
Table 1.

Table-1: Demographic data of participants

(N=300)
Variables Frequency Percentage
Gender
Male 150 50
Female 150 50
Marital status
Married 4 1.3
Unmarried 296 98.7
Parental support
Yes 8 2.7
No 292 97.3
Living Institutional care 292 97.3
Institutional care with 8 2.7
family support
Intellectual disability
Mild 58 19.3
Moderate 150 50.0
Severe 92 30.7

The mean and standard deviation of demo-
graphic data of participants as shown in Table 2.

Table-2: Mean and SD demographic data of
participants N=300

Variable Mean SD

Age 26.87 11.411

The gender differences were observed with the
help of t-test. Mean, standard deviation and t-value
of psychiatric comorbidity as shown in Table 3.

The mean value of females on aggressive
domain was found to be 1.17 with .86 standard
deviations whereas the mean value of males was
found to be 1.04 with .86 standard deviations. No
significant difference was observed between male
and females on aggressive domain (t = 1.34, p >.05).
The mean value of females on anxious domain was
found to be 1.08 with .88 standard deviations
whereas the mean value of males was found to be
1.49 with .76 standard deviations. A significant

Table-3: Mean, standard deviation and t-value of psychiatric comorbidity

Behaviours Gender N Mean Std. Deviation t Significance

Aggressive Female 150 1.1733 85724 1.34 .18
Male 150 1.0400 .86606

Anxious Female 150 1.0800 .87868 4.36 .001
Male 150 1.4933 75748

Attention-seeking Female 150 .6133 84175 1.15 .25
Male 150 7267 .86619

Body stress Female 150 .3067 .62333 27 .79
Male 150 2867 .64856

Complaining Female 150 .8200 .88287 1.98 .05
Male 150 .6200 .86444

Confused Thinking Female 150 7200 .88325 4.57 .001
Male 150 1.1867 .88528

Crying Spells Female 150 4333 71809 .08 93
Male 150 4267 72673

Delusions Female 150 2133 52567 2.08 .04
Male 150 3467 57913

Dependent Female 150 .3800 72046 2.09 .04
Male 150 .5667 .82264

Destructive Female 150 5333 76559 1.67 .09
Male 150 .6867 .82035

Drugs/Alcohol abuse Female 150 .0000 .00000 3.48 .001
Male 150 .1400 49195

Eating Problem Female 150 3733 13773 1.65 .10
Male 150 2467 57855

Echolalia Female 150 .0467 26764 1.75 .08
Male 150 .0067 .08165

Euphoria Female 150 3667 .68949 1.83 .07
Male 150 .5200 15725

Contd....
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Table-3: Mean, standard deviation and t-value of psychiatric comorbidity (Contd....)

Behaviours Gender N Mean Std. Deviation t Significance

Fearful Female 150 1133 37607 2.27 .02
Male 150 2467 .61236

Hallucinations Female 150 4133 77880 1.04 .30
Male 150 3267 .66045

Hostile Female 150 .9400 .84528 5 .46
Male 150 1.0133 85127

Impulsive Female 150 1.0400 .85042 1.70 .09
Male 150 1.2067 .84581

Inattentive Female 150 .6600 .84210 2.20 .03
Male 150 .8800 .88931

Low energy Female 150 .6067 .84263 1.47 .14
Male 150 7533 .88186

Non-assertive Female 150 .6400 .89952 1.50 .13
Male 150 .8000 94833

Object attachment Female 150 3133 .63602 1.95 .05
Male 150 1867 48309

Overactive Female 150 3867 71218 2.35 .02
Male 150 .6000 85137

Overly Sensitive Female 150 3267 .62923 .54 .59
Male 150 3667 .64938

Paranoia Female 150 1267 40627 29 77
Male 150 1133 37607

Regressive Behaviour Female 150 .0400 22821 26 .79
Male 150 .0333 21415

Sadness Female 150 .3800 .69195 4.02 .001
Male 150 7467 87613

Self-injury Female 150 .2800 .62520 2.21 .03
Male 150 4467 .68087

Self-stimulatory behaviour = Female 150 .5800 79655 4.08 .001
Male 150 9600 81825

Sexual Problem Female 150 14200 77952 3.02 .01
Male 150 7000 .82535

Sleep problem Female 150 5333 79145 1.07 28
Male 150 4400 71869

Social Inadequacies Female 150 .8067 91002 2.42 .02
Male 150 1.0667 95304

Stealing Female 150 2667 .59828 .50 .61
Male 150 2333 .54854

Suicidal Tendencies Female 150 1133 .37607 1.42 .16
Male 150 .0600 26496

Temper Tantrums Female 150 .8333 78933 .60 .55
Male 150 .8867 15562

Tiredness Female 150 4733 72996 2.55 .01
Male 150 .7000 .80893

Unusual Motor Movements Female 150 .2400 56378 3.20 .01
Male 150 4733 69221

Withdrawn Female 150 7733 92066 2.30 .01
Male 150 1.0933 92936

difference was observed between male and females
on anxious domain (t = 4.36, p <.01). On attention
seeking domain, the mean value of females was found
to be .61 with .84 standard deviations whereas the
mean value of males was found to be .73 with .87
standard deviations. No significant difference was

observed between male and females on attention
seeking domain (t = 1.15, p >.05).

The mean value of females on body stress
domain was found to be .31 with .62 standard
deviations whereas the mean value of males was
found to be .29 with .64 standard deviations. No
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significant difference was observed between male
and females on body stress domain (t = .27, p >
.05). The mean value of females on complaining
domain was found to be .82 with .88 standard
deviations whereas the mean value of males was
found to be .62 with .86 standard deviations. No
significant difference was observed between male
and females on complaining domain (t = 1.98, p <
.05). On confused thinking domain, the mean value
of females was found to be .72 with .88 standard
deviations whereas the mean value of males was
found to be 1.19 with .88 standard deviations. A
significant difference was observed between male
and females on confused thinking domain (t =4.57,
p <.01).

The mean value of females on crying spells
domain was found to be .43 with .71 standard
deviations whereas the mean value of males was
found to be .43 with .72 standard deviations. No
significant difference was observed between male
and females on crying spells domain (t = .08, It goes
through series of steps (p > .05). The mean value of
females on delusions domain was found to be .21
with .52 standard deviations whereas the mean value
of males was found to be .35 with .57 standard
deviations. A significant difference was observed
between male and females on delusions domain (t =
2.08, p <.05). On dependent domain, the mean value
of females was found to be .38 with .72 standard
deviations whereas the mean value of males was
found to be .57 with .82 standard deviations. A
significant difference was observed between male
and females on confused thinking domain (t =2.09,
p <.01).

The mean value of females on destructive
domain was found to be .53 with .76 standard
deviations whereas the mean value of males was
found to be .69 with .82 standard deviations. No
significant difference was observed between male
and females on destructive domain (t=1.67, p >.05).
The mean value of females on drugs/alcohol abuse
domain was found to be 0.00 with 0.00 standard
deviations whereas the mean value of males was
found to be .14 with .49 standard deviations. A
significant difference was observed between male
and females on drugs and alcohol abuse domain (t =
3.48, p <.01). On eating problem, the mean value
of females was found to be .37 with .74 standard
deviations whereas the mean value of males was

found to be .24 with .58 standard deviations. No
significant difference was observed between male
and females on eating problem domain (t = 1.65, p
>.01).

The mean value of females on echolalia domain
was found to be .05 with .27 standard deviations
whereas the mean value of males was found to be
.01 with .08 standard deviations. No significant
difference was observed between male and females
on echolalia domain (t = 1.75, p > .05). The mean
value of females on euphoria domain was found to
be .37 with .69 standard deviations whereas the mean
value of males was found to be .52 with .76 standard
deviations. No significant difference was observed
between male and females on euphoria domain (t =
1.83, p > .05). On fearful domain, the mean value
of females was found to be .11 with .38 standard
deviations whereas the mean value of males was
found to be .25 with .61 standard deviations. A
significant difference was observed between male
and females on fearful domain (t = 2.27, p <.05).

The mean value of females on hallucinations
domain was found to be .41 with .78 standard
deviations whereas the mean value of males was
found to be .25 with .61 standard deviations. No
significant difference was observed between male
and females on hallucinations domain (t = 1.04, p >
.05). The mean value of females on hostile domain
was found to be .94 with .84 standard deviations
whereas the mean value of males was found to be
1.01 with .85 standard deviations. No significant
difference was observed between male and females
on hostile domain (t = .75, p > .05). On impulsive
domain, the mean value of females was found to be
1.04 with .85 standard deviations whereas the mean
value of males was found to be 1.2 with .84 standard
deviations. No significant difference was observed
between male and females on impulsive domain (t =
1.70, p > .05).

The mean value of females on inattentive domain
was found to be .66 with .84 standard deviations
whereas the mean value of males was found to be
.88 with .89 standard deviations. A significant
difference was observed between male and females
on inattentive domain (t = 2.20, p <.05). The mean
value of females on low energy domain was found
to be .61 with .84 standard deviations whereas the
mean value of males was found to be .75 with .88
standard deviations. No significant difference was
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observed between male and females on low energy
domain (t=1.47, p> .05). On non-assertive domain,
the mean value of females was found to be .64 with
.90 standard deviations whereas the mean value of
males was found to be .80 with .95 standard
deviations. No significant difference was observed
between male and females on non-assertive domain
(t=1.50, p >.05).

The mean value of females on object attachment
domain was found to be .31 with .64 standard
deviations whereas the mean value of males was
found to be .19 with .48 standard deviations. A
significant difference was observed between male
and females on object attachment domain (t= 1.9, p
= .05). The mean value of females on overactive
domain was found to be .39 with .71 standard
deviations whereas the mean value of males was
found to be .60 with .85 standard deviations. A
significant difference was observed between male
and females on overactive domain (t = 2.35, p <
.05). On overly sensitive domain, the mean value of
females was found to be .33 with .63 standard
deviations whereas the mean value of males was
found to be .37 with .65 standard deviations. No
significant difference was observed between male
and females on overly sensitive domain (.54, p >
.05).

The mean value of females on paranoia domain
was found to be .13 with .41 standard deviations
whereas the mean value of males was found to be
.11 with .38 standard deviations. No significant
difference was observed between male and females
on paranoia domain (t = .29, p > .05). The mean
value of females on regressive behaviour domain
was found to be .04 with .23 standard deviations
whereas the mean value of males was found to be
.03 with .21 standard deviations. No significant
difference was observed between male and females
on regressive behaviour domain (t = 26, p > .05).
On sadness domain, the mean value of females was
found to be .38 with .69 standard deviations whereas
the mean value of males was found to be .75 with
.88 standard deviations. A significant difference was
observed between male and females on sadness
domain (t =4.02, p <.05).

The mean value of females on self-injury domain
was found to be .28 with .63 standard deviations
whereas the mean value of males was found to be
.45 with .68 standard deviations. A significant

difference was observed between male and females
on self-injury domain (t = 2.21, p <.05). The mean
value of females on self-stimulatory behaviour
domain was found to be .58 with .80 standard
deviations whereas the mean value of males was
found to be .96 with .82 standard deviations. A
significant difference was observed between male
and females on self-stimulatory behaviour domain
(t=4.08, p <.05). On sexual problem domain, the
mean value of females was found to be .42 with .78
standard deviations whereas the mean value of males
was found to be .70 with .83 standard deviations. A
significant difference was observed between male
and females on sexual problem domain (t = 3.02, p
<.01).

The mean value of females on sleep problem
domain was found to be .53 with .79 standard
deviations whereas the mean value of males was
found to be .44 with .72 standard deviations. No
significant difference was observed between male
and females on sleep problem domain (t = 1.07, p >
.05). The mean value of females on social
inadequacies domain was found to be .81 with .91
standard deviations whereas the mean value of males
was found to be 1.07 with .95 standard deviations.
Assignificant difference was observed between male
and females on social inadequacies domain (t=2.42,
p < .05). On stealing domain, the mean value of
females was found to be .27 with .60 standard
deviations whereas the mean value of males was
found to be .23 with .55 standard deviations. No
significant difference was observed between male
and females on stealing domain (t = .50, p > .05).

The mean value of females on suicidal
tendencies domain was found to be .11 with .38
standard deviations whereas the mean value of males
was found to be .06 with .26 standard deviations.
No significant difference was observed between male
and females on suicidal tendencies domain (t=1.42,
p > .05). The mean value of females on temper
tantrums behaviour domain was found to be .83 with
.79 standard deviations whereas the mean value of
males was found to be .89 with .76 standard
deviations. No significant difference was observed
between male and females on temper tantrums
behaviour domain (t = .60, p > .05). On tiredness
domain, the mean value of females was found to be
.47 with .73 standard deviations whereas the mean
value of males was found to be .70 with .81 standard
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deviations. A significant difference was observed
between male and females on tiredness domain (t =
2.55,p <.01). The mean value of females on unusual
motor movements domain was found to be .24 with
.56 standard deviations whereas the mean value of
males was found to be .47 with .69 standard
deviations. A significant difference was observed
between male and females on self-injury domain (t
= 3.20, p < .05). The mean value of females on

withdrawn behaviour domain was found to be .77
with .92 standard deviations whereas the mean value
of males was found to be 1.09 with .93 standard
deviations. A significant difference was observed
between male and females on withdrawn behaviour
domain (t = 2.30, p <.01).

The differences between intellectual disability
were observed. Mean, standard deviation and f-value
of psychiatric comorbidity as shown in Table 4.

Table-4: Mean, standard deviation and f-value of psychiatric comorbidity

Behaviours N Mean Std. Deviation F Significance
Aggressive Mild 58 1.1207 79643
Moderate 150 1.1533 .88033 .67 51
Severe 92 1.0217 .87679
Total 300 1.1067 .86281
Anxious Mild 58 1.1724 .84059
Moderate 150 1.2400 .87990 2.19 11
Severe 92 1.4348 77466
Total 300 1.2867 .84471
Attention-seeking Mild 58 7241 .87445
Moderate 150 .6400 .83770 221 .80
Severe 92 .6848 87617
Total 300 .6700 .85452
Body stress Mild 58 3103 .62708
Moderate 150 3467 .66541 1.41 .24
Severe 92 2065 .58438
Total 300 2967 .63509
Complaining Mild 58 .6897 .82093
Moderate 150 .8467 90292 3.76 .03
Severe 92 5326 .84452
Total 300 7200 87797
Confused Thinking Mild 58 .5862 81724
Moderate 150 7800 .89645 25.58 .001
Severe 92 1.4674 17674
Total 300 9533 91320
Crying Spells Mild 58 2931 56222
Moderate 150 4067 70565 2.52 .08
Severe 92 .5543 .81691
Total 300 4300 72123
Delusions Mild 58 2759 .58619
Moderate 150 .2200 51644 2.40 .09
Severe 92 .3804 .59007
Total 300 .2800 55615
Dependent Mild 58 3103 .68073
Moderate 150 3533 .69646 10.46 .001
Severe 92 717 .87835
Total 300 4733 17758
Destructive Mild 58 5517 72963
Moderate 150 .6667 .82468 .76 47
Severe 92 .5543 78955
Total 300 .6100 79583
Contd....
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Table-4: Mean, standard deviation and f-value of psychiatric comorbidity
Behaviours N Mean Std. Deviation F Significance
Drugs/Alcohol abuse Mild 58 .0517 29154
Moderate 150 .0733 36814 .10 91
Severe 92 .0761 37014
Total 300 .0700 35429
Eating Problem Mild 58 2414 .53999
Moderate 150 3333 71105 40 .67
Severe 92 3152 66182
Total 300 .3100 .66486
Echolalia Mild 58 .0345 .18406
Moderate 150 .0267 .19888 .07 .93
Severe 92 .0217 20851
Total 300 .0267 .19855
Euphoria Mild 58 2586 57918
Moderate 150 .3467 66541 10.34 .001
Severe 92 7174 .82975
Total 300 4433 72701
Fearful Mild 58 .1379 43723
Moderate 150 1667 46942 .66 .52
Severe 92 2283 61310
Total 300 .1800 51167
Hallucinations Mild 58 2241 .56330
Moderate 150 .3400 70311 3.10 .05
Severe 92 5109 .81866
Total 300 .3700 12215
Hostile Mild 58 9655 79396
Moderate 150 9933 .83944 .06 .94
Severe 92 9565 90071
Total 300 9767 .84765
Impulsive Mild 58 1.0345 87791
Moderate 150 1.1067 .82857 .78 .46
Severe 92 1.2065 87125
Total 300 1.1233 .85080
Inattentive Mild 58 .5690 79719
Moderate 150 7133 .86960 4.89 .008
Severe 92 9891 .88323
Total 300 7700 87157
Low energy Mild 58 .6897 .82093
Moderate 150 .6467 .85245 .26 77
Severe 92 7283 91511
Total 300 .6800 86415
Non-assertive Mild 58 5172 .80003
Moderate 150 .6067 .88913 8.12 .001
Severe 92 1.0326 98841
Total 300 7200 92617
Object attachment Mild 58 .1897 47598
Moderate 150 .3000 .63192 1.18 31
Severe 92 .2065 .50357
Total 300 2500 56737
Overactive Mild 58 2241 53124
Moderate 150 4933 79213 5.65 .004
Severe 92 .6630 .88052
Total 300 4933 79081
Overly Sensitive Mild 58 2759 52292
Moderate 150 3267 .60752 1.10 33
Severe 92 4239 74471
Total 300 .3467 .63863
Contd....
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Table-4: Mean, standard deviation and f-value of psychiatric comorbidity
Behaviours N Mean Std. Deviation F Significance
Paranoia Mild 58 .1897 S1151
Moderate 150 .1067 .36905 1.16 31
Severe 92 .0978 33347
Total 300 .1200 39087
Regressive Behaviour Mild 58 .0172 13131
Moderate 150 .0400 22821 28 75
Severe 92 .0435 25303
Total 300 .0367 22095
Sadness Mild 58 7069 .81668
Moderate 150 4933 79213 1.52 22
Severe 92 .5870 .82744
Total 300 5633 .80922
Self-injury Mild 58 2759 52292
Moderate 150 3267 .67054 2.16 12
Severe 92 4783 70287
Total 300 3633 .65785
Self-stimulatory behaviour Mild 58 4310 .65191
Moderate 150 7200 .82021 11.76 .001
Severe 92 1.0652 .84910
Total 300 7700 .82828
Sexual Problem Mild 58 4310 72818
Moderate 150 4800 76606 4.68 .01
Severe 92 1717 90303
Total 300 .5600 .81360
Sleep problem Mild 58 2586 57918
Moderate 150 .5200 .80034 3.48 .03
Severe 92 5761 75932
Total 300 4867 75613
Social Inadequacies Mild 58 .5862 .85910
Moderate 150 9133 93361 7.93 .001
Severe 92 1.1957 92865
Total 300 9367 93929
Stealing Mild 58 .1897 S1151
Moderate 150 .3200 .64838 2.27 .10
Severe 92 .1739 45954
Total 300 2500 57323
Suicidal Tendencies Mild 58 .1379 34784
Moderate 150 .0533 25348 1.72 .18
Severe 92 .1087 40482
Total 300 .0867 32585
Temper Tantrums Mild 58 .8448 712067
Moderate 150 .8867 17318 .19 .83
Severe 92 .8261 .80668
Total 300 .8600 77183
Tiredness Mild 58 4828 .68162
Moderate 150 5267 76585 3.03 .05
Severe 92 7500 .83370
Total 300 5867 77750
Unusual Motor Movements Mild 58 1552 41047
Moderate 150 3067 .62333 8.61 .001
Severe 92 5652 73086
Total 300 3567 .64096
Withdrawn Mild 58 .6552 .86960
Moderate 150 .8533 92240 8.39 .001
Severe 92 1.2391 93020
Total 300 9333 93727
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A significant difference between three levels of
intellectual disability was observed on complaining,
confused thinking, dependent, euphoria, halluci-
nations, inattentive, non-assertive, overactive, self-
stimulatory behaviour. Sexual problem, sleep
problem, social inadequacies, tiredness, unusual
motor movements and withdrawn domain. On other
domains, no significant difference was observed.

On complaining domain, the mean scores of
mild, moderate, and severe were found to be .69,
.85, and .92 respectively. A significant difference
was observed among the intellectual level on
complaining (F= 3.76, p <.05).

On confused thinking, the mean scores of mild,
moderate, and severe were found to be .59, .78, and
1.47 respectively. A significant difference was
observed among the intellectual level on confused
thinking (F= 25.58, p <.01).

On dependent, the mean scores of mild,
moderate, and severe were found to be .31, .35, and
.77 respectively. A significant difference was
observed among the intellectual level on Dependent
(F=10.46, p <.01).

On euphoria, the mean scores of mild, moderate,
and severe were found to be .26, .35, and .72 respec-
tively. A significant difference was observed among
the intellectual level on euphoria (F=10.34, p <.01).

On hallucinations, the mean scores of mild,
moderate, and severe were found to be .22, .34, and
.51 respectively. A significant difference was obser-
ved among the intellectual level on hallucinations
(F=3.10, p =.05).

On inattentive, the mean scores of mild, moder-
ate, and severe were found to be .57, .71, and .99
respectively. A significant difference was observed
among the intellectual level on inattentive (F= 4.89,
p <.01).

On non-assertive, the mean scores of mild,
moderate, and severe were found to be .52, .61, and
1.03 respectively. A significant difference was
observed among the intellectual level on non-
assertive (F= 812, p <.01).

On over-active, the mean scores of mild,
moderate, and severe were found to be .22, .49, and
.66 respectively. A significant difference was
observed among the intellectual level on over-active
(F=5.65, p <.01).

On self-stimulatory behaviour, the mean scores
of mild, moderate, and severe were found to be .43,

.72, and 1.06 respectively. A significant difference
was observed among the intellectual level on self-
stimulatory behaviour (F = 11.76, p <.01).

On sexual problems, the mean scores of mild,
moderate, and severe were found to be .43, .48, and
.77 respectively. A significant difference was
observed among the intellectual level on sexual
problem (F = 4.68, p <.01).

On sleep problem, the mean scores of mild,
moderate, and severe were found to be .26, .52, and
.58 respectively. A significant difference was
observed among the intellectual level on sleep
problem (F = 3.48, p <.05).

On social inadequacies, the mean scores of mild,
moderate, and severe were found to be .59, .91, and
1.19 respectively. A significant difference was
observed among the intellectual level on social
inadequacies (F = 7.93, p <.01).

On tiredness, the mean scores of mild, moderate,
and severe were found to be .48, .53, and .75
respectively. A significant difference was observed
among the intellectual level on tiredness (F = 3.03,
p =.05).

On unusual motor movements, the mean scores
of mild, moderate, and severe were found to be .16,
.31, and .57 respectively. A significant difference
was observed among the intellectual level on unusual
motor movements (F = 8.61, p <.01).

On withdrawn domain, the mean scores of mild,
moderate, and severe were found to be .65, .85, and
1.23 respectively. A significant difference was
observed among the intellectual level on withdrawn
(F=8.39, p<.01).

Discussion

In the present study the most prevalent psychia-
tric comorbidity found was aggression, avoidant
disorder and autism among males. 83 being the cut-
off point for aggressive, 73 for avoidant disorder
and for autism it was 48. The remaining findings of
comorbidities included on basis of cut-off i.e.,
psychosis cut-off was 35, 18 for paranoia, 38 for
depression (behavioural signs), 20 for depression
(physical signs), 31 for dependent personality
disorder among male. The prevalent psychiatric
comorbidities among female were aggressive (76 cut-
off) and avoidant disorder (50 cut-off). Similarly,
the remaining findings of comorbidities among
female included on basis of cut-off i.e., autism was
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found to be 30 cut-off, 26 for psychosis, 17 for
paranoia, 16 for depression (behavioural signs), 22
for depression (physical signs), and 23 in dependent
personality disorder.

The most common finding in this study was
aggression followed by avoidant disorder and autism
among both males and females. However, this
finding is not surprising because other researchers
have also reported aggressive and autistic behaviour
to be more prominent in persons with intellectual
disability.?® In this study, it was also observed that
psychiatric comorbidity was more prevalent in
moderate to severe levels of retardation.

Aggression was more associated with moderate
level of intellectual disability. Autism, psychosis,
depression (behavioural signs), depression (physical
signs) were consistently found in severe level of
intellectual disability. Paranoia and dependent
personality disorders were found in both moderate
and severe intellectually disabled. There were
significant gender differences on anxious,
complaining, confused thinking, delusions,
dependent, drug/alcohol abuse, fearful, inattentive,
object attachment, overactive, sadness, self-injury,
self-stimulatory, sexual problem, social inadequa-
cies, tiredness, withdrawn and unusual motor
movements. The sample of this study did not have a
family history, indicating a lack of genetic loading
for a psychiatric illness and all our samples were
taken from the institute. Though the significant
difference between three levels of intellectual
disabilities was observed on complaining, confused
thinking, dependent, euphoria, hallucinations,
inattentive, non-assertive, overactive, self-
stimulatory behaviour.

In the previous studies, depressive mood, aggre-
ssion, disruptive behaviours, socially inappropriate
behaviours, self-injury, resistive behaviours, temper
tantrums and wandering were reported to be
important predictors of psychiatric comorbidity in
persons with intellectual disability.!* The present
study indicated that aggression, complaining,
confused thinking, dependent, euphoria, hallucina-
tion, non-assertive, overactive, self-stimulatory
behaviour, sexual problem, sleep problem, social
inadequacies, tiredness, withdrawn and unusual
motor movement were found to be associated with
psychiatric comorbidity. Therefore, presence of these
behaviours should be taken as a comprehensive

evaluation to facilitate appropriate psychiatric
interventions. As it has been successfully established
in the recent past that people with intellectual
disability suffer psychiatric disorders, which
significantly differs from normal people. People with
intellectual disability do experience the full spectrum
of psychiatric comorbidities has been reported.?’ In
general, the prevalence of psychopathology in people
with intellectual disability varies from 10% to 80%.
A wide range of psychiatric comorbidity is associated
with intellectual disability.'*!” Drew and Bregman,
et al. reported that people with intellectual disability
with psychiatric comorbid may appear to have
multiple causes including biological vulnerability,
brain abnormalities, traumatic or stressful life
experiences, maladaptive thoughts and behavioural
problems.?

In conclusion, we found the significant gender
differences and psychiatric comorbidity of people
with intellectual disability on levels of intellectual
disability. The results can be used for literature
review, helps policy makers to enrich policies
keeping the comorbidity in view. There is a clear
need for mental health services to have the capacity
to identify and support people with intellectual
disability. The results of this study clearly highlight
the need to address the psychiatric comorbidity of
people with intellectual disability.

Limitations

*  The sample was only collected from Delhi.

» The sample was collected from institute-
setup.

*  Profound intellectually disabled individuals
were not included in the study.

*  The age range below 12 years old were not
included in the study.
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ABSTRACT

Introduction: Life inside an institution can in no way be considered equivalent or even nearer
to the life within the family. The role of parents is irreplaceable for each age group particularly
for children and adolescents. Be it the safety and security of adolescents, financial responsibility
or emotional/social support both parents plays a giant role in nourishing and enhancing the
personality of their children. The loss of either of them or both comes as a hard blow in the life
of a growing adolescent who has innumerable aspirations and dreams from this world. Parental
loss shatters the high ambitions and goals of children/adolescents which makes them hopeless
and pessimistic towards this world of opportunities. However, on gender basis, girls are more
vulnerable when it comes to orphan hood as their safety and security is now at greater risk than
before and financial needs remaining unfulfilled and they get abused on different fronts. The
vulnerability to physical, sexual abuse and mental harassment is bound to happen once they
start living in the institutions, particularly for girls. This study aimed to assess the mental
health of both boy and girl orphans living in the different institutions in Kashmir valley.
Objectives: The main aims of thisstudy were: (1) To assess and compare the mental health of
boys and girls who lost their parents in a conflict situation (2) To assess and compare the
mental health of orphans living in the institutions with those living with other family members.
Method: The sample comprised of 400 orphans out of which 200 were those living in the
institutions (boys: 100, girls: 100) and 200 living with other family members (boys: 100, girls:
100) from the most conflict prone areas of Kashmir valley i. e; Shopian, Pulwama, Anantnag
and Srinagar. Mental Health Inventory (MHI-38) by Veit and Ware was used in this regard.
Results:The findings of this study showed that orphan hood affects the different aspects of
mental health of both genders but girls are more drastically affected than boys living in the
institutions. Conclusion: This study enhances the overview of the readers about the orphan
hood scenario in Kashmir valley and the pressing need for psychologists to intervene in this
regard in enhancing the mental health condition of orphans living in the institutions.

Key words: Gender, Orphans, Institutionalization, Mental Health

Introduction

The state of Jammu and Kashmir, once upon a
time, had the picture of “heaven on earth in the
minds” of the people of this country and abroad.
But vis-a-vis, it turned into a state of disturbance
and conflict in a spell of just three decades. The
eruption of political turmoil led to violent confronta-
tion ultimately ending up with destruction and
increased killings. In its setback, people of almost

all age-groups were severely affected due to an
increase in the day to day atrocities and killings
which resulted into a bumper crop of orphans in the
valley. In fact, children were worst affected since
many of them lost one or both the parents in this
ongoing conflict situation in Kashmir valley. A child
under 18 years of age whose mother, father or both
parents have died of any cause is considered to be
an orphan (UNICEF, 2006). An NGO namely Save
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the Child (2014) estimated 2, 15,000 natural and
conflict-afflicted orphans in Kashmir out of which
15% lived in orphanages. The sample in this study
comprised of 37% conflict-afflicted orphans, 55%
natural orphans and the remaining 8% due to other
reasons.'

The parental support plays a vital role in the
overall growth and development of children. Parent
fostering enhances the communication skills and
coping abilities among children. Different research
findings consider lack of parental support respon-
sible for the stunted growth and development of
children.? However, orphans who lose their parents
in an insurgency or conflict situation seem to undergo
a very pathetic state in their lives.® They suffer from
various types of scarcities and hardships which might
not be suitable for a child. As a result of this, their
emotional and psychological needs aren’t fulfilled
reasonably.* The life of an orphan confined in the
four walls of an orphanage can in no way be labelled
as a happy life given the issues they face therein.’
They experience problems like; Major Depressive
Disorder, Post Traumatic Stress Disorder, Depre-
ssion, Separation Anxiety Disorder, Attention Deficit
Hyperactivity Disorder, Conversion Disorder and
such other types of disorders.®’

Though quite a good number of orphans (boys
& girls) are usually taken care by their relatives,
yet thousands wander in the valley of loneliness at
the mercy of private and government orphanages.

In this regard, a study was propounded in order
to assess the mental health condition of orphan boys
and girls (Institutionalized and Non-Institutiona-
lized) living in the different orphanages of Kashmir
valley.

Mental Health

Mental Health is an important dimension of
health. Mental Health is a broad concept encompass-
ing both social and emotional well-being of an
individual and his entire community. It affects an
individual’s way of thinking, feeling and behaving.
W.H.O. (2004) defines Mental Health as: “a state
of well-being in which an individual realizes his or
her own abilities, can cope with the normal stresses
of life, can work productively and fruitfully and is
able to make contribution to his or her community”.
An individual is considered mentally healthy when
he is able to attain a degree of maturity at the mental

and emotional level which is in accordance with his
chronological age and is associated with his
emotional and social background.?

Definitions of Mental Health

According to Menninger, “Mental health is the
adjustment of human beings to the world and to each
other with maximum effectiveness and happiness....
it is the ability to maintain an even temper, an alert
intelligence, socially considerate behaviour and a
happy disposition™.’

Schneider defined Mental Health as “a psychic
condition which is characterized by mental peace,
harmony and content. It is identified by the absence
of disability and debilitating symptoms, both mental
and somatic in the person”.!°

In Encyclopedia of Britanica, The term “Mental
health” represents a variety of human aspirations;
rehabilitation of the mentally disturbed, prevention
of mental disorder, reduction of tension in conflict
and attainment of a state of well-being in which the
individual functions at a level consistent with his
mental and physical ties.!!

Bhat, Rahman, and Bhat* underwent a study to
ascertain the mental health problems among orphans
residing in the orphanages of Kupwara district in
Kashmir valley. On assessing the mental health
problems according to DSM 1V criteria, it was found
out that a higher percentage of orphans suffered from
Agoraphobia (20%) followed by Social Phobia
(16.25%), Specific Phobia (15%), Major Depressive
disorder (13.75%), Dysthymia (11.25%), Panic
Disorder (10%), Generalized Anxiety Disorder
(8.75%), Separation Anxiety Disorder (7.5%), Post
Traumatic Stress Disorder (6.25%), Suicidality
(6.25%), Attention Deficit Hyperactivity Disorder
(3.75%), Oppositional Defiant Disorder (3.75%),
Substance Dependence (non-alcoholic) (1.25%),
Conduct Disorder (1.25%) and co-morbid psycho-
logical illnesses (23.75%).

Nagashbandi, Sehgal, and Hassan'? examined
a sample comprising of 60% male and 40% female
orphans living in five different orphanages of
Srinagar district of Kashmir valley. A higher percent-
age of female orphans reported increased difficulty
in adjusting with life outside the institutions (52.5%)
than male orphans (21.3%) though both genders
reported difficulty in adjusting outside the four walls
of the institution. Margoob, Rather, Khan, et alé
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found out in their study that out of the total sample
of 40 orphans, 32 met the DSM IV-TR diagnosis of
psychiatric disorders. On analyzing the data, it was
found out that 40.62% of the female orphans suffered
Post Traumatic Stress Disorder (40.62%), Major
Depressive Disorder (25%), Conversion Disorder
(12.5%), Panic Disorder (9.38%), Attention Deficit
Hyperactivity Disorder (6.25%) and Seizure
Disorder (2.5%). However, since the sample was
limited to a single female orphanage, this study was
found less generalizable.

Research Objectives

Below mentioned are the main objectives which

encouraged the researcher to conduct this study:

1. To assess and compare the Mental Health
condition among Institutionalized and Non-
Institutionalized Orphans in Kashmir valley.

2. To analyze the differences, if any, in the
Mental Health condition of orphans, on
Gender basis.

Method
Research Design

Between group research design was used in this
research.

Participants

This study comprised of 400 orphans living in
Kashmir valley selected through purposive sampling
technique. The sample comprised of 200 orphans
living in the institutions (boys and girls) and 200
orphans living with their other family members (boys
and girls). These orphans were selected from the
most conflict prone districts of Kashmir i.e. Shopian,
Pulwama, Anantnag and Srinagar.

Inclusion Criteria

*  Orphans in the age-range of 11-17 years

*  Orphans whose either of the parents (mostly
fathers) died in some conflict situation

* Orphans living in privately managed
orphanages and within families

Exclusion Criteria

*  Orphans below or beyond this age-range
(11-17 years)

*  Orphans whose parents died a natural cause
or were either missing

* Destitutes and Natural orphans living in
Govt. orphanages

Measures

1. Mental Health Inventory MHI-38 (Veit
& Ware, 1983)13
This scale comprises of 38 items rated on a
6-point Likert scale with the exception of
two items i.e. 9 and 28 rated on a S-point
Likert scale. This Inventory comprises of
six sub-scales i.e. Anxiety, Depression, Loss
of Behavioural/Emotional Control, General
Positive Affect, Emotional Ties and Life
satisfaction, two Global Scales i.e. Psycho-
logical Distress and Psychological Well-
being and a Global Mental Health Index.
The reliability coefficient through Crobach’s
alpha coefficient was found .91 which is
considered excellent.'*

Procedure

The present research was difficult in terms of
the availability and access of sample (conflict-
afflicted orphans of Kashmir valley) for the purpose
of data collection. The process began with filing an
R.T.I. in the Social Welfare Departments of
Anantnag, Pulwama, Shopian and Srinagar districts
in order to determine the number of registered
orphanages. However, it was found out that only
two Bal Ashrams existed in each of these districts
which comprised of children who are destitute (poor)
not orphans. Thus, privately recognized orphanages
were approached for the selection of one group of
orphans (Institutionalized Orphans). Purposive
Random Sampling technique was used in selecting
a sample size of 235 orphans among whom only
200 orphans (male-100, female-100) were retained
from the respective districts. The rest 35 subjects
were dropped owing to their faking response style
and unwillingness to answer the questions. On the
other hand, the addresses of orphans living with their
relatives or the child-headed families were confirmed
through the information provided by the Social
Welfare Departments of the respective districts.
Thus, a purposive random sample of 224 Non-
Institutionalized Orphans (male-100, females-100)
was selected among whom 200 were retained
dropping those whose parents died a natural death.
The sample comprised of orphans in the age-range
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of 11-17 years which was the age-range available
in different orphanages of Kashmir valley. The
biggest challenge of this research was the rapport
building with the orphans living in orphanages, since
they were either reluctant or shy in cooperating or
being part of the research. Furthermore, owing to
the frequent shut-downs in the valley, the investigator
had to collect the data at five different occasions
when situation was relatively normal.

Statistical Techniques

The software through which the analysis was
done was: IBM Statistical Package for the Social
Sciences (SPSS-20). The statistical techniques
utilized during the research process were;

*  Normality Checks

» Descriptive Statistics

*  One-way ANOVA followed by Post-Hoc

Analysis

Ethical Considerations

» The participants of the study gave their

informed consent only after debriefing about
the purpose of the study and the possible
benefits in their favour.

» It was ensured that each participant
willingly becomes a part of the present
research. No forced will or unwillingness
was entertained in this regard.

* The participants were fortified that their
responses and personal details will be kept
confidential.

Results and Discussion

Table 1.1: The first step was to check the
normality of the data which is an important
assumption of most of the parametric tests in
statistics. The Skewness and Kurtosis scores of the
overall Mental Health score and its dimensions were
found within the normal range as suggested by
statisticians (Kline, 1998, pp.230-298). Hence, the
data was found valid for further statistical analysis.

Table 1.1. Normality Test findings (Skewness & Kurtosis)

Variables Skewness Kurtosis
Mental Health -.12 -1.59
Anxiety .01 -1.23
Depression -.03 -1.13
Loss of Behavioural/ Emotional Control -.04 -1.33
General Positive Affect -.00 -1.33
Emotional Ties 31 -1.15
Life satisfaction .01 -1.34
Psychological Distress .00 -1.88
Psychological Well-being =23 -1.26

Table 1.2. Mean and Standard Deviation on the Mental Health scale and its Dimensions among
Institutionalized (n,= 200) and Non-Institutionalized Orphans (n,= 200)

Institutionalized Orphans Non-Institutionalized
(n,=200) Orphans(n,= 200)

Variables Mean/SD Mean/SD
Mental Health 81.7 (12.01) 141.40 (8.07)
Anxiety 44.78 (3.91) 31.11 (3.79)
Depression 18.66 (2.31) 10.75 (2.37)
Loss of Behavioural/Emotional Control 40.43 (4.00) 24.90 (4.35)
General Positive Affect 15.65 (3.83) 30.54 (3.82)
Emotional Ties 2.46 (.49) 4.88 (.82)

Life Satisfaction 1.47 (.50) 3.45 (49)
Psychological Distress 118.34 (5.59) 57.51 (5.58)
Psychological Well-being 27.81 (6.77) 48.49 (4.53)
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Table 1.3. Mean and SD on the Mental Health Scale and its Dimensions among Boy & Girl
Orphans both Institutionalized and Non-Institutionalized

Boys Inst. Girls Inst. Boys Non Inst. Girls Non Inst.

(n=100) (n=100) (n=100) (n=100)
Variables Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Self-esteem 11.51 (2.64) 8.22 (2.12) 18.47 (2.11) 16.78 (1.36)
Mental Health 91.15 (7.22) 72.25 (7.59) 148.07 (3.69) 134.73 (5.23)
Anxiety 41.26 (1.78) 48.31 (1.58) 27.67 (1.67) 34.55 (1.51)
Depression 16.61 (1.08) 20.71 (1.05) 8.65 (1.35) 12.86 (.77)
LOB 36.74 (1.66) 44.13 (1.36) 20.98 (1.38) 28.83 (2.26)
Gen. Positive Affect 19.20 (1.44) 12.11 (1.46) 34.03 (1.41) 27.05 (1.65)
Emotional Ties 2.78 (41) 2.14 (.34) 5.55 (.53) 4.21 (.40)
Life Satisfaction 1.80 (.40) 1.14 (.34) 3.79 (40) 3.12 (32)
Psycho Distress 113.35 (2.14) 123.34 (2.81) 52.43 (2.37) 62.60 (2.21)
Psycho Well-being 34.33 (1.89) 21.29 (1.65) 52.66 (1.85) 44.32 (1.68)

LOB- Loss of Behavioural/Emotional Control, Psycho- Psychological

Table 1.2 and Table 1.3: From Table 1.2, it can
be observed that orphans living with other family
members scored higher on Mental health scale and
its positive dimensions (General Positive Affect,
Emotional Ties, Life Satisfaction, and Psychological
Well-being) than Orphans living in the institutions.
However, on the negative dimensions of Mental
Health scale (Anxiety, Depression, Loss of Beha-
vioural/ Emotional Control, & Psychological
Distress) orphans living in the institutions scored
higher than Orphans living with other family
members. Moreover, on gender basis, Orphan Boys
living in the institutions scored higher on overall
Mental Health and its positive dimensions (General
Positive Affect, Emotional Ties, Life Satisfaction,
and Psychological Well-being) as compared to the
other three categories of orphans. On the other hand,
on the negative dimensions of Mental Health scale
(Anxiety, Depression, Loss of Behavioural/
Emotional Control, Psychological Distress) Girl
Orphans living in the institutions reported higher
scores than the other groups of orphans. On the
whole, all the four groups of orphans reported poor
mental health.

Effect size

Eta Squared (n?) is one of the suitable measures
of effect size in case of one-way ANOVA method.
The Table below shows descriptors for magnitude
of n? as suggested by Cohen (1988). The formula
used to calculate effect size (Eta Squared, n?) is
shown below:

Table 1.4, 1.5 and Table 1.6: In order to compare
the effect of Institutionalization and type of gender
on the Mental Health of four groups of orphans;
Institutionalized Boys, Institutionalized Girls, Non-
Institutionalized Boys and Non-Institutionalized
Girls, one way ANOVA was used. The results
depicted that a significant difference exists between
these four groups on their overall mental health [F
(3,396) = 3386.38, p < .001]. On assessing the
magnitude of this difference, the effect was found
very large [Eta Squared (-?) =.962]. After finding a
significant difference between the four groups of
orphans on mental health, Post Hoc Tukey’s test was
applied to identify where the difference existed. The
findings suggested that Institutionalization was an
important factor affecting the mental health of these
orphans. Moreover, when orphans were compared
on their mental health on the basis of gender, a
significant difference was found. The mean
difference was significant in case of all the four
groups of orphans, however this difference was
higher when comparison was made on the basis of
Institutionalization (MD = 56.92, 62.48) than when
orphan groups were compared on gender basis
(MD=18.90, 13,34). This implies that institutiona-
lization has a stronger effect on the mental health of
orphans as compared to gender difference. Further-
more, on observing the descriptive table (Table 1.3),
it can be found out that Orphan Girls living in the
institutions (M=72.25) showed the poorest mental
health among all the four groups of orphans. The
mental health of Non-Institutionalized Orphan Boys
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nz = SSBetween
SSTatal
Table 1.4: Levels of Effect Size as per Cohen
(1988)'5
Effect Size Eta Squared (N%)
Small 0.02
Medium 0.13
Large 0.26

(Anxiety, Depression, Loss of Behavioural/
Emotional Control, General Positive Affect,
Emotional Ties and Life satisfaction) and two Global
Scales (Psychological Distress and Psychological
Well-being). Using one way ANOVA test, all the
four groups of orphans were compared to see
whether Orphan hood, Institutionalization and type
of gender had a significant effect on all these
dimensions of Mental Health. On the first dimension

Table 1.5. One-way ANOVA results and effect size (n2) among Institutionalized and
Non-Institutionalized Orphans (Boys & Girls) on Mental Health and its dimensions

Variables Sum of Squares df Mean Square F n?
Mental Health Between Groups 383167.28 3 127722.42 3386.38" .962
Within Groups 14935.72 396 37.71
Total 398103.00 399
Anxiety Between Groups 23552.40 3 7850.80 2906.91" 956
Within Groups 1069.49 396 2.70
Total 24621.89 399
Depression Between Groups 7975.60 3 2658.53 2253.52" .944
Within Groups 467.17 396 1.18
Total 8442.77 399
Loss of Behavioural/
Emotional Control ~ Between Groups 29929.82 3 9976.60 3415.76" .962
Within Groups 1156.62 396 2.92
Total 31086.44 399
General Positive Between Groups 27105.74 3 9035.24 4013.63" .968
Affect Within Groups 891.45 396 2.25
Total 27997.19 399
Emotional Ties Between Groups 695.90 3 231.96 1232.34" 903
Within Groups 74.54 396 .18
Total 770.44 399
Life Satisfaction Between Groups 438.24 3 146.08 1048.17* .888
Within Groups 55.19 396 .13
Total 493.43 399
Psychological Between Groups 380190.34 3 126730.11 21994.62° .994
Distress Within Groups 2281.70 396 5.76
Total 382472.04 399
Psychological Between Groups 54746.10 3 18248.70 5786.28" 977
Well-being Within Groups 1248.90 396 3.15
Total 55995.00 399

Note. "p <.001

and Girls (M=148.07, 134.73) was better than
Institutionalized Orphan Boys and Girls. In one of
the previous research studies it has been found out
that owing to the parental deprivation, orphans
experience a lot of psychiatric disorders like; Separa-
tion Anxiety Disorder, Depression, Obsessive-
Compulsive Disorder, Panic Disorder and Post
Traumatic Stress Disorder.”

The Mental Health Scale (MHI-38) utilized in
the current study comprises of six sub-dimensions

i.e. Anxiety, it was found out that Institutionalized
Boys Girls and Non-Institutionalized Boys Girls
showed a significant difference [F (3,396) =2906.91,
p < .001]. The effect size of this difference was
found very large [Eta Squared (n?) = .956]. After
Post Hoc Tukey’s Test, the findings revealed all the
four groups of orphans showed a significant mean
difference on anxiety when compared with each other
and this difference was significant at .05 level.
Furthermore, from the descriptive table (Table 1.3)
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Table 1.6. Post Hoc Analysis (Tukey’s Test) comparing means of Institutionalized and Non-
Institutionalized Orphans (Boys & Girls) on Mental Health and its dimensions

Variables I Group J Group MD (I-J) SEM
Mental Health Inst. Boys Inst. Girls 18.90™

Inst. Boys N. Inst Boys 56.92™

Inst. Girls N. Inst. Girls 62.48™

N. Inst Boys N. Inst. Girls 13.34™ .868
Anxiety Inst. Boys Inst. Girls 7.05™

Inst. Boys N. Inst Boys 13.59™

Inst. Girls N. Inst. Girls 13.76™

N. Inst Boys N. Inst. Girls 6.88"" 232
Depression Inst. Boys Inst. Girls 410"

Inst. Boys N. Inst Boys 7.96™

Inst. Girls N. Inst. Girls 7.85™

N. Inst Boys N. Inst. Girls 4217 153
Loss of Behavioural/ Emotional Control Inst. Boys Inst. Girls 7.39™

Inst. Boys N. Inst Boys 15.76™

Inst. Girls N. Inst. Girls 15.30™

N. Inst Boys N. Inst. Girls 7.85" 241
General positive Affect Inst. Boys Inst. Girls 7.09™

Inst. Boys N. Inst Boys 14.83™

Inst. Girls N. Inst. Girls 14.94™

N. Inst Boys N. Inst. Girls 6.98" 212
Emotional Ties Inst. Boys Inst. Girls .64
Inst. Boyslnst. Girls N. Inst Boys N. Inst. Girls 2797 2.07"

N. Inst Boys N. Inst. Girls 1.34™ .061
Life Satisfaction Inst. Boys Inst. Girls .66

Inst. Boys N. Inst Boys 1.99"

Inst. Girls N. Inst. Girls 1.98™

N. Inst Boys N. Inst. Girls 67" .052
Psychological Distress Inst. Boys Inst. Girls 9.99"

Inst. Boys N. Inst Boys 60.92™

Inst. Girls N. Inst. Girls 60.74™

N. Inst Boys N. Inst. Girls 10.17" .339
Psychological Well-being Inst. Boys Inst. Girls 13.04™

Inst. Boys N. Inst Boys 18.33"

Inst. Girls N. Inst. Girls 23.03"

N. Inst Boys N. Inst. Girls 8.34™ 251

**The mean difference is significant at 0.05 level.

it can be observed that orphan girls (M=48.31)
residing in orphanages experience increased levels
of anxiety followed by Institutionalized Boys (M=
41.26). In case of orphans living with other family
members, it was found out that orphan girls (M=
34.55) showed higher anxiety levels than orphan
boys (M=27.67). In the current study, it was
observed that girl orphans (Institutionalized & Non-
Institutionalized) have higher anxiety levels than boy
orphans (Institutionalized and Non-Institu-
tionalized). Although, in comparison to Institu-
tionalized orphans (Boys and Girls), Non-
Institutionalized orphans (Boys and Girls) showed
lower levels of anxiety. The previous researches

revealed that the most common anxiety disorder
which orphans in Kashmir suffer from is; The
Separation Anxiety Disorder.* Another study
conducted in Baghdad revealed that orphans residing
in the different orphanages of Baghdad city
experienced Mild, Moderate and Severe levels of
Anxiety disorder. In the light of the above finding, it
can be stated that parental deprivation plays an
important role in aggravating the level of anxiety
among orphans. Furthermore, the type of environ-
ment prevalent in orphanages adds and worsens the
mental health of inmates. Most of the orphans losing
their parents in a conflict are more prone to severe
mental health issues. Also, different studies have
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reported girls are more anxious than boys'¢.

The second dimension of Mental Health scale
is Depression. This is the most common mental
disorder experienced by adolescents.!” In the present
study, four groups of orphans (Institutionalized
Boys, Institutionalized Girls, Non-Institutionalized
Boys and Non-Institutionalized Girls) were
compared on this dimension of mental health i.e.
Depression, using one way ANOVA technique. The
difference was found significant [F (3, 396) =
2253.52, p < .001] between the four groups of
orphans. Furthermore, the magnitude of this
difference was found very large [Eta Squared (n?) =
.944]. The post hoc Tukey’s test revealed that this
difference was higher when comparison was made
on the basis of Institutionalization (MD=7.96, 7.85)
than on gender basis (MD=4.10, 4.21), both
significant at .05 level. From the descriptive table
(Table 3.3), it can be observed that orphan girls
residing in orphanages (M=20.71) were more
depressed than boys (M=16.61). Among those
orphans living with other family members at home,
girl orphans (M=12.86) experienced more depression
than boys (M=8.65). And comparatively orphans at
home experienced lesser depression than orphans
living in orphanages. Kazim and Mohammad'3
conducted a study on the orphans of Baghdad city.
The results found out that out of a sample of 50
orphans, 48% suffered from Mild Depression.
However, no gender impact was found on the level
of depression among these orphans.

The inability of an individual to control ones
emotions/behaviour i.e. Loss of Behavioural/
Emotional Control, is the next dimension of this
scale. The orphan groups were compared on this
dimension using one way ANOVA and the difference
was found significant [F (3,396) = 3415.76, p <
.001]. The effect size was found very large [Eta
Squared (n?) = .962]. After Post Hoc Tukey’s test,
it was found out that the mean difference on this
dimension was higher when orphan groups were
compared on the basis of Institutionalization (MD=
15.76, 15.30) than on gender basis (MD= 7.39,
7.85), both significant at .05 level. Furthermore,
from the descriptive table (Table 3.3) it can be
observed that Loss of Behavioural/Emotional control
was highest among Girls Institutionalized (M=
44.13) followed by Institutionalized boys (M=
36.74), Girls Non-Institutionalized (M=28.83) and

Boys Non-Institutionalized (M=20.98). Thus,
orphan boys and girls living in orphanages were
unable to control their emotions and behaviour as
compared to the boys and girls living with other
family. In one of the previous researches, it was
found out that of a sample of 60% male and 40%
female orphans, female orphans were found
emotionally weaker (72.5%), reporting disturbances
in sleep (72.5%) and experienced shivering on
hearing loud voices as compared to the male orphans
(45.7%., 47.7%, 47.7%)."> On the basis of the finding
of the current study and the supported findings, it
can be stated that proper training of the caregivers
in these orphanages is very important in order to
deal with the emotional and behavioural instabilities
among orphans residing in orphanages. The role of
parents and family life is significant in enriching
the emotional health of a child. Since, these children
lack such kind of family support; they are predis-
posed to different types of disorders, behavioural as
well as emotional. The orphans under residential care
have been found suffering from different kinds of
emotional and behavioural problems.!

The other three sub-scales of the Mental Health
scale are; General Positive Affect, Emotional Ties
and Life satisfaction. One way ANOVA showed a
significant difference between the four groups of
orphans on the dimension i.e. General positive Affect
[F (3, 396) = 4013.63, p < .001]. The effect size
was found very large [Eta Squared (n?) = .968].
From the post hoc Tukey’s test results, it was
observed that the mean difference was highest when
orphan groups were compared on the basis of
Institutionalization (MD=14.83, 14.94) as compared
to the comparison made on the basis of the gender
of orphans (MD=7.09, 6.98). From the descriptive
table, it can be observed that Boys Non-
Institutionalized (M=34.03) reported higher General
positive Affect when compared to Girls Non-
Institutionalized (M=27.05). Similarly, Boys
Institutionalized (M=19.20) reported somewhat
higher General Positive Affect as compared to Girls
Institutionalized (M=12.11). On the whole, Boys
were better off than girl orphans on General Positive
Affect dimension while, Non-Institutionalized
Orphan Boys and Girls depicted more positive
emotions as compared to Institutionalized Orphan
Boys and Girls. The next dimension of this scale is
Emotional Ties on which a significant difference [F

Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society 57



DELHI PSYCHIATRY JOURNAL Vol. 26 No. 1

APRIL 2023

(3,396) = 1232.34] was found on applying one way
ANOVA and the effect size was found very large
[Eta Squared (m?) =.903]. The findings on post hoc
Tukey’s Test depicted that family ties with other
family members in case of Non-institutionalized
orphan boys and girls (M=5.55, 4.21) was better
since they lived at homes with the different family
members surrounding them. However, Institutiona-
lized Orphan Boys and Girls (M=2.78, 2.14) residing
in the institutions are completely devoid of the family
love and care which might have resulted in their low
rating on this dimension. The final sub-dimension
of this scale is Life satisfaction. A significant
difference was found between the four groups of
orphans on this dimension [F (3,396) = 1048.17, p
< .001] with a very large effect size [Eta Squared
(n?) = .888]. Post hoc Tukey’s test revealed that
overall the mean difference of all the four groups
was low when compared to each other. However,
from the descriptive table (Table 3.3), it can be
observed that the life satisfaction of orphan boys
and girls (M=3.79, 3.12) living in families was
somewhat better than those orphan boys and girls
living in orphanages (M=1.80, 1.14). The
Attachment Theory propounded by Bowlby (1958)
reveals that the need for a few warm, caring , socially
and emotionally responsive adults during the early
years of a child’s life are significant for the later
socio-emotional development and long-term mental
health of children.? Since, orphans particularly those
residing in orphanages lack such type of socio-
emotional support, they become vulnerable to mental
health disorders with delayed socio-emotional
development.?!

The Mental Health Scale (MHI-38) further
comprises of two Global Scales i.e. Psychological
Distress and Psychological Well-being. On
comparing the four groups of orphans on these scales
using one way ANOVA test, a significant difference
was found both on Psychological Distress [F (3,396)
=21994.62, p <.001] and Psychological Well-being
[F (3,396) =5786.28, p <.001] scale. The magnitude
of this difference was found very large on both the
scales [Eta Squared (n?) =.99, .97]. After applying
the post hoc Tukey’s test it was found out that the
mean difference was highest on Psychological
distress scale when Institutionalized Boys were
compared with Non-Institutionalized Boys (MD=
60.92) and Institutionalized Girls with Non-

Institutionalized Girls (MD= 60.74). However, when
the comparison was made on gender basis,
comparing Institutionalized Boys with
Institutionalized Girls (MD= 9.99) and Non-
Institutionalized Boys with Non-Institutionalized
Girls (MD=10.17) the mean difference was found
comparatively low. However, on the scale of
Psychological Well-being, mean difference was
highest when Institutionalized Girls were compared
with Non-Institutionalized Girls (MD=23.03) and
lowest when Non-Institutionalized Boys were
compared with Non-Institutionalized Girls (MD=
8.34), though both differences were significant at
.05 level. Thus, Institutionalization came out as a
major factor affecting the overall mental health of
orphans apart from gender.

Conclusion

In the end, it can be concluded that the overall
mental health of the four groups of orphans was
found poor. However, orphans residing in the
different orphanages of Kashmir were found
suffering from a lot of mental health disorders. As
per the norms of the Mental Health Scale (MHI-38)
and the scores obtained in the current study, it can
be deduced that on the positive dimensions of this
scale i.e. General positive Affect, Emotional Ties,
Life Satisfaction and Psychological Well-being,
Non-Institutionalized Orphan Boys scored better
than other groups of orphans and Institutionalized
Girls scored poorer when compared to other groups
of orphans on the same dimensions. However, on
the negative dimensions of the scale i.e. Anxiety,
Depression, Loss of Behavioural/ Emotional Control
and Psychological Distress, girls living in orpha-
nages scored higher while Non-institutionalized
Orphan Boys scored low on all these negative
dimensions.
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ABSTRACT

Introduction: ADHD is one of the most prevalent disorders among children in the current
times. Practitioners use different methods to treat the same. Computer training programs are
one such method which are gaining popularity day by day. The current research aims to test the
efficacy of Captain'’s Log training program. Method: The sample consisted of 47 children
diagnosed with ADHD who underwent a 20-hour training program using Captain’s log. To
cross validate the findings, their parents were also asked to respond to strength and difficulty
questionnaire and executive functioning questionnaire. Results: Pre and post captain’s log
assessment result signifies the efficacy of computerised training program in the treatment of
ADHD. However, ratings from the parents questioned the efficacy of the current results.
Conclusion: The current study aimed to examine the efficacy of Captain’s Log, a cognitive
training program for children with ADHD. The results provided significant findings, however,
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there are some limitations worth noting.

Keywords: ADHD, Captains Log, Cognitive training program, Efficacy, Treatment.

Introduction

There is substantial evidence that Attention
deficit hyperactivity disorder (ADHD) with a
prevalence rate of approximately 7% is one amongst
other common disorders in the current times.'
Inattention and/or impulsivity hyperactivity are key
characteristics of this neurobiological disorder,
which has an onset in childhood and could further
progress to later life as an adolescent and adult,? if
not diagnosed and treated on time. These marked
symptoms could easily hamper development in terms
of education,® emotionality,* social skills, self-
esteem,’ and etc. ADHD is significantly associated
with poor health and wellbeing of patients and as
well as their caregivers which include their parents
and siblings,® indicating high psychosocial burden,’
making treatment imperative. Researchers signifi-
cantly highlight the role of impairment in executive
functioning of individuals with ADHD .#!°

Executive functioning refers to the higher order

functioning or top-down cognitive processes through
which an individual learns, adapts and successfully
overcomes everyday challenges.® Impairment in such
can lead an individual suffer in overcoming demands
of everyday life such as attention, critical thinking,
and planning.!! Broadly, executive functions can be
easily categorized into three: Inhibition and Inter-
ference control, Working memory, and Cognitive
flexibility (Diamond, 2013).'> However, researchers,
such as Dawson and Guare have emphasized
studying them as 12 related yet different skills for a
greater understanding and they are Response
inhibition, Working memory, Emotional control,
Sustained attention, Task initiation, Planning/
prioritization, Organization, Time management,
Goal directed persistence, Flexibility, Metacognition,
and Stress tolerance.'* Further, ADHD is signifi-
cantly associated with difficulties in social life.”
Adults with ADHD are more likely, to behave as
antisocial, prone to alcohol or drug abuse and would
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have poor occupational functioning.'* ADHD was
found to be comorbid with anxiety, affective and
conduct disorders.” Hay and colleagues found ADHD
to be negativelyassociated with prosocial behavior.!
ADHD was also found to be significantly associated
with emotional problems.'® As a child, one is
expected to perform in academics, however, with
ADHD, the task seems to be difficult, aggravating
the issues further. Barkley summarized that, children
with ADHD have high chance of learning disability
affecting their academic performance.!” In a country
like India, usually, lower grade dents parental
expectations which further leads to many other
psychological issues for both child and as well as
for their family.

Currently, pharmaceutical and psychological
treatment is usually recommended for the individuals
diagnosed with ADHD. Pharmaceutical treatment
involves usage of psychostimulants or non-psycho-
stimulants, which are usually the first line treat-
ment.'®* However, due to issues like cost, long term
benefits, adverse effect and most importantly the
negative attitude have forced practitioners to look
for alternatives.'® Psychological treatments which
involve social learning and behavior modification
have been found to improve social skills and conduct
issues. However, when it comes to transfer the learn-
ing to a different setting other than the intervention,
it fails to gather large empirical evidence. Cognitive
training on the other hand aims to target the core of
ADHD and not just symptoms, which leads to
“greater effect generalizations and transfers”.!®

Cognitive trainings aim to improve cognitive
functioning with practice and/or intentional instruc-
tions.! Two types of cognitive trainings have been
identified: Process based, and Strategy based.'® First,
works on implicit task instructions while the latter
focuses on explicit task instructions. Although, both
approaches seem to have different methodologies,
they have a common ground in neural plasticity and
re-alignment of brain structure with its different
functions in response to environmental demands
which improves learning and cognition.?* Cognitive
trainings have been found efficacious in decreasing
activation, increasing activation, activation redistri-
bution, and re-organizing of networks.'® There are
many cognitive training programs such as Aixtent,
Cogmed, Cogniplus and Captain’s Log to name a
few. They tend to focus on different abilities, for

example, Aixtent focuses on Attention, Captain’s
Log works on Attention, Working memory, Visuo-
motor function, and Problem solving.'® Because
different programs have different games which works
on different abilities/skills, a decision support system
is required.?! A fully trained practitioner can decide
which software and game to use after a proper
diagnosis.

Despite its usefulness, not many practitioners
have used Captain’s log, raising a question on
validity of the computer program. Kotwal and
colleagues found evidence in support of Captain’s
Log program.? Rabinerand colleagues found
attention of the children improved after cognitive
training.?®* Captain’s Log was also found to be
effective in treating ADHD.?* More recently,
Yazdanbakhshand colleagues found improved
behavioural symptoms in individuals with ADHD
after 12 sessions of Captain’s Log.! However, results
were never cross validated by using others measures.
Therefore, the current study extends the current
literature by exploring the efficacy and validity of
Captain’s Log program. Moreover, to the best of
our knowledge, no Indian studies have reported the
efficacy of Captain’s Log program.

Method

Ethical clearance was taken from Institutional
Ethical Committee. Twenty-hour training was given
on Captain’s Log software to children diagnosed with
ADHD by a practising child psychiatrist in Delhi,
India. The subjects were assessed by the software
before and after the training. Simultaneously, they
were also assessed by the questionnaires filled by
their parent.

Sample: A total of 47 individuals took part in
the study. All the participants were briefed about
the study and a prior written consent was taken from
the parents of the child. There were 36 males and 11
females. The mean age of the participants was found
to be 11.07 years. The age range was found to be 6
to 16 years. All the participants were not on any
medication and no other comorbidity was found.

Measures

Computerised cognitive training software
Captain’s Log: To see the efficacy, the program
itself assesses the user before the training and after
the training. Nine domains are assessed namely;
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Visual scanning identification, Auditory pattern
recognition, Numeric perceptual recall, Visual
memory identification, Sequential memory patterns,
Working memory capacity, Auditory sequential
memory, Selective comparison reasoning and
Conceptual sequential patterns.

The Strengths and Difficulties Questionnaire
(SDQ):?* A 25-items questionnaire which assesses
five dimensions namely, Emotional problems,
Conduct problems, Hyperactivity problems, Peer
problems, and Prosocial behaviour. A total impact
score is also calculated by summing up the dimen-
sions. The questionnaire is to be filled by parent and
captures responses on a 3-point Likert scale where
in 0 meant “Not true” and 2 meant Certainly true.
The scale demonstrated a good reliability and validity
and have been used widely including India.?

Executive skills Questionnaire (ESQ):"3 A 36-
items questionnaire commonly used to assess 12
dimensions of executive functioning namely,
Response Inhibition, Emotional Control, Sustained
Attention, Organization, Flexibility, Goal-Directed
Persistence, Working Memory, Task Initiation,
Planning/Prioritization, Time Management, Meta-
cognition and Stress Tolerance. This questionnaire
was also filled by the respective parent of the child.
The responses were captured on a 7-point Likert
scale wherein 1 was given to “Strongly disagree”
while 7 meant “Strongly agree”.

Results

The results are shown in Table No 1. It can be
clearly seen that there is a significant difference on
all dimensions of Captain’s Log assessment. On
average, subjects scored better after 20 hours of
training on Captain’s log software. A significant

difference (t = 6.98, p <.01) was observed from pre
training (M = 70.77, SD = 19.01) to post training
(M = 83.72, SD = 13.29) on Visual scanning
identification. The mean values of pre training and
post training on Selective comparison reasoning was
found to be 59.66 and 72.77 with 17.22 and 14.92
standard deviations respectively. A significant
difference (t = 6.66, p < .01) was also found on the
same. On Auditory pattern recognition a significant
difference (t =3.33, p <.01) was observed from pre
training (M = 74.47, SD = 17.36) to post training
(M =80.17, SD=15.47). A significant difference (t
=6.21, p<.01) was observed from pre training (M
=41.60, SD = 21.84) to post training (M = 60.06,
SD = 21.08) on Conceptual sequential pattern. On
Numeric Perceptual Recall a significant difference
(t=5.17, p <.01) was observed from pre training
(M = 70.79, SD = 15.54) to post training (M =
78.79, SD = 12.51). A significant difference (t =
4.40, p <.01) was observed from pre training (M =
62.91, SD = 16.99) to post training (M = 74.02, Sd
= 18.07) on Visual memory identification. On
Sequential memory pattern a significant difference
(t=4.86, p <.01) was observed from pre training
(M = 52.53, SD = 22.40) to post training (M =
67.98, SD = 20.18). A significant difference (t =
4.86, p <.01) was observed from pre training (M =
65.26, SD =26.98) to post training (M = 83.06, Sd
= 14.88) on Working Memory Capacity. On
Auditory Sequential Memory, a significant difference
(t=6.12, p <.01) was observed from pre training
(M = 39.23, SD = 28.91) to post training (M =
59.72, SD = 27.99). The effect size of all the
differences were found to be large. A graphical
representation of the mean differences can be seen
in Figure No. 1.
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Fig. 1: Graphical representation of Pre and Post CL Assessment.
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Table 1: Showing difference between pre and post test on variable.
SKILLS PRE-TEST POST-TEST
M SD M SD T P d

CL Visual Scanning Identification 70.77 19.01 83.72 1329  6.98 .01 1
Selective Comparison Reasoning 59.66 17.22 72.77 1492  6.66 .01 .97
Auditory Pattern Recognition 74.47 17.36 80.17 1547  3.33 .01 .49
Conceptual Sequential Pattern 41.60 21.84 60.06 21.08 6.21 .01 .90
Numeric PerceptualRecall 70.79 15.54 78.79 12.51 5.17 .01 75
Visual Memory Identification 62.91 16.99 74.02 18.07 4.40 .01 .64
Sequential Memory Pattern 52.53 22.40 67.98 20.18 4.86 .01 71
Working Memory Capacity 65.26 26.98 83.06 14.88  4.86 .01 71
Auditory Sequential Memory 39.23 28.91 59.72 2799 6.12 .01 .89

ESQ Response Inhibition 10.34 4.28 11.40 3.79 1.81 .08 26
Working Memory 11.74 4.77 13.11 3.97 2.03 .05 .30
Emotional Control 11.02 7.53 10.43 3.32 57 .57 .08
Task Initiation 9.77 4.12 10.70 3.73 1.73 .09 25
Sustained Attention 7.74 3.80 9.89 4.06 4.82 .01 .70
Planning 8.72 421 9.81 4.05 1.82 .08 27
Organization 9.09 5.32 10.06 4.76 1.85 .07 27
Time Management 10.04 4.34 11.30 451 3.34 .01 .49
Flexibility 10.43 474 12.36 4.68 4.06 .01 .59
Metacognition 9.26 4.55 10.66 4.15 2.85 .01 42
Goal-directed Persistence 9.94 4.72 10.68 441 1.80 .08 .26
Stress Tolerance 11.23 5.47 12.26 4.78 1.68 .10 25

SDQ Emotional 3.51 2.14 3.09 2.16 1.07 .29 .16
Conduct 3.34 1.93 3.28 2.04 23 .82 .03
Hyperactivity 6.96 1.90 5.85 2.22 3.48 .01 51
Peer Problems 4.26 2.02 3.40 1.88 2.87 .01 42
Prosocial Behaviour 6.23 2.46 7.02 2.18 2.33 .02 .34
Impact Score 2.94 2.19 2.02 2.08 2.35 .02 .34

On parental measure of executive skills, a mixed
result was observed. On Response inhibition, no
significant difference (t=1.81, p=.08) was observed
from pre training (M = 10.34, SD = 4.28) to post
training (M = 11.40, SD = 3.79). A significant
difference (t =2.03, p=.05) was observed from pre
training (M = 11.74, SD =4.77) to post training (M
=13.11, SD =3.97) on Working Memory Capacity.
On Emotional control, no significant difference (t =
.57, p=.57) was observed from pre training (M =
11.02, SD = 7.53) to post training (M = 10.43, SD
= 3.32). No significant difference (t=1.73, p =.09)
was observed from pre training (M = 9.77, SD =
4.12) to post training (M = 10.70, SD = 3.73) on
Task initiation. On Sustained attention, a significant
difference (t =4.82, p <.01) was observed from pre
training (M = 7.74, SD = 3.80) to post training (M
=9.89, SD = 4.06). No significant difference (t =
1.82, p =.08) was observed from pre training (M =
8.72, SD = 4.21) to post training (M = 9.81, SD =
4.05) on Planning dimension. On Organization

dimension, no significant difference (t = 1.85, p =
.07) was observed from pre training (M = 9.09, SD
=5.32) to post training (M = 10.06 SD = 4.76). A
significant difference (t = 3.34, p <.01) was observed
from pre training (M = 10.04, SD = 4.34) to post
training (M = 11.30, SD = 4.51) on Time
management. On Flexibility, a significant difference
(t=4.06, p <.01) was observed from pre training
(M =10.34, SD =4.74) to post training (M = 12.36,
SD = 4.68). Similarly, on Metacognition, a
significant difference (t=2.85, p <.01) was observed
from pre training (M = 9.26, SD = 4.55) to post
training (M = 10.66, SD = 4.15). No significant
difference (t =1.80, p=.08) was observed from pre
training (M = 9.94, SD = 4.72) to post training (M
=10.68, SD = 4.41) on Goal directed persistence.
Similarly, no significant difference (t = 1.68, p =
.10) was observed from pre training (M = 11.23,
SD =5.47) to post training (M = 12.26, SD =4.78)
on Stress tolerance. As far as the effect sizes are
concerned, large effect sizes were observed on
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Sustained attention, Time management, and
Flexibility. However, a medium to large effect sizes
were observed on Working memory, while on others,
small to medium effect sizes were observed. A
graphical representation of the same is shown in
Figure No. 2.

As far as dimensions of strength and difficulties
questionnaire is concerned, a mixed result was found.
On emotional dimension, no significant difference
(t=1.07, p=.29) was observed from pre training
(M =3.51, SD = 2.14) to post training (M = 3.09,
SD = 2.16). Similarly, no significant difference (t =
.23, p = .82) was observed from pre training (M =
3.34, SD = 1.93) to post training (M = 3.28, SD =
2.04) on conduct dimension. On Hyperactivity, a
significant difference (t = 3.48, p <.01) was observed
from pre training (M = 6.96, SD = 1.92) to post

training (M = 5.85, SD = 2.22). Similarly, a
significant difference (t=2.87, p <.01) was observed
from pre training (M = 4.26, SD = 2.02) to post
training (M = 3.40, SD = 1.88) on peer problems.
On Prosocial behavior, a significant difference (t =
2.33, p <.05) was observed from pre training (M =
6.23, Sd = 2.46) to post training (M = 7.02, SD =
2.18). Overall, a significant difference (t = 2.35, p
< .05) was observed from pre training (M = 2.94,
SD = 2.19) to post training (M = 2.02, SD = 2.08)
on peer problems. A large effect size was observed
on hyperactivity whereas, medium to high effect sizes
were observed on Peer problems, prosocial behavior
and total impact score. On emotional and conduct
dimensions, low effect sizes were observed. A
graphical representation of the same is shown in
Figure 3.
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Fig. 2: Graphical representation of ESQ.
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Fig. 3: Graphical representation of SDQ.
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Discussion

The current research aimed to study the efficacy
of a cognitive training program called Captain’s Log.
A 20-hour training was given to all the participants.
The study is first of its kind as it also takes parent’s
perspective into account (ESQ and SDQ). The
results showed that participants at an average
improved on all domains of Captain’s Log assess-
ment. The results are in line with previous researches
mentioned in the introduction. Further, 20-hour
training program was found to have a significant
effect on few domains of executive functioning and
as well as on strengths and difficulties, which
signifies partial transfer of learning, as ESQ and
SDQ was reported by the parents. The program was
not found to leave a significant impact on emotional
and conduct domains of SDQ which largely can be
attributed to Captain’s Log program, as it doesn’t
claim to work on limbic system. However, a
significant change was noted in pro-social behaviour
and peer-problems, which can be attributed to
decrease in impulsivity by increase in visual
scanning. Results also signifies that no significant
improvement was observed in Response inhibition,
Emotional control, Task initiation, Planning,
Organization, Goal directed persistence and stress
tolerance domains of Executive skills questionnaire.
The probable reason could be that 20-hour training
program was not sufficient for the participants. The
results also indicate partial transfer of learning as it
was identified by other researchers?**’ and more
researches are required.” It can be concluded from
the results that Captain’s log program was partially
efficacious in terms of transfer of learning.

Limitations and future directions

The current study aimed to examine the efficacy
of Captain’s Log, a cognitive training program for
children with ADHD. The results provided
significant findings, however, there are some
limitations worth noting. The age of the participants
varies from 6 to 16. Results from a homogeneous
sample would have more inferencing power. Males
outnumber females by a large margin. An equal
number of representations from both the sex could
provide more generalizable results. Future
researchers can also plan a clinical randomised trial
wherein all the three modes of treatments
(Medication, psychotherapy and cognitive training)

could be compared. Ratings from teachers and
counsellors should also be taken which would
establish the validity of the results.
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ABSTRACT

Introduction: The spread of COVID-19 across the globe was not less than a blitzkrieg. Ongoing
pandemic posed an uncanny challenge to health care professionals, as there was no pre-existing
treatment protocol and vaccine available. This led to higher stress levels and psychological
distress amongst health care workers (HCWs). Methodology: A Cross-sectional questionnaire-
based observational study was conducted involving 210 medical and para-medical staff who

rendered COVID-19 duties, at a level-3 COVID-19 Care Centre, to assess their anxiety,

depression, insomnia, and stress levels. For evaluating the psychological impacts among the
HCWsHAM-A (Hamilton Anxiety Scale) and PSS (Perceived Stress Scale) scales were used.

Data was collected through contactless Google forms and results were assessed using appropriate
statistical analysis. Results: On analysis of data, prevalence of anxiety levels were found as
mild - 89% (n=187), moderate - 8.6% (n=18), and severe - 2.4% (n=35). On comparing, doctors
were found to have a relatively low mean anxiety score of 7.32 + 7.46 as compared to 9.55 +
7.57 of staff nurses. Prevalance of stress levels was found as low - 24.3% (n=51), moderate -
64.3% (n=135)and a high perceived level -11.4% (n=24). On comparing, doctors were found
to have a higher mean stress score of 17.95 + 7.44 as compared to 16.18 £ 3. 14 of staff nurses.

The insomnia prevalance was found to be as mild - 26.7% (n=56), moderate - 16.7% (n=35),

and severe - 9.5% (n=20). On comparing, doctors were found to have a lower mean insomnia
score of 0.80 £ 1.0 as compared to 1.82 £ 0.73 of staff nurses. Depressiveness prevalance was
found to be mild - 26.2% (n=55), moderate - 13.3% (n=28)and severe - 4.3% (n=9). One
participant reported a very severe level of depression & insomnia. On comparing, doctors were
found to have a higher mean depression score as 0.72 + 0.91 as compared to 0.32 + (.64 of
staff nurses. Conclusion: Treating or taking care of the patients suffering from COVID-19 was
an uphill task for HCWs. Fighting with a disease of a lesser-known nature resulted not only in
physical stress but significant psychological distress as well. Thus, the findings of this study
also underline the need for mental health support tailored for front line HCWs.

Keywords: Anxiety, COVID-19, Depression, Front-line workers, Health-careworkers (HCW:3),
Insomnia, Pandemic, Stress.

Introduction “Swine” flu (2009), the Ebola (2013-2014) Pande-
Occurring over the last century, the Spanish flu mics and epidemics have been registered as an
(1918-1920), the Asiatic flu (1956-1957), the Severe unfortunate part of human history affecting a large
acute respiratory syndrome (SARS, 2002-2003), the number of people worldwide.!”* Previous studies
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done on the SARS and Ebola pandemics have shown
that an extraordinary amount of pressure can be put
on the health care workers (HCWs) due to the onset
of an unexpected life-threatening disease.*

Again, mankind is witnessing an unprecedented
time of pandemic affecting every human race present
on the earth directly or indirectly. In Nov 2019 an
unknown highly contagious lethal viral illness was
reported in Wuhan, China which manifested as
respiratory distress primarily. Soon on Jan 30 2020,
World Health Organization (WHO) acknowledged
it as a world-wide Public Health Emergency. The
contagion was identified as a member of the -
Corona Virus family sharing many symptoms of
SARS-CoV-1,° and the resultant illness was
recognized as SARS-CoV-2 and popularly known
as COVID-19. Since then, the number of infected
individuals has risen exponentially. As of 23™ Jan
2021 globally the count of COVID-19 patients has
crossed approximately 98.76 million with 2.11
million deaths.® COVID-19 comprises clinical
features ranging from asymptomatic carrier state to
severe acute respiratory distress syndrome (ARDS)
and multi-organ failure state.” The COVID-19
pandemic has affectednot only physical health but
also caused a collapse of the global public health
and social systems.® Many historians consider that
the crisis is comparable to war.’ Various Government
agencies and Health Organizations implemented
never seen strict pandemic prevention measures like
lockdown, suspension of all non-essential activities,
mandatory closure of educational institutions,
domestic and/or international travel restrictions, etc.
COVID-19 disecase along with its prevention
measures pushed the human race into an invisible
crater of Psycho-socio-economic distress. Now every
individual on the planet bears the mental brunt of
this mysterious disease. But the amplitude of
psychological impact over front-line workers is of
the highest levels.

The absence of a vaccine, devoid of the
evidence-based treatment protocol, and limited health
care resources has burdened the medical staff and
affiliated healthcare workers resulting in significant
physical as well as psychological distress on them.
Significant impacts on the physical and mental well-
being are seen due to the increase in workload,
improper personal equipment, the need to make
ethically difficult decisions on rationing and care,

nosocomial transmission, and physical exhaustion.
Isolation, lack of social acceptance, increased risk
or infections of family members, friends and relatives
as well as radical, often unsettling modifications in
the ways of working further compromises the
HCWs’ resilience. They are, therefore, principally
vulnerable to several mental co-morbidities including
depression, insomnia, and anxiety.!>!" COVID-19
pandemic has proved to affect everyone directly or
indirectly. Healthcare workers offering their duties
on the front-line have been predisposed to a
tremendous amount of mental as well as physical
strain. There are many projects undertaken
worldwide'?-?° to understand the impact on these
professionals but still even after almost one year of
the start of the pandemic not many observations have
been published in India. Hence, this study was
undertaken to assess the Psychological impact of
the COVID-19 pandemic on front-line health care
workers rendering duties at level-3 COVID-19 Care
Centre. Most studies was focused on the mental
health issues among health care professionals but
our study was focused exclusively on the individuals
involved in taking care of COVID-19 patients at
tertiary care (Nodal) center.

Methodology

Aim: To assess the Psychological impact viz.
anxiety, depression, insomnia, and stress on front-
line HCWs rendering duties at level-3 COVID-19
Care Centre.

Study Design

A Cross-sectional Questionnaire-based observa-
tional study was conducted involving 210 medical
and par-medical staff who rendered their duties at a
tertiary care hospital attached to a medical college,
a Level-3 COVID-19 care center which was inducted
by the Government of Uttar Pradesh as COVID-19
Nodal center.

Method

A contactless approach was undertaken through
Google-forms to record responses of participating
individuals. Only those responses were included in
the study in which participants selected the option
of willful consent of voluntary participation in the
study. Responses to our study were recorded between
May 2020 and August 2020. The average duration
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of services rendered in COVID-19 related clinical
duties by the participants was around 3.25 months.

The survey extensively recorded socio-demo-
graphic characteristics like age, gender, marital
status, level of education, and details of undertaken
professional duties like nature of work, working
hours, duration, and frequency of duties in the
pandemic as frontline workers.

Assessment Scales- For evaluating the severity
of depression, anxiety, insomnia, and stress among
the HCWs a standard scoring questionnaire called
HAM-A (Hamilton Anxiety Scale)?' and PSS
(Perceived Stress Scale)* scales were used. Both
thescalesarewell-established scales to estimate
adverseemotional status with defined score ranges
and demonstrates diverse severity levels from normal
to extremely severe.

In addition to the above-mentioned scales, other
questions were also included to appraise the probable
factors accountable for the stress, anxiety, insomnia,
and depression as perceived by the participants
during the current scenario of the COVID-19
pandemic.

Statistical Analysis

Statistical Package for the Social Sciences
(SPSS) version 23.0 software (SPSS Inc., Chicago,
IL, USA) was employed for data entry and statistical
analysis.

Results

Out of 210 participants, 188 were doctors and
22 were paramedical staff consisting of nurses and

a lab technician. Gender distribution was almost
equal with 101 males (48.1%) and 109 female
subjects (51.9 %). The majority of them around 181
(86.2%) were in the age group of 21-30 years
followed by 26 (12.4%) of 31-40 years age group,
2 (1%) of 41-50 years age group and only 1 (0.5%)
was from 51-60 years age group (Table 1).

When the HAM-Ascalewas used it was found
that a total of 187 participants (89%) presented with
mild anxiety levels followed by 18 (8.6%) with
moderate and 5 (2.4%) with severe anxiety levels.On
comparing, doctors were found to have a slightly
lessmean anxiety score of 7.32 + 7.46 as compared
t0 9.55 £ 7.57 of staff nurses (Table 2 & 3).

On using the PSS scale, it was found that a
total number of individuals who had a low level of
stress score was 51 (24.3%), those with moderate
and a high perceived level of stress score was 135
(64.3%) and 24 (11.4%) respectively. On comparing,
doctors were found to have a higher mean stress
score 0f17.95 + 7.44 as compared to 16.18 + 3.14
of staff nurses (Table 2 & 3).

When the level of insomnia among the partici-
pants was assessed it was found that 56 (26.7%)
reported mild insomnia followed by 35 (16.7%)
moderate and 20 (9.5%) severe insomnia. One
participant reported a very severe level of loss of
sleep. On comparing, doctors were found to have a
lower mean insomnia score as 0.80 = 1.0 as
compared to 1.82 + 0.73 of staff nurses (Table 2 &
3).

Analysis of depressiveness amongst the HCWs
showed that55 (26.2%) reported mild depression

Table-1: Demographic and Social Characteristics

Characteristics Number of HCWs Percentage (%)
Age

21-30 years 181 86.2
31-40 years 26 12.4
41-50 years 2 1.0
51-60 years 1 0.5
Gender

Male 101 48.1
Female 109 51.9
Marital Status

Married 46 21.9
Unmarried 164 78.1
Designation

Doctor 188 89.5
Staff nurses 21 10.0
Lab technician 1 0.5
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Table-2: Levels of anxiety, stress, Insomnia, and Depression among participants
Staff nurse/LT (n=22) Doctor (n=188) Total %

n % n % 210 100
Anxiety level
Mild 19 86.4 168 89.4 187 89.0
Mild to moderate 1 4.5 17 9.0 18 8.6
Moderate to severe 2 9.1 3 1.6 5 2.4
Stress level
Low stress 1 4.5 50 26.6 51 243
Moderate stress 21 95.5 114 60.6 135 64.3
High perceived stress 0 0.0 24 12.8 24 11.4
Insomnia
Not present 1 4.5 97 51.6 98 46.7
Mild 5 22.7 51 27.1 56 26.7
Moderate 13 59.1 22 11.7 35 16.7
Severe 3 13.6 17 9.0 20 9.5
Very severe 0 0.0 1 0.5 1 0.5
Depressed mood
Not present 17 77.3 100 53.2 117 55.0
Mild 3 13.6 52 27.7 55 26.2
Moderate 2 9.1 26 13.8 28 13.3
Severe 0 0.0 9 4.8 9 4.3
Very severe 0 0.0 1 0.5 1 0.5

Table 3: Mean scores for Stress, Anxiety, Insomnia and Depressed mood among participants

Category Staff nurse/LT (n=22) Doctor (n=188)
Stress score 16.18 + 3.14 17.95 + 7.44
Anxiety score 9.55+ 7.57 7.32 + 7.46
Insomnia score 1.82 £ 0.73 0.80 £ 1.0
Depressed mood 0.32 £ 0.64 0.72 +£ 0.91

followed by 28 (13.3%) moderate and 9 (4.3%)
severe insomnia. One participant reported a very
severe level of depression. On comparing, doctors
were found to have a higher mean depression score
as 0.72 £0.91 as compared to 0.32 &+ 0.64 of staff
nurses (Table 2 & 3).

Discussion

As per literature restrictive measures such as
social distancing, isolation, and quarantine have an
emotive reaction to the pandemic as well as an impact
on the psychological well-being of people.'-

Emotional distress, maladaptive behaviors, and
defensive responses® like depression, anxiety,
boredom, loneliness, fear, frustration, anger, stress,
and avoidance behaviors are some of the psycho-
logical reactions that have been widely observed in
situations like pandemics. In modern times a new

kind of syndrome “headline stress disorder”, is
observed which is characterized by the exaggerated
stress response to endless news media reports
causing physical symptoms such as palpitation and
insomnia.> Higher stress levels were observed,
during the pandemic, among SARS survivors (i.e.,
non-healthcare workers and health care workers)
rather than the control subjects.?* Even after one year
they not only had elevated stress levels but also
showed higher levels of psychiatric morbidity,
anxiety, depression, and post-traumatic symptoms.

Researches done on the subject of the psycho-
logical response to quarantine during the Ebola
outbreak proved previous results in which people
reported anxiety-induced insomnia, anger, and
fear.?52¢ The social stigma was also found to be a
major issue.?” A common sequela observed in Ebola
survivors was anxiety, depression, and post-
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traumatic stress disorders.?® Higher stress levels and
psychological distress were seen in HCWs than non-
HCW survivors.(24)A profound sense of isolation,
suffering, loneliness, sadness, and stigmatization was
reported among the health care workers working on
the front-lines.? Post-traumatic stress disorder,
anxiety, depression, psychological distress, insom-
nia, and alcohol/drug misuse were reported in
military populations that were deployed in the West
African region.?

Researches?3! has reported the various
experiences of staff in quarantine, those on active
duty and those returning to work from leave due to
sickness, regarding the psychological effects of
infectious disease outbreaks like Pandemic Flu
(HINT1) and Severe Acute Respiratory Syndrome
(SARS). Challenges faced by the staff not only
include the increase in workload that is caused by
these outbreaks, but also working with frequently
updated protocols, personal protective equipment
(PPE), and the fear of the contagion for their families
and themselves.

Due to the practice of infection control measures
and the use of personal protective equipment (PPE)
interpersonal issues emanate. Due to the use of PPE
which covers most of the healthcare worker’s faces
and the staff not being able to spend much time with
the patients, communication with the patients
becomes difficult. While normally nursing takes
place on a one-to-one basis, nurses are needed to
treat multiple patients at the same time during an
outbreak such as COVID-19.3? This leads to them
being called for deviating from their usual standards
of treatment.** The staff also might often feel guilt
that the patient had to ‘die alone’ as family and
friends of the patient are not able to visit them.?*
Typical conventions for breaking the news of death
are also not followed and the news may have to be
broken over the phone or video calling.’* Also, the
freedom to collect the personal belongings of the
deceased and viewing the body is not possible.
Probably this was the reason due to which para-
medical support staff showed higher insomnia and
anxiety levels as compared to doctors in our study.

Few of the front-line workers have also incurred
this infectious disease, some fell seriously ill and
some succumbed to the illness.*® Research has shown
that guilt about leaving the front lines understaffed,
the fear of infecting their friends and family, and the

animosity among their roles’’ as parents or care-
givers and healthcare professionals have been seen
in the staff. The fact that they work in a close-knit
team also causes exhaustion, boredom, and loneli-
ness. There can be some healthcare professionals
who, due to any underlying co-morbidities or preg-
nancy, might not be capable to work in those clinical
settings where the exposure to the illness is high.
And may have a feeling of guilt.’' The staff is also
needed to live away from their families and work
for longer hours than normal, disturbing
relationships and the liberty of rest breaks and days
off. Just like the general public, staff and their
supporting families also face the same socio-
economic restriction and disturbance. They may also
be discouraged by the difference in response
exhibited by the different countries. The lines
between work life and home life are also blurred by
the constant news and social media coverage.’!

Predominantly the study subjects were in
between 21 to 40 years age group (98.6%). This
was per the guidelines of the Ministry of Health to
exclude or reduce the involvement of senior and very
senior doctors as they come in thevulnerable age
group. Age group predominance was in coherence
with the observations of other conducted
studies.'*#4% Our findings of psychological impact
was also supported by the systematic review which
suggested that psychological symptoms were more
intense in younger health care professionals.!’
Similarly our study also revealed higher mean
depression and stress levels as compared to nursing
staff.

Limitations

The cross-sectional and uni-centric natures of
the study are the primary limiting factorsthat limit
the generalization of its results to a larger sample.
Therefore, a longitudinal study with larger sample
size and emphasizing diverse dimensions of mental
health of health care professionals would be advanta-
geous in overcoming these limitations.

Conclusion

Findings from our study reinforce our
speculations that frontline HCWs are subjected to
higher psychological stresses. Pandemics like
COVID-19 prompt us to develop more astringent
protocols helpful in managing the spread of
contagious diseases more effectively. It is essential
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to provide necessary interventions to reinforce the
healthcare systems’ capacity and augment psycho-
logical resilience.*! Limiting the duty hours, main-
taining proper resting areas, clear communication
and precise rules for use of personal protective
equipment, and specialized training in handling
COVID-19 patients could reduce the anxiety coming
from the perceived bewilderment and intractableness
of the hazards involved. It is vital that Timely and
appropriate provision of mental health support
custom-tailored to the needs of HCWs through media
or integrative teams, including mental health
professionals, hotline teams.*
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ABSTRACT

Introduction: Schizophrenia is a common psychiatric disorder where spouses of patients
experience higher level of perceived stress and marital adjustment problems are seen are more
frequently. It is important to understand the perceived stress and quality of marital life of
spouses of patients with these mental illnesses as resolution of marital problems can lead to
overall improvement in the outcome of the illness. Most of the studies were done in western
countries where socio cultural beliefs are different from those of eastern countries. These studies
are also limited by not evaluating quality of marital life and perceived stress together. This
study is designed to understand the marital functioning and stress related issues for better
stability of marriage. Thus, we plan to study and understand the problems amongst these
individuals so as to help psychiatrists in better screening of these individuals and plan early
and suitable intervention. Aims: To assess and study the sociodemographic profile, perceived
stress and marital adjustment of spouses of patients attending the psychiatric OPD of a tertiary
care hospital. Methods: The study will be carried out in the Department of Psychiatry in
Teerthanker Mahaveer Medical College and Research Centre, Moradabad. Spouses of patients
of schizophrenia and bipolar disorder diagnosed according to ICD-11 Criteria attending the
Psychiatry OPD of Teerthanker Mahaveer Medical college and Research Center. Written
informed consent will be obtained from the subject. Semi-Structured Pro-forma will be applied
for recording the socio-demographic data. Perceived stress will be assessed using the Sheldon
Cohen Perceived Stress Scale (PSS-10). Marital adjustment will be assessed using the Locke-
Wallace Marital adjustment test (MAT). The data will then be evaluated and computed for
statistical analysis using Pearson’s Chi-square test or Exact Fischers Test for categorical
variables and the t-test for continuous variables. The association between variables was estimated
with the Pearson correlation coefficient Results: The enlisted subjects’ mean (SD) age was
40.66 (11.58) years, with a frequency band of 18-70 years. The mean (SD) years of duration of
marriage of the enrolled subjects were 21.4 (12.3) years with a range of 1-53 years. The mean
(SD) score of PSS of the enrolled subjects was 18.4 (7.48) with a range of 5-39. The mean (SD)
score of MAT of the enrolled subjects was 93.82 (23.75) with a range of 29-135. PSS score had
a significant and negative correlation with the MAT score (r=-0.31, p-value 0.01). statistically
significant negative correlation was observed between the duration of marriage (groups) with
PSS (r=-0.56, p=0.00), whereas socio-economic score was negatively correlated with MAT
score (r=-0.43, p=0.00). Furthermore, gender (r=0.58, p=0.00), religion (r=0.44, p=0.00),
duration of marriage (vears) (r=0.31, p=0.03), duration of marriage (groups) (r=0.45, p=0.00)
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and socio-economic status (r=0.35, p=0.01) were statistically significantly and positively
correlated with MAT. Conclusion: Schizophrenia is linked with higher stress, poor marital
functioning, and poor quality of marriage in spouses. the PSS score was negatively correlated
with the MAT score. There was statistically significant negative correlation was observed between
age and duration of marriage with PSS score. However, age, gender, religion and duration of
marriage were statistically significant and positively correlated with MAT.

Keywords Schizophrenia, Marital adjustment, Stress, Maladjustment, Spouse, Caregiver,

Duration of marriage.

Introduction

Marriage is a commitment where a person must
meet a variety of social and emotional obligations.!
“The Oxford Dictionary” describes marriage as a
“recognized coalition of man and woman as husband
and wife”. It is a legally recognised vowed and
consensual partnership. Marriage also serves as a
socially acceptable manner of satisfying the basic
human urge for sexual fulfilment, as well as a
foundation for procreation and family formation.'

Schizophrenia is a mental illness characterised
by a wide range of positive, negative, disorganised,
emotional, and cognitive symptoms. Social, occupa-
tional, and personal dysfunction are caused by the
neurocognitive deficiencies associated with this
condition,? preventing the establishment of a
harmonious relationship between the parties. Only
a few researches have looked at the marital function-
ing and stress levels of spouses of schizophrenia
patients. In the context of a shifting social fabric in
which people are migrating away from joint families
and toward nuclear families, spouses become the
primary caregivers for patients with psychiatric
diseases such as schizophrenia.

Hence, understanding the stress perceived by
the married partners of patients with psychiatric
disorders like schizophrenia and assessing the marital
harmony in the couple is imperative. Little literature
is available on this subject from countries like India
with quite different sociocultural backgrounds from
the Western world. Therefore, we intended to
evaluate the quality of marriage and stress perceived
by spouses of patients with schizophrenia.

Methodology
Aims
To assess and study the sociodemographic

profile, perceived stress and marital adjustment of
spouses of patients attending the psychiatric OPD

of a tertiary care hospital in western U.P. To
understand the Socio-Demographic profile of the
enrolled participants based on various parameters.
To compute associations and positive and negative
correlations between various continuous and catego-
rical variables using statistical analysis.

Inclusion Criteria

Spouses of patients of schizophrenia that were
more than 18 years old attending the psychiatry OPD
of TMMC and RC who were continuously with the
patient since marriage and willing to give written
informed consent were included in the study.

Exclusion Criteria

Spouses with any diagnosed physical illness/
psychiatric illness/substance abuse disorder were
excluded. Spouses who were not the Primary Care-
givers® of the patient will be excluded. Spouses of
patients who were unstable (patients who had any
exacerbations, relapses or > 50% hike in drug dose
over the last 3 months) were be excluded.

Assessment Tools

Proforma: It consisted of a structured format to
record certain socio-demographic variables regard-
ing the spouse of patient, such as age, marital status,
duration of marriage, sex, occupation, education,
religion, socioeconomic status, family status, loca-
lity, and Perceived Stress Scale and Marital adjust-
ment test scores.

Perceived Stress Scale (PSS-10)*: by Sheldon
Cohen was used to assess the Perceived Stress. It’s
a quick and simple way to assess how stressful
certain situations are in one’s life. It has high validity
and reliability. It is thus a useful tool for researching
the implications of stress in the causation of disease
and behavioural disorders.

Marital adjustment test (MAT)>: This scale was
used to assess Marital adjustment by Wallace et al.
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It has a good reliability coefficient of 0.84 and
usually takes a few minutes to administer.

Statistical Analysis

The study data was analysed by using the
statistical software SPSS version 23.0. Histograms
were also plotted to visualize the pattern of outcomes.
Pearson’s Chi-square test or Exact Fischer’s Test
for categorical variables and the t-test for continuous
variables were used to compare sociodemographic
data collected with the assessed scores from the
Perceived Stress Scale and Marital Adjustment test.
The statistical significance was mentioned as a p-
value less than 0.05. The association between
variables was investigated with a scatter plot and
estimated with the Pearson correlation coefficient
(represented as r).

Results
Socio-Demographic Data

After the institutional ethical approval, an
observational cross-sectional study was carried out
in the department of Psychiatry at TMMC and RC,
Moradabad, Uttar Pradesh, India. Fifty subjects
were included in the present study representing the
spouses of patients with Schizophrenia. Table 1.
summarises the socio-demographic data collected
from the study sample.

Table-1. Socio-Demographic Data

Variable
Mean (SD) Groups N %
<30 7 14
Age (Years) 31-40 18 36
40.66 (11.58) 41-50 15 30
>50 10 20
Gender Male 28 56
Female 22 44
Religion Hindu 26 52
Muslim 24 48
Socio Economic Upper 0 0
Status Upper Middle 3 6
Lower Middle 5 10
Upper Lower 35 70
Lower 7 14
Duration of <5 2 4
Marriage (Years) 6-10 7 14
21.4 (12.3) 11-15 8 16
>15 33 66

The highest proportion i.e. 36% of subjects were
reported in the 31-40 years age group. The enlisted
subjects’ mean (SD) age was 40.66 (11.58) years,

with a frequency band of 18-70 years. The highest
proportion of males i.e. 56% of subjects were
included in the study. More than half of the patients
in the study group were Hindus, i.e. 52%.

Plant and Machine Operators and Assemblers
as occupation was highly reported in 32% of the
subjects. Illiterate educational status was highly
reported in 26% subjects and INR 6,175-18,496 of
monthly family income was highly reported in 50%
of the study population. 70% with the highest
proportion of subjects belonged to Upper Lower
Socio-Economic Status.

The highest proportion of subjects were having
greater than 15 years of married life. It was reported
in 66% of the subjects in the study population.
Overall, the mean (SD) years of duration of marriage
of the enrolled subjects were 21.4 (12.3) years with
a range of 1-53 years.

Assessed Data

Table 2. summarises the assessed data collected
from the fifty subjects in the sample population using
the Perceived Stress Scale and the Marital Adjust-
ment Test.

Table-2. PSS-10 and MAT Data

Assessment Tools Outcome N %

Mean (SD)
Low 14 28
(0-13)

Perceived Stress Moderate 26 52

(PSS Score) (14-26)

18.4 (7.48) High 10 20
(27-40)

Marital Maladjustment Present 30 60

(MAT Score) (<100)

93.82 (23.75) Absent 20 40
(>100)

Highest proportion of subjects were having
moderate PSS scores. 52% of the subjects had a
Moderate Perceived Stress Score followed by 28%
having a Low and 20% with a High Perceived Stress
Score. Overall, the mean (SD) score of PSS of the
enrolled subjects was 18.4 (7.48) with a range of 5-
39.

Of the subjects enrolled 60% had Marital
Maladjustment with a score less than 100. 40% of
the subjects had a MAT score more than 100, i.e.
absent Marital Maladjustment. Overall, the mean
(SD) score of MAT of the enrolled subjects was
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93.82 (23.75) with a range of 29—135.
Correlation between PSS and MAT

The association between PSS and MAT score,
as investigated with a scatter plot and estimated with
the Pearson correlation coefficient (represented as
1), revealed that the PSS score had a significant and
negative correlation with the MAT score (r=-0.31,
p-value 0.01), as shown in Figure 1.

Correlation of Socio-demographic Data with
PSS and MAT Scores

We performed the correlation between socio-
demographic characteristics and PSS and MAT,
detailed in Table 3. There was statistically significant
negative correlation was observed between the
duration of marriage (groups) with PSS (r = -0.56,
p = 0.00), whereas socio-economic score was
negatively correlated with MAT score (r = -0.43, p
= 0.00). Furthermore, gender (r=0.58, p=0.00),
religion (r = 0.44, p = 0.00), duration of marriage
(years) (r = 0.31, p = 0.03), duration of marriage
(groups) (r = 0.45, p = 0.00) and socio-economic
status (r = 0.35, p = 0.01) were statistically
significantly and positively correlated with MAT.
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Fig. 1. Correlation between PSS and MAT score

Discussion

Schizophrenia is a severe mental disorders and
is often associated with several negative con-
sequences for patients, their families, and society at
large'. With the rise of nuclear families over the last
few decades, spouses often become the primary
caregivers for patients with psychiatric disorders.
Therefore, the concerns of the spouses need to be
understood as this determines the continuation of
the caregiver role of spouses. There is limited
literature on the subject, especially in the Indian

setup. Moreover, the little information available is
from the West with different sociocultural factors
related to marriage. As a result, it is critical to
comprehend the marital issues that exist between
the patients and their spouses. The current study
assessed marital functioning (in the form of marital
adjustment, quality of marriage and marital
forgiveness), sexual satisfaction and sexual
dysfunction in spouses of individuals with Schizo-
phrenia.

The average age of patients’ spouses in the
group was 40.7 (SD-11.58) years. The current
study’s mean age of spouses of those with
schizophrenia is comparable to previous Indian
studies.

Table-3. Socio-Demographic Characteristics
with PSS and MAT

Socio-Demographic Statistical PSS MAT
Variable Result Score Score
Age r -0.21 0.24
p-value 0.14 0.10
Gender r -0.04 S58**
p-value 0.77 0.00
Religion r 0.06 A4x*
p-value 0.67 0.00
Duration of r -0.21 31*
Marriage (Years) p-value 0.15 0.03
Duration of r -56%* A45%*
Marriage (Groups) p-value 0.00 0.00
Socio Economic Score r 0.15 -43%*
p-value 0.32 0.00
Socio EconomicStatus r -0.12 35%
p-value 0.39 0.01

* Correlation is significant at 0.05 level (2-tailed)
** Correlation is significant at 0.01 level (2-tailed)

In the study by Aggarwal S et al, it was 42.4
yearsand 40.9 years respectively.* Aggarwal S et al
reported similar age profiles of patients with Schizo-
phrenia and their spouses.®

Males outnumbered females among spouses in
the study group. This suggests Schizophrenia was
more common in females. This may also suggest
that separation or divorce is more common when
the male spouse suffers from Schizophrenia. Gender
distribution in the Schizophrenia group was very
similar to that reported in a study by Aggarwal et
al® with nearly 55% being females and by Arun et
al” with around 58% of patients being females.
Traditionally, it was believed that there are no
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significant gender differences in the incidence and
prevalence of Schizophrenia. Although in the current
study, there are no significant gender differences
observed in the prevalence of Schizophrenia, the
literature suggests higher incidence in males as
compared with females. The difference in this
observation in incidence and prevalence might be
due to better treatment compliance in females and
higher rates of suicide completion in males.

The Mean (SD) duration of marriage in the
study group was 21.4 (12.3). This is in accordance
with the higher mean age of spouses of patients with
Schizophrenia seen in the current study, which
suggests that in case of Schizophrenia, there may
be increased marital maladjustment and poor marital
quality from the onset of the illness, resulting in
separation or divorce of spouses suffering from
Schizophrenia in the earlier years of marriage.

Nearly 72% in the study group perceived
moderate to high stress in this current study. Overall,
the mean (SD) score of PSS of the enrolled subjects
was 21.45 (8.03) with a range of 5-39. There are
many studies on the psychological and social aspects
of patients with Schizophrenia and their
caregivers.®®? Previous studies from India have used
different instruments for evaluating caregiver burden
and psychological morbidity. The caregiver liability
and relationship studies (Jungbauer et al. and Kumari
et al.) indicate that the caregiver burden perceived
by family members and spouses was similar.!’
Kumari et al Ranchi’s report particularly evaluated
the caregiver burden among partners of patients with
schizophrenia and found a reasonable degree of
caregiver burden on the spouses''. However, other
Indian studies by Aggarwal et al and Kaushik and
Bhatia et al suggest a higher perception of burden
by female spouses.!>613

In this present study, marital maladjustment was
estimated using the Marital adjustment test (MAT)
score. Around 60% in the study group had marital
maladjustment in the current study. Different studies
have assessed marital adjustment in Schizophrenia
using different scales like the Dyadic adjustment
scale. Hence, the comparison with the findings
reported in existing literature is difficult. However,
the current study’s outcomes are comparable to
previous research. As a result, clinicians caring for
patients with Schizophrenia must recognize and
concentrate on issues of marital discord in dyads

where one partner has Schizophrenia. Muke et al.
evaluated by comparing schizophrenia patients’
relationship quality to those with bipolar disorder
and substance abuse. A poor marital adjustment was
witnessed in 60% of Schizophrenia patients, which
was lower than in 70% of Bipolar Disorder patients.
The differences, however, were not statistically
relevant.'

As expected, the PSS score was negatively
correlated with the MAT score. In the study popula-
tion, there was a significant negative correlation
between the duration of marriage with PSS, whereas
occupation, education, monthly income and socio-
economic score were negatively correlated with MAT
scores. Furthermore, gender, religion, duration of
marriage, and socio-economic status were
statistically significant and positively correlated with
MAT.

Conclusion

Schizophrenia is linked with higher stress, poor
marital functioning, and poor quality of marriage in
spouses. Most of the spouses in the current study
were middle-aged. There is slight female prepon-
derance observed with Schizophrenia. Strikingly,
only 3-5% of study subjects (spouses) were
unemployed irrespective of their education status.

Nearly 72% in the Schizophrenia group
perceived moderate to high stress. Around 60% in
the study group had marital maladjustment.

As expected, the PSS score was negatively
correlated with the MAT score. The degree of
correlation was significant at the p-value < 0.05
level. Also, there was statistically significant negative
correlation was observed between age and duration
of marriage with PSS score. However, age, gender,
religion and duration of marriage were statistically
significant and positively correlated with MAT.
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ABSTRACT

Introduction: India has the largest population of people living with HIV and AIDS (PLHA).

Depression is one of the most common psychiatric disorders observed in HIV patients with the
prevalence rates of 4% and 22%. Previous studies of individuals with HIV infection have found
that those with psychiatric disorders are at elevated risk for HIV disease progression, poor
medication adherence, clinical outcomes mortality and poor quality of life. The present study
was designed to determine the prevalence of psychiatric morbidities in HIV positive patients on
anti-retroviral therapy (ART). Methodology: The present study was conducted in the Department
of Psychiatry, Deen Dayal Upadhyay Hospital, New Delhi. HIV positive patients on antiretroviral
therapy (ART) referred to psychiatry department. Study was conducted for a period of 6 month.

Psychiatric diagnosis was be made as per 1CD-10. BPRS and WHOQOL BREF were
administered. Results: Mean age of the sample was 26 years (SD = +4.4); 75% were males
and remaining were 25% females. Of the total sample, 58% were educated up to class 10, 27%
till class 12, 8% were graduates. 62% of the participants were married. Out of total sample,

41% were the persons with Depressive disorder , 28% were the persons with Dysthymic disorder,

16% were having Generalized Anxiety Disorder, 5% were with Psychosis(N=3) and rest 10%
were the persons with substance use disorder.Study reveals the presence and absence of
psychiatric morbidities among the HIV positive patients on ART. 85% of the sample had presence
of various psychiatric illnesses. Conclusion: Keeping in view the high prevalence of psychiatric
morbidities among persons with HIV, they need screening before starting and while on treatment.

Keywords: PLHA, Psychiatric morbidity, Symptom severity, Quality of life of marriage.

Introduction

India has the largest population of people living
with HIV and AIDS (PLHA).' The prevalence is
more in women as compared to men.? HIV infection
is usually characterized by the reduction of CD4
cells and by the presence of fever, breathlessness,
cough, weight loss, anorexia, pallor, generalized
weakness, etc.’ Patients with HIV infection are at
an increased risk of psychiatric illness than the
general population.* However, the recognition of
psychiatric manifestations is often is often difficult
due to the complexity of the infection.” Depression
is one of the most common psychiatric disorders

observed in HIV patients with the prevalence rates
of 4% and 22%.° A recent study conducted in South
Wollo Ethiopia reported the 20% prevalence of
depression among HIV patients” whereas another
study reported the prevalence of 32% among HIV
patients. In context of India, 25% prevalence of
anxiety and 30% of depression has been reported
among HIV patients. HIV infection per say maybe
associated with psychotic symptoms. The presenting
symptoms they are highly variable persecutory
grandeur and somatic delusions are most common
symptoms followed by auditory and visual halluci-
nation and affective disturbances. Further the
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untreated patients had more risk of development of
depression and the presence of depression often delay
in the initiation of ART among these patients.
Previous studies of individuals with HIV infection
have found that those with psychiatric disorders are
at elevated risk for HIV disease progression, poor
medication adherence, clinical outcomes mortality
and poor quality of life.!>!* HIV patients also find
difficulty in negotiating disclosure of HIV status and
coping with potential stigma which further add on
challenge for those who treat and care for them,'*
ART also lead to neuro psychiatric complications
especially NRTI and NNRTIs group of 6 currently
marketed class of drugs.' It’s been also said persons
wit serious mental illnesses such as schizophrenia
and major affective disorders are more likely to
contract HIV related disease.'® Therefore, various
studies have been conducted across the world and
in various parts of India to determine the prevalence
of psychiatry comorbidities in HIV patient and
quality of life in them. But no such study has been
conducted in Delhi NCR (West zone) region on the
HIV patient. The present study was designed to
determine the prevalence of psychiatric morbidities
in HIV positive patients on anti-retroviral therapy
(ART).

AIM - To study the assessment of psychiatric
morbidities in HIV positive patients on Anti-
Retroviral Therapy.

Objectives
Primary

1. To study the prevalence of psychiatric
morbidities in HIV positive patients on Anti-
Retroviral Therapy (ART) referred to psy-
chiatry department.

2. To study various types of psychiatric illness
and their prevalence in HIV positive patients
on ART referred to psychiatry department.

Secondary

1. To study the severity of psychiatric comor-
bidities in HIV positive patients on ART in
this group.

2. To study the quality of life who has psychia-
tric comorbidities in HIV positive patients
on ART in this group.

Method

Site: Department of Psychiatry, Deen Dayal
Upadhyay Hospital, New Delhi.

Study Population: HIV positive patients on
antiretroviral therapy (ART) referred to psychiatry
department.

Time Frame: Study was conducted for a period
of 6 month.

Method of Measurement Outcome of Interest

Variables measured were used
1. Psychiatric diagnosis was be made as per
1CD-10.

2. BPRS scale was administered.

3. WHOQOL BREF was administered.

Type of Study: Prospective study.

Sample Size 60 N = (Za/2)2 P(1-P) d2

where N is the required sample size/minimum
sample size required for the study; Z is the standard
normal distribution (Z = 1:96) with confidence
interval of 95%, and a = 0:05; Proportion (P=46%)
of'in HIV patients taken from the published findings;
Non-Response rate: 10%; Total margin of error: 5%
Considering non-response rate of 10% (which is
equal to 38 for this study).

Therefore, the final sample size was 60.

Inclusion Criteria

1. Age 18-60 years (any gender)

2. Participants who are HIV positive and on
antiretroviral therapy For at least six months
referred to psychiatry department.

3. Patients who are willing to give consent for
study

4. On Antiretroviral therapy for more than 8
weeks duration.

Exclusion Criteria

1. Age Less than 18 years.

2. Bereavement within 3 months

3. Female patient in postpartum period (i.e 6
weeks after delivery)

4. Patients with known organic brain disease.

5. Patients who are on antipsychotic
medication prior to diagnosis of HIV.

Material Used

1. Written informed consent was taken after
explaining the procedure in detail in native
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language to the patient.

2. Patients fulfilling the inclusions and exclu-
sion criteria was taken up for this study.

3. A study Performa including various socio-
demographic data (Age, Sex, Education
level, Maritial status) and clinical variables
(physical diagnosis, treatment history family
history) was used. It also used to diagnose
Psychiatric morbidities appropriately with
help of psychiatrist. It was filled by the
Interviewer after explaining in Native
Language to the patient.

4. Psychiatric morbidities was diagnosed as
per ICD-10.

5. Following Scales was used-

(a) Study Performa.
(b) BriefPsychiatric Rating Scale (BPRS).
(¢) WHOQOL BREF.,

These Scales were filled by the Interviewer after
explaining in Hindi to the Patient.

Procedure

A sample of 60 patients was taken from ART
centre which are referred to psychiatry department
(DDUH). Demographic profile of participants was
recorded and psychiatric diagnosis was made
according to ICD 10. Then BPRS and WHO QOL
BREF scale was administered.

Statistical Analysis

Data analysis was performed using IBM SPSS
28 statistics. Descriptive statistics was presented as
means with standard deviations (SDs), and frequency
with proportions. One way ANOVA was used to see
the significance of difference between different
groups of psychiatric morbidities.

CONSORT
HIV positive and on antiretroviral therapy
N=60
Socio-Demographic Variables
Age, Gender, Education & Marital Status
Presence of Absence of
Psychiatric Psychiatric
Morbidities Morbidities
N =51 N=9
I I I I | |
Depressive Dysthymic GAD Psychosis Substance
Disorders isorder N=8 NOS Use Disorder
N=21 N=4 N=3 N=5

Brief Psychiatric Rating Scale
(Mildly, Moderately & Markedly)

Quality of Life
Physical, Psychological, Social & Environmental
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Results

Table-1: Sociodemographic Profile of
participants (N=60)

Variables Mean SD (%)
Age 26 4.4

Gender

Male 45(75%)
Female 15(25%)
Others 0
Education

Upto 10™ Standard 35(58%)
Upto 12 Standard 17(27%)
Graduate 8(13%)
Post Graduate 0
Marital Status

Unmarried 16 (27%)
Married 37 (62 %)
Separated /Divorced 5 (8%)
Widow 2 (3%)

Table 1 shows the descriptive analysis sample
revealed that a total sample N 60, the Mean age of
the sample was 26 years (SD = +4.4). 75% (N =
45) were males and remaining were 25% (N = 15)
females. Of the total sample, 58% were educated
up to class 10 (N = 35), 27% till class 12 (N =17),
8% were graduates (N = 13). In the marital status,
62% of the participants were married (N =37), 27%
were unmarried (N = 16), 8% were separated/
divorced (N = 5), whereas 3% were widow (N = 2).

Table-2: Presence of Psychiatric Disorder
(N=60)

Psychiatric morbidities f (%)
Present 51(85%)
Absent 9(15%)

Table 2 reveals about the presence and absence
of psychiatric morbidities among the HIV positive
patients on ART. 85% of the sample (N=51) had
presence of various psychiatric illnesses whereas
15% reported none (N=9).

Table-3: Prevalence of Psychiatric morbidities

(N=51)

Psychiatric morbidities f (%)
Depressive Disorder 21(41%)
Dysthymic Disorder 14 (28%)
Generalized Anxiety Disorder 8 (16%)
Psychosis NOS 3 (5%)
Substance Use Disorder 5 (10%)

Table 3 shows the presence of various psychia-
tric illnesses, out of total sample (N = 51), 41%
were the persons with Depressive disorder (N =21),
28% were the persons with Dysthymic disorder (N
= 14), 16% were the persons with Generalized
Anxiety Disorder (N = 8), 5% of the sample were
the persons with Psychosis (N = 3) and rest 10%
were the persons with substance use disorder (N =
5).

Table 4 shows the severity of the psychiatric
morbidities, in the Depressive disorders, out of 21
persons, 5 persons were mildly ill, 14 persons were
moderately ill and 2 persons were markedly ill. In
the Dysthymic disorders, out of 14 persons, 3
persons were mildly ill, 9 persons were moderately
ill and 2 persons were markedly ill. Out of § persons
in the GAD, 2 persons were mildly ill, 5 persons
were moderately ill and 1 person was markedly ill.
Out of 3 persons in the Psychosis NOS, 2 persons
were mildly ill and 1 person was moderately ill. The
highest mean in the mildly ill section were of persons
with GAD (30.41). The highest mean in the
moderately ill section were of persons with
Depressive Disorders (38.68). The highest mean in
the markedly ill section were of persons with
Depressive disorders (59.78).

Table 5 shows the domains of quality of life on
different groups of psychiatric morbidities. In the
domain of physical quality of life persons with GAD
(20.63) had the highest mean followed by Substance
use disorder, Dysthymic Disorder, Depressive
Disorder and Psychosis NOS. In the domain of
psychological quality of life persons with GAD
(19.75) has the highest mean followed by Substance
use disorder, Dysthymic Disorder, Depressive
Disorder and Psychosis NOS. In the domain of social
relationship quality of life persons with GAD (9.50)
has the highest mean followed by Substance use
disorder, Dysthymic Disorder, Depressive Disorder
and Psychosis NOS. In the domain of environment
quality of life persons with GAD (23.93) has the
highest mean followed by Substance use disorder,
Dysthymic Disorder, Depressive Disorder and
Psychosis NOS. Overall quality of life was better in
the persons with GAD and followed by Substance
use disorder, Dysthymic Disorder, Depressive
Disorder and Psychosis NOS.

The difference among the groups namely
Depressive Disorder, Dysthymic Disorder, GAD,
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Table-4: Mean and SD of Severity of Symptoms on Brief Psychiatric Rating Scale (N=46)

Severity Depressive Dysthymic GAD Psychosis NOS
Level disorders disorders N=14 N=8 N=3
N=21
f Mean SD f  Mean SD f  Mean SD f Mean SD
Mildly ill 5 29.43 5.98 3 2578 2.51 2 30.41 6.1 1 29 0
Moderately ill 14 38.68 6.78 9 3471 345 5 37.48 7.1 2 3568 7.2
Markedly ill 2 59.78 9.81 2 57.23 8.1 1 55 0 0 0 0

Table-5: Mean and SD of Quality of Life on WHOQOL BREF (N= 51)

Variables Groups N Mean Std. Deviation
Physical Health Depressive Disorder 21 14.86 4.02
Dysthymic Disorder 14 16.21 3.98
GAD 8 20.63 4.41
Psychosis 3 14.00 3.61
Substance Use 5 19.40 5.77
Psychological Depressive Disorder 21 12.90 4.07
Dysthymic Disorder 14 15.93 541
GAD 8 19.75 5.04
Psychosis 3 12.67 4.16
Substance Use 5 17.60 3.44
Social Relationship Depressive Disorder 21 7.14 2.20
Dysthymic Disorder 14 7.86 2.80
GAD 8 9.50 1.41
Psychosis 3 6.33 2.52
Substance Use 5 8.60 2.97
Environment Depressive Disorder 21 15.48 3.79
Dysthymic Disorder 14 18.21 5.96
GAD 8 23.38 7.31
Psychosis 3 16.00 6.00
Substance Use 5 23.60 8.88
Quality of Life (Overall) Scores Depressive Disorder 21 50.38 11.07
Dysthymic Disorder 14 58.21 16.57
GAD 8 73.25 16.66
Psychosis 3 49.00 15.39
Substance Use 5 69.20 20.74

Table-6: One way ANOVA for the difference among the different groups (Depressive Disorder,
Dysthymic Disorder, GAD, Psychosis NOS & Substance Use Disorder) based on psychiatric
comorbidities on their quality-of-life indicators

Variables Source of Variance  Sum of Squares df Mean Square F Sig.

Physical Health Between Groups 254.702 4 63.676 3.555 0.013
Within Groups 824.004 46 17.913

Psychological Between Groups 331.582 4 82.895 3.923 .008
Within Groups 972.105 46 21.133

Social Relationship  Between Groups 41.887 4 10.472 1.852 135
Within Groups 260.152 46 5.655

Environment Between Groups 529918 4 132.479 4.034 .007
Within Groups 1510.670 46 32.841

QoL Between Groups 3949.685 4 987.421 4.471 .004
Within Groups 10159.610 46 220.861
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Psychosis NOS and Substance Use Disorder based
on psychiatric comorbidities on their obtained scores
of quality of life was found significantly different
as it appeared from above table as the value found
statistically significant (F = 4.47, P <.004) for the
overall scores of quality of life. The difference
between different groups (Depressive Disorder,
Dysthymic Disorder, GAD, Psychosis NOS and
Substance Use Disorder) were also found
statistically significant as the value found ¥ = 3.92
P < .0.013 on their scores of physical health
indicator of quality of life. The difference between
different groups were also found statistically
significant as the value found F' = 4.034 P < .0.008
on their scores of psychological health indicator of
quality of life. No difference was found among the
groups on the indicator of social relationship. The
difference between different groups were also found
statistically significant as the value found F = 3.55
P <.0.007 on their scores of environment indicator
of quality of life.

Discussion

HIV itself is a very detrimental condition for
the person, which results in various mental health
problems if the people not get enough support and
care these conditions further deteriorates. It has
severe implication on the quality of life of the person
and enhance vulnerability with regard his or her
mental health conditions. In various previous
epidemiologic studies on patients with HIV/AIDS
revealed that the rates of psychiatric symptoms
including depression, substance abuse, post-
traumatic stress disorder, sleep disturbance, and
psychosis are higher in the persons with HIV as
compared with the normal population.!’-3

The first Objective of the study was to evaluate
the prevalence of psychiatric morbidities in HIV
positive patients on Anti- Retroviral Therapy (ART).
This objective has been verified with by computing
frequency and percentage of persons with psychiatric
morbidities. From the total sample 85% had
presence of various psychiatric illnesses whereas
15% reported none. It is because of the having HIV/
AIDS in itselfis a social stigma for the person which
results in withdrawn behaviour, suicidal ideations,
rumination of guilt, anxiety etc. In India, person with
HIV are not accepted by the larger part of the society
which made him/her vulnerable to indulge in

substance abuse. In many research it hs been found
that HIV/AIDS is highly correlated with poor mental
health. The studies®!? found that there is a relation
between HIV-related shame, stigma, and mental
health functioning, including depressive symptoms,
hopelessness, PTSD symptoms, loneliness and self-
concept among persons with HIV. Armoon et al.
2022 found that HIV condition has been
characterized as a disturbing experience and Persons
with HIV may experience severe level of stigma
which impacted the negative mental health disorders
and various experiences, including emotional
distress, depression, shame, anxiety, and suicidal
ideation. Ahmed et al** also found in their study
among HIV patients on ART that stigma and social
support results into symptoms of anxiety and
depression.

The second objective is to study various types
of psychiatric illness and their prevalence in HIV
positive patients on ART. This objective has been
verified with by calculating the frequency and
percentage of persons with various psychiatric
morbidities based on the diagnosis made by the
psychiatrist. The result was indicated that from the
total sample, 41% were the persons with Depressive
disorder, 28% were the persons with Dysthymic
disorder, 16% were the persons with Generalized
Anxiety Disorder, 5% of the sample were the persons
with Psychosis NOS and rest 10% were the persons
with substance use disorder. These are the common
mental health issues which were found among the
patients. These results were supported by various
research studies.?*+*

The third objective is to study the severity of
psychiatric comorbidities in HIV positive patients
on ART in this group. This objective was verified
by using the mean and standard deviation based on
the scoring system of brief psychiatric rating scale.
The result was found that in terms of severity in the
Depressive disorders, 5 persons were mildly ill, 14
persons were moderately ill and 2 persons were
markedly ill. In the Dysthymic disorders, out of 14
persons, 3 persons were mildly ill, 9 persons were
moderately ill and 2 persons were markedly ill. Out
of 8 persons in the GAD, 2 persons were mildly ill,
5 persons were moderately ill and 1 person was
markedly ill. Out of 3 persons in the Psychosis NOS,
2 persons were mildly ill and 1 person was
moderately ill. These results were supported by
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various studies, Bhatia and Munjal® found that rate
of depression is patients with HIV is very high and
detecting early and treatment help in the improving
the quality of life. Desta et al. 2022 revealed similar
result that there is high prevalence of depression
among people living with HIV. Girma et al. 2021
was also found that among the patients with HIV,
there was high prevalence of moderate severity of
depression.

The fourth objective is to study the quality of
life who has psychiatric comorbidities in HIV
positive patients on ART in this group. This objective
was verified with the help of computing mean,
standard deviation of quality of life score and one
way ANOVA was used to see the reliability of
difference between different psychiatric morbidities
groups. The result was found that all the groups
were statistically significant differ from each other
on the parameter of quality of life. Overall quality
of life was better in the persons with GAD and
followed by Substance use disorder, Dysthymic
Disorder, Depressive Disorder and Psychosis NOS.
Being HIV patient it is difficult for the person to get
proper support, whether it is social or medical his
or her neighbour or community discriminate him or
her in many aspects which results in depression,
anxiety and rumination of guilt and sometimes
suicidal ideation. Persons with HIV who were
depressed had significantly lower QOL than the
subjects not suffering from depression, more so in
the environment and social relationships domains.3®

Limitation

Since the Brief Psychiatric Rating Scale (BPRS)
used to access the severity of various psychiatric
morbidities like Depression, Psychosis, Generalized
Anxiety Disorder and Dysthymia, therefore the
severity of substance use disorders cannot be
accessed.
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ABSTRACT

Introduction: Psychogenic nonepileptic seizures (PNES) are kept under “dissociative
convulsions in the dissociative disorders” in ICD-10 and as “somatic symptom and related
disorders—conversion disorder (functional neurological symptom disorder)” in DSM-5. The
reason of the origin of it is psychological and they are also known as Pseudoseizures. It can be
assumed that the personality constructs like social skills and self esteem plays an important
role in it and requires special attention about it for management of PNES. Aim: The aim of the
current study is to assess and compare the social skills and self esteem of Adults with PNES and
Control Group and to find out the relationship between social skills and self esteem of Adults
with PNES and control Group. Methodology: The study consisted of total 60 participants, 30
adults with PNES, 30 participants from the control group, with a cross sectional study design.
The tools used for the study were: Vellore scale for social performance, Rosenberg self esteem
scale. Results: Comparison and correlation among the social skills and self esteem was analyzed.
Asignificant difference was found when the self esteem of male with PNES was compared with
male of Control group and female with PNES was compared with female of control group. A
significant difference was also analyzed between the social skills and self esteem of Adults with
PNES and Control Group, and a positive correlation exists between the social skills and self
esteem. Conclusion: Poor social skills and low self esteem plays a very significant role in the
occurrence of PNES. Hence, a significant intervention might be planned for these domains for
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a better management plan.

Keywords: PNES, Pseudoseizures, Social skills, Self esteem.

Introduction

Psychogenic nonepileptic seizures (PNES) are
defined as “dissociative convulsions in the
dissociative disorder” under ICD 10 and as “somatic
symptom and related disorders-conversion disorder
(functional neurological symptom disorder)”” under
DSM-5.! These are paroxysmal, compulsory
changes in behavior, sensation, motor movement,
mental processes (change in consciousness), or
autonomic capability connected to an issue in the
handling of mental or social functioning.? It is usually
found between the age of 15 and 35 years, with
approximately eighty percent patients as women.>

Social isolation is one of the perpetuating factors
in the patients with PNES. Social interaction is
important for the individual of all the ages. Whereas,
Social Skills can be classified as the set of skills
which an individual requires while interacting and
communicating with each other. These skills are
related to the societal norms and help people to
understand that what attitudes and behaviors are
normal, expected and acceptable in a situation.*

Researchers showed that the patients with PNES
might have limited interpersonal skills and face
problem while regulating their emotions.’ They prefer
to involve more in the indoor or solitary activities.®’
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Individuals with dissociative symptoms are
prone to respond faster when being connected with
rejection related words. This dysfunctional implicit
self-evaluation might result in biased perceptions of
other individual’s towards themselves, provoking
maladaptive social ways of behaving that can block
the occurrence of events and maintenance of relation-
ships in dissociative individual. People with addi-
tional dissociative symptoms answered quicker while
matching self-pronouns with dismissal related words
than with acknowledgment related words. The
correlation between dissociation and this self rejec-
tion association remained significant when
statistically controlling for unfavorable interpersonal
experiences and for depression, anxiety and self
esteem.’

This study is an attempt to understand whether
social skills and self esteem may also be related to
adults with Psychogenic Nonepileptic Seizures. It
will be useful to assess the social skills and self
esteem in Psychogenic Nonepileptic Seizures,
because assessing these domains may help us in
planning of effective management.

Objectives: To assess and compare the social
skills and self esteem of Adults with PNES and
Control Group and to find out the relationship
between social skills and self esteem of Adults with
PNES and control Group.

Material and Methods

The subjects for the study consists total 60
participants, 30 adults with PNES, 30 participants
from the control group. For adults with PNES, adults
above age 18 years, from either gender were taken.
For the control Group, adult age 18 years and above,
with either gender that scored below 12 were taken.
Adults with the presence of any psychiatry/neurolo-
gical illness, psychoactive substance abuse, Diag-
nosis of Intellectual Disability were excluded for both
the groups. The study had a cross sectional design.
Informed consent was taken from the participants
and a self structured performa was used to collect
the socio demographic details. Tools used for the
study were: Vellore Assessment of Social Perfor-
mance. It was developed by S. Thamaraiselvi, A.
Priyadarshini, Namrata Arisalya, Reema Samuel,
K. S. Jaco. The scale consists of 5 domains (Non-
Verbal Social Skills, Verbal Social Skills, Receptive
Social Competence Skills, Processing Social

Competence Skills, Expressive Competence Skills)
with 7 point scale, followed by 20 questions.® The
another scale used for the study was Rosenberg Self
Esteem Scale. The scale was developed by Morris
Rosenberg. It consists of 10 questions, with 4
options.

Results

In the present study, comparison of social skills
and self esteem of adults with PNES and control
group was studied. As the data was non parametric,
hence Mann Whitney U test was used to compare
the social skills and self esteem between- Male of
PNES and control group, female of PNES and
control group. Correlation between social skills and
self esteem in both the groups was seen using
spearman correlation method. Results are shown in
Table 1.

Table-1: Comparison of the Social Skills and

Self Esteem

Variables U Score Z score

Social Skills Male with PNES & 41 07754
Control Group

Social Skills Female with PNES & 104 -1.70063
Control Group

Self Esteem Male with PNES & 25% 2.5044
Control Group

Self Esteem Female with PNES & 58.5% -3.16061
Control Group

Social Skills Male and female with 89 -.022628
PNES

Self Esteem Male and female with 70.5 -1.06352
PNES

Social Skills Adults with PNES & 102* -5.13759
Control group

Self Esteem Adults with PNES & 46.5* -5.95812
Control group

*Significance at p<.05

Comparison of Social Skills and Self Esteem:
The overall results indicated that there is a significant
difference exists when the self esteem of male with
PNES was compared with male of Control group
and female with PNES was compared with female
of control group. A significant difference was also
analyzed between the social skills and self esteem
of Adults with PNES and Control Group.

Correlation between social skills and self
esteem: The correlation coefficient (r) between social
skills and self esteem for the adults was PNES was
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p = 0.60 and the correlation for the control group
was p = 0.80, with a positive correlation, indicating
a high positive relationship between social skills and
self esteem for the control group in comparison to
Adults with PNES.

Discussion

Social Skills are important because they help
us to interact with each other with predictability, so
that we can understand each other in a better way. It
allows an individual to express both positive and
negative feelings in interpersonal situations. When
social skills between male and female with PNES
were compared, no significant difference was found.
Hence, the chances of occurrence of PNES in both
male and female are same. No significant difference
was also seen between social skills between male
with PNES and male of control group, female with
PNES and female of control group. But when social
skills of adults with PNES were compared with
Control group, a significant difference was analyzed.
Social isolation is one of the important perpetuating
factors in the patients with PNES.!° They have low
social behavior’ and involve more in the indoor or
solitary activities,® with limited interpersonal skills.’
These adults faces problem while interacting with
others.

A significant difference was also observed in
the self esteem of adults with PNES and control
group. Although, when self esteem was compared
among male and female with PNES, no significant
difference was seen. But when it was compared
between male with PNES and male of control group,
female with PNES and female of control group, a
significant difference was there. Researchers have
indicated that adults with PNES have low self
esteem. They see themselves as unworthy and always
try to evaluate themselves negatively. Individuals
with high self-esteem tend to be psychologically
happy and relaxed,'!"!* whereas those with low self-
esteem are psychologically unhappy and depressed. '

Individuals with high self esteem feel good about
themselves, they are able to cope effectively with
challenges and negative feedback, and they live in a
social world in which they believe that people value
and respect them. By contrast, people with low self
esteem see the world through a more negative filter,
and their general dislike towards the self establish
perceptions of everything in their surroundings.

Patients with dissociation have “need for self
esteem”.'* There symptoms subside when the needs
are fulfilled, whereas the symptoms increases in the
patients where the problems remains unresolved.
Patients with conversion disorder were found to have
type D personality traits and low self esteem. '

In the present study, a positive correlation was
analyzed between the social skills and self esteem in
both adults with PNES and control group. There is
a high positive correlation of the control group when
compared with the Adults with PNES. Need of social
skills, especially in the areas like impression
management, playing various social roles, and
communicating effectively may led to a positive
social self image. Possession of social skills leads
to a form of “social” self-efficacy-a belief in one’s
ability to master vivid social situations.'”'® Hence,
it can be assumed that there should be positive
relationships between social skills and self esteem.
Evidences also suggest that the social skills are
positively correlated with the self esteem. A study
revealed a positive correlation between the social
skills and self esteem. !¢

Self Esteem
(Low)

Social Skills |—»

(Poor)  j—— PNES

So, overall on the basis of the present study, it
can be concluded that the adults with PNES have
limited social skills and self esteem. They tend to be
socially isolated and face interpersonal issues which
somewhere makes them feel unworthy and evaluate
themselves negatively. It becomes the reason of their
low self esteem. Due to lack of social skills and low
self esteem, they are not able to interact with people
and involve more in the solitary activities because
of which do not get attention from people around
them. Hence, they adopt the process of dissociation
as it also helps them to get the attention from others
and becomes the reason of occurrence of PNES.
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ABSTRACT

Background: Dissociative (Conversion) disorder is a clinical dilemma for both neurologists
and psychiatrists with a history that may date back to antiquity. It is also known as ‘‘functional
neurological symptom disorder” and is defined as a Deficit of sensory or motor function that
cannot be explained by a medical condition and that is preceded by conflicts or other stressors,
indicating that the deficit is related to psychological factors. Aim: To study of socio-demographic
and associated clinical profile in female patients with Dissociative (Conversion) disorder.
Material & Methods : On the basis of inclusion and exclusion criteria, two hundred and forty
four female patients between 18—50 age group who gave the informed consent for the study
were included in the study. Diagnosis of Dissociative (conversion) disorder (CD) was made
according to International classification of Mental and Behavioural disorders-10" version
(ICD-10). General health questionnaire (GHQ-12). Hamilton Depression Rating Scale (HAM
— D) for severity of Depression. Hamilton Anxiety Rating Scale (HAM—-A) for severity of Anxiety,
PSLES (Presumptive Stressful Life Events Scale) are applied to study socio-demographic and
associated psychosocial stressors in female patients with Dissociative (Conversion) disorder.
Results: This study reported that Conversion disorder was highly prevalent in younger age
group (18—24 years) that is 45%, followed by 25-31 years (22%,). Least affected age group was
46-50 (04%). Maximum number of patients belonged to the rural background (78%), urban
were 53 (22%). Majority from the sample of the patients 101 (59%) are married, 41% are
single. Followed by Students (35%,) only 2% were employed. In this study majority (57%) had
precipitating factor preceding conversion disorder, the most common subtype of Dissociative
Disorder is Dissociative convulsion (35%,), followed by Dissociative motor disorder (33%). It
was reported that out of the sample population of CD patients 157 (64%) had psychiatric co-
morbidity. Conversion disorder patients had 33 (14%) mild depression, 30(12%) had moderate
depression. Conversion disorder patients 20 (08%) had mild anxiety and 04 (02%) had moderate
anxiety. The biggest stressful event leading to CD was conflict with in laws (33%,) followed by
Family conflict (12.7%), Death of close family member (12.3%), break up with friend (11.48%,).
Conclusion: The primary factor in all cases of CD is stress and internal conflict. As in our
study, CD was found to be more prevalent among younger age groups, hindu religion,
married females, lower middle Socioeconomic Class, people belonging to rural Background,
and those who have primary education, there are mostly psychosocial stressors preceding them.
Most of them suffer from co morbid psychiatric disorder mainly anxiety and depression.

Keywords: Dissociative (conversion disorder), Females, Stressors, Anxiety, Depression.
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Introduction

Conversion disorder (CD) is a clinical dilemma
for both neurologists and psychiatrists, with a history
that may date back to antiquity.! The term “conver-
sion disorder” was first used by renowned psycho-
logist Sigmund Freud. He proposed that the symp-
toms of conversion disorder represent unconscious
conflict.? Hippocrates also suggested that the
“wandering uterus” was to blame for women’s
dissociation and called it “hysteria”, yet with the
advancement of science, the emphasis switched from
these religious and spiritual notions to a scientific
base.? In the Diagnostic and Statistical Manual of
Mental Disorders (DSM)-V, the term “conversion”
refers to the substitution of a somatic symptom for
a suppressed idea. It is also known as “functional
neurological symptom disorder” and is defined as a
deficit of sensory or motor function that cannot be
explained by a medical condition and that is preceded
by conflicts or other stressors, indicating that the
deficit is related to psychological factors.*

It usually starts in early adulthood and usually
happens after a stressful event. Conversion symp-
toms are categorised as dissociative disorders in the
10th edition of the International Classification of
Diseases (ICD) (e.g., dissociative motor disorder).’
Evidently, it provides a significant portion of the
population of psychiatric patients, especially in the
developing nations, but its incidence has been
declining in the western countries. Study of Clinical
Correlations and Sociodemographic Profile in
Conversion Disorder by various authors, a loss of
the normal integration between memories of the past,
identity awareness, present feelings, and control over
bodily motions, with similar diagnostic criteria, is a
common theme across dissociative (or conversion)
disorders.>®

Previous research has revealed relationships
between conversion and a wide range of clinical
traits, either with or without aetiological significance.
It has been suggested that female sex, standing within
the sibling group, low socioeconomic status, depre-
ssion, personality disorders, and emotional stress are
all linked to disorder. According to a review of the
literature, women are more likely than men to
experience conversion disorder globally, with a
prevalence rate of about 20%.’

There are more girls than boys that suffer from
conversion disorder.® Rural settings and impove-

rished nations are where dissociative disorder
(conversion disorder) is more common. Conversion
disorder, also known as dissociative disorder, can
appear at any age, but it is thought to occur most
frequently in people between the ages of 15 and 35,
more common in those with poor socioeconomic
status, less education, and less medical expertise.’

In India, conversion disorder is more common
among young adults from low-income, joint homes
and is disproportionately more common in women.
Additionally, married housewives make up the
greatest category of illiterates, whose prevalence has
been found to be higher. The clinical manifestations
of conversion disorder and sociodemographic
factors, however, are less well understood in this
area.’

This study aims to identify the various socio-
demographic factors that are related to dissociative
conversion disorder, psychosocial stressors that are
associated with it, and the most typical clinical
presentation that is related to it in patients with
dissociative (conversion disorder) who present to the
department of psychiatry.

Materials and Methods

The study was conducted with due permission
from the scientific and the ethics committee, this
observational cross sectional study was carried out
in the department of psychiatry of a tertiary care
hospital attached to a medical college. The study
period was 18 months (January 2021 — June 2022).

A detailed survey on the female cases with
Dissociative (conversion) disorder presenting to the
psychiatry OPD and Emergency department was
done after taking written informed consent from
them.

The patients suffering from any organic dis-
orders, epilepsy or any neurological condition or
systemic Medical/Systemic illness, substance abuse
and those who refuse to participate in the study were
excluded from the study.

All of the included participants were first
administered a semi-structured performa which was
designed for taking the socio-demographic and
clinical data followed by the assessment tools like
General health questionnaire (GHQ-12), Hamilton
Anxiety Rating Scale (HAM-A), Hamilton
Depression Rating Scale (HAM-D) and Presumptive
Stressful Life Event Scale (PSLES). Diagnosis of
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Dissociative (conversion) disorder (CD) was made
according to International classification of Mental
and Behavioural disorders-10™ version (ICD-10).

Results: The socio-demographic characteristics
of the 244 patients are presenting in Table - 1.

changes in schooling, marriage or relationships,
occupation, and other life events that are happening
to persons in this age range. inability to manage The
majority of women in this age group get married in
these communities and start new families; they also

Table-1: Socio-demographic variables of Participants

Variables Number (n=244) Percentage (%)
Age 18-24 110 45
25-31 54 22
32-38 32 13
39-45 38 16
46-50 10 04
Marital status Single/widowed/divorced 101 41%
Married 143 59%
Family type Nuclear 52 21%
Joint 177 73%
Extended Nuclear 15 06%
Socio-Economic Status Upper 17 7%
Upper middle 22 9%
Middle 35 14%
Lower middle 100 41%
Lower 70 29%
Religion Muslim 09 04%
Hindu 231 95%
Sikh 04 01%
Others 00 00%
Domicile Rural 191 78%
Urban 53 22%
Occupation Unemployed 10 04
Student 87 35
Homemaker 143 59
Employed 04 02
Level of education Illiterate 27 11%
Primary 64 26%
Secondary 59 24%
Senior secondary 54 22%
Graduation and above 40 17%

Discussion

It was a cross-sectional study, consecutive
sampling method with one-time assessment was
adopted. The Observation drawn are as follows:

This study reported that Conversion disorder
was highly prevalent in younger age group (18-24
years) that is 45%, followed by 25-31 years (22%).
Least affected age group was 4650 (04%). The
majority of the patients in our study were under 25
years old, which was consistent with findings from
earlier investigations.®!%12 According to a study by
Shah,'? the average patient age was 21.23 years, and
the majority of patients (84.5%) were under the age
of 30. It was determined that this age group was the
most vulnerable. This might be due to the significant

have to abide by the new family’s rules and regula-
tions and share the responsibility of taking care of
their husbands’ needs and the pressure to start their
own families.

The maximum number of patients belonged to
the rural background (78%) and urban were 53
(22%). Similar findings were made in the study by
other authors.%!*!> Which discovered that most of
the patients came from rural backgrounds. This may
also be because most patients at this hospital come
from rural areas because the hospital is located in a
suburban area and is in close proximity to many
villages.'® However, fewer studies have reported a
higher proportion of urban patients in their research,
which contrasts with the majority of studies.!! The
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Table-2: Psychiatric Comorbidities, Clinical features, Subtypes of Dissociative (Conversion)
Disorder, observed stressors and other factors

Variable N =244 Percentage (%)
Depression in conversion patients No Depression 181 74%
10-13 — Mild 33 14%
14-17 — Moderate 30 12%
>17 — Severe 00 00%
Ancxiety in conversion patients No Anxiety (< 7) 220 90
814 — Mild 20 08
15-23 — Moderate 04 02
> 24 Severe 00 00
Psychiatric comorbidity Yes 157 64
No 87 36
Sub-type of dissociative Dissociative amnesia 19 08%
(conversion) disorder Dissociative Fugue 00 00%
Dissociative stupor 05 02%
Dissociative Trance Possession Disorder 18 07%
Dissociative convulsion 85 35%
Dissociative motor disorder 81 33%
Dissociative anaesthesia and sensory loss 22 09%
Mixed and other dissociative disorders 14 06%
Symptoms Pseudo seizure 98 40
Sensory symptoms 19 08
Motor symptoms 90 37
Mixed symptoms 37 15
Family history Yes 28 11%
No 216 89%
Precipitating factors Present 140 57%
Absent 104 43%
Stressors observed Lack of child 5 2.05 %
Death of close family member 30 12.3 %
Marital conflict 19 7.7 %
Conflict with in laws (other than over dowry) 33 13.5 %
Broken engagement or love affair 19 7.7 %
Major personal illness or injury 10 4.1 %
Financial loss or problems 10 4.1 %
Illness of family member 10 4.1 %
Self or family member unemployed 04 1.6 %
Lack of son 09 3.69 %
Large loan 04 1.64 %
Marriage of daughter or dependent sister 04 1.64 %
Family conflict 31 12.7 %
Break with friend 28 11.48 %
Failure in examination 12 492 %
Appearing for an examination of interview 05 2.05 %
Getting married or engaged 05 2.05 %
Trouble with neighbour 04 1.64 %
Change in working condition or transfer 02 0.82 %
Duration of illness 0—6 month 110 45%
6 month — 1 year 124 51%
1 year and above 10 04%

study location was in an urban area with more
educational facilities, which could be the cause.
According to the current study, the majority of
patients (59%) were married, and every single one
of them worked at home. These findings are

comparable with previous studies® '21* where it was
found that 76.25% of the patients were married, the
fact that women enter a new milieu with marriage
may be the cause. Poor adjustment With In-
laws does havoc on their mind. The more frequent
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occurrence among married women may be attributed
to these stressful life circumstances in contrast to
other study!' which claims that dissociative
(conversion) disorder is more prevalent in single
people. Hysteria is reportedly widespread among
married people, according to previous Indian studies.

In this study, nearly all of the married patients
are homemakers (59%) and non-earning members.
These results are in line with those of previous
study,!” which state that patients without personal
income are more likely to suffer from conversion
disorder, and that 87% of patients who had this
illness were students. In contrast to our findings,
Haamid'® found that conversion disorder was more
frequently seen in students (52.6%) and homemakers
(23.7%). This could be as many patients in our study
were campus students.

The majority of the survey participants (26%)
had only completed their primary education up to
the fifth grade. Similar findings were reported in
studies by other studies®!*!” who found that dissocia-
tive (conversion) disorder is common among patients
with only primary-level education. Pointing to a
significant correlation between educational attain-
ment and the likelihood of conversion. In contrast,
patients with higher levels of education were shown
to have higher prevalence rates in Datta’s's study.
Only 13.5% had completed college, while the
majority had only completed high education, more
patients (65.21%) were found to be illiterate. Similar
study done by Kumar,'¢ since educating a female is
still a major problem in India, most people focus on
educating a male child rather than a female child,
making up the majority of the population (80%). As
per our study, women only receive formal education
at home and are typically only taught up to the first
grade.

In this study, it was found that the majority of
patients (100) 41%, belonged to the lower middle
socioeconomic class, followed by the lower class,
or 29%. Similar outcomes were observed in the study
by Shah,!* who included patients with a maximum
percentage (53%) from lower medium socio-
economic status in their analysis. In other research,
it was discovered that the majority of participants
were from lower socioeconomic position, according
to other studies.®!!'* This suggests that the epide-
miology of conversion disorders is changing as a
result of socioeconomic status.

Majority of the patients were from Joint family
73%, followed by Nuclear 21%.

In this study presence of precipitating stress
factor, majority (57%) had precipitating factor
preceding conversion disorder. family conflict was
shown to be the most frequent precipitating factor
in the study by Thapa.'’

High rates of childhood physical, emotional, and
sexual abuse have been identified among conversion
disorder patients in western literature,'* but not in
Indian studies on conversion.? Our study found that
childhood sexual abuse was prevalent at 6% and
childhood physical abuse was prevalent at 9%. These
findings were somewhat consistent with those of a
Turkish study, which found that childhood physical
abuse was prevalent at 8.9% and childhood sexual
abuse was prevalent at 2.5% in their study popula-
tion.? In contrast, a different study found that a very
high percentage of sexual abuse (26.3%) and
physical abuse (44.7%) occurred.

In this study the most common sub type of
Dissociative Disorder is Dissociative convulsion
(35%), followed by Dissociative motor disorder
(33%), none were from Dissociative fugue.

It was reported that Out of the sample popula-
tion of CD patients 157 (64%) had psychiatric co-
morbidity. Other studies in this line® found that
Comorbid psychiatric disorder was observed in
61.81%, in which depressive disorders were seen in
43.64%, followed by mixed anxiety and depression
in 14.55%, adjustment disorder, and anxiety. 14%
were having mild depression and 12% moderate
depression, but none were shown to have severe
depression.

Conversion disorder patients had 33 (14%) mild
depression, 30(12%) had moderate depression. The
prevalence of depression in patients with dissociative
disorders was 42 (84%), according to research by
Alvi & Shah,"* with the majority of cases having
moderate depression.

In this study, conversion disorder patients 20
(08%) had mild anxiety and 04 (02%) had moderate
anxiety. In contrast, several studies have found that
patients with conversion disorder experience sub-
stantially higher levels of anxiety (35%, 60%).'°

The biggest stressful event leading to CD was
conflict with in laws (33%) followed by Family
conflict (12.7%), Death of close family member
(12.3%), break up with friend (11.48%). Conflict
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with in-laws (26%) was the biggest stressor in study
by Balram et al*' out of 151 CD patients, who also
had non-epileptic attacks, followed by the death of
a family member (12%). While family conflict was
shown to be the most frequent precipitating factor
in the study by Thapa,'? which compared 39 patients
with 39 controls in a case-control study, the findings
of our investigation are quite similar. Another
research project by Reddy® Family conflicts
(41.82%), education-related issues (29.09%), inter-
personal issues (14.55%), marital problems (5.45%),
money issues (3.64%), occupation-related issues
(1.81%), death in the family (1.81%), and physical
abuse (1.81%) were the main stressors identified in
the study participants.

Limitations & suggestions

This study presents cross-sectional data from
solely hospitalized cases. Therefore, we cannot be
certain that the findings can be applied to the entire
community. A small sample size was used. Therefore,
we should exercise caution when extrapolating the
findings to the entire population. There is no control
group present. In this survey, the higher lower
socioeconomic class group predominated. High
socioeconomic status individuals may exhibit
differently, thus we must use caution when extra-
polating the findings to the community. Cross-
sectional and non-blind evaluations of burden were
conducted. Data was gathered from a caregiver for
a single family. A number of burden-related media-
tors, including coping, appraisal, stated emotions,
and social support, were not evaluated. This type of
study should be done at community level also.
Increase sample size in order to get more efficient
results.

Conclusion

Conversion Disorder (CD) is particularly
challenging to identify and treat since it typically
has no physical or neurological aetiology. The
majority of these instances are also neglected by a
number of other fields, including medicine, neuro-
logy, and surgery. As a result, many individuals wait
longer for their psychiatric care. The primary factor
in all cases of CD is stress and internal conflict. As
this field has not been well researched, the current
study emphasizes the importance of awareness
regarding the symptomatology and numerous Social

and Demographic factors contributing to Conversion
disorder. As in our study, CD was found to be more
prevalent among younger age groups, Hindu religion,
married female patients, lower middle Socio-
economic Class, people belonging to rural Back-
ground, and those who have primary education, there
are always psychosocial stressors preceding them.
Most of them suffer from co-morbid psychiatric
disorder including anxiety and depression. While
temperamental characteristics including low socio-
ability, low rhythmicity, low distractibility, strong
emotionality, and high energy levels are typical in
youngsters, neuroticism and emotionally unstable
personality traits are more prevalent in adult patients.
The goal of managing patients of CD with best
treatment can only be achieved through awareness
about the illness and socio-demographic variables
among the society, Hospitals, and various treating
Physicians and Surgeons.
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Introduction

Arare but serious fungal infection called mucor-
mycosis, also called zygomycosis, is caused by
fungus in the order Mucorales. This particular genus
of moulds is frequently discovered in dirt, dead
plants, and animal waste. These fungi’s spores enter
the body through the nose and sinuses, where they
typically induce an illness that could be fatal. Lungs,
eyes, the brain, and the skin are just a few of the
body organs that mucormycosis can damage. The
signs and symptoms can include fever, coughing,
headache, facial pain, black lesions on the skin, and
eyesight loss depending on where and how severe
the infection is. Organ failure, sepsis, and death are
just a few of the catastrophic problems that can arise
from the infection’s rapid progression.! Despite being
relatively uncommon, mucormycosis has been linked
to immunocompromised people, including those with
uncontrolled diabetes, HIV/AIDS, organ transplants,
and cancer.

According to recent research, COVID-asso-
ciated mucormycosis, also known as CAM, has
become more common in COVID-19 patients,
particularly in those who already have pre-existing
illnesses such diabetes, kidney or heart problems,
and malnutrition. Unknown factors may be to blame
for the rise in instances among COVID-19 patients,
including the use of steroids and other
immunosuppressive therapies in COVID-19 care.?

Mucormycosis recovery prospects are low
despite early diagnosis and vigorous combination
surgical and medicinal therapy. As there is virtually
little morbidity connected with the treatment, mutila-
tion and vision loss are the two main drawbacks of
orbital exenteration.>* But since so many patients
already have irreparable blindness, survival should
come first. The significance of psychosocial thera-

pies in patients undergoing surgery for disfigurement
has been evaluated in several research. Effective
mental health management also shortens the length
of therapy and speeds up postoperative recovery.

The initial diagnosis can be daunting, parti-
cularly for people with underlying illnesses or
compromised immune systems. Stress, anxiety, and
depression can result from the physical, mental, and
financial strain associated with the condition’s
diagnosis, treatment, and long-term maintenance.*
The affected people’s psychological wellbeing may
also be significantly impacted. In individuals with
Mucormycosis and CAM, depression, anxiety,
stress, low self-esteem, and suicidal thoughts were
the most common psychiatric disorders.’The present
work was undertaken in this context to correlate
psychiatric illness and psychological impacts in
patients of Mucormycosis and CAM.

Mucormycosis
Pathophysiology of Mucormycosis

Mucormycetes mould can enter a vulnerable
host through the mouth, nose, or burned or damaged
skin, causing infections in the gastrointestinal tract,
skin, or rhino-orbito-cerebral region. Vascular
thrombosis and potential tissue necrosis are also side
effects of mucormycosis. According to studies, rhino
cerebral mucormycosis is the most prevalent type
of mucormycosis. Patients with leukaemia and
uncontrolled diabetes are more likely to experience
it. Rhino-cerebral Mucormycosis can sometimes
develop to the central nervous system and be deadly.
Lungs and sinuses could be the second-most common
infection location. Over 60% of those who have lung
infections die. ¢

In a severe case of COVID-19, a patient may
experience immune system dysfunction with a
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decline in lymphocyte counts and an exponential rise
in inflammatory cytokines like IL-6, IL-1, IFN-,
MCP-1, IP-10, IL-4, and IL-10, which can cause
hyperinflammation in the lungs and, in some cases,
cause death. Physicians recommended the use of
immunosuppressants or steroids as a life-saving
treatment in severely ill patients due to the severity
of hyperinflammation or viral load. In addition to
decreasing immunity and raising blood sugar levels
in diabetes and non-diabetic patients, steroids also
diminish lung inflammation. 18 The doctors believe
that immunosuppresed patients have a higher risk
of developing mucormycosis or black fungus.®-2
The spike protein on the envelope of the severe
acute respiratory syndrome coronavirus type 2
(SARSCoV-2) can attach to angiotensin converting
enzyme type 2 (ACE-2) found in the pancreatic beta
cells, lungs, kidney, and small intestine to allow entry.
It’s feasible that virus penetration into pancreatic
cells will harm beta cells and cause an insulin
shortage. Patients who have both hyperglycemia and
ketoacidosis are more prone to mucormycosis mould
infections. Treatment of Covid-19 patients with
immunosuppressants puts them at high risk for
developing mould infections because it creates
malfunctioning phagocytes that are less able to kill
intracellularly by oxidative and non-oxidative
mechanisms. The pathophysiology of diabetic
patients with ketoacidosis further revealed that
hyperglycemia and an acidic pH (7.3-6.88) also
cause higher levels of free iron in the serum, which
is caused by iron release from the binding proteins.
Additionally, Rhizopus arrhizus and Rhizopus
oryzae, two Mucormycosis mould species, benefit
from the free iron. Deferoxamine acts as an iron
chelator, hence patients who receive it are also more
likely to be attacked by Rhizopus species.!32
According to studies, fungus siderophores have
a stronger affinity for iron than deferoxamine, which
enables them to readily release iron from the drug
and give it to the fungus. It was also mentioned that
adipose tissues from obese people release adipokines
that alter glucose metabolism by producing excessive
amounts of inflammatory cytokines (IL-6, IL-8, and
TNF-). Reactive oxygen species (ROS) are also
produced by mitochondria in obese patients’ adipose
tissues. Higher levels of ROS in a hyperglycemic
state will result in more glycosylation and activated
protein kinase C. As a result, Covid-19 patients who

are obese are also more likely to contract Mucor-
mycosis. Patients who have undergone bone marrow
or solid organ transplants, have liver cirrhosis, or
have neutropenia are also more likely to contract
mucormycosis. Monocytes and neutrophils, which
have the ability to inhibit mucormycetes mould, are
less prevalent in these patients. 2!-26

Therefore, it may be concluded that a Covid
patient who has less monocytes and neutrophils has
a higher risk of contracting mucormycosis. Like
previously mentioned, individuals with diabetic
mellitus, ketoacidosis, lowered immunity, and those
on immunosuppressants/corticosteroids like in the
case of Covid-19 all increase the risk of developing
mucormycosis mould.

Clinical features

Mucormycosis can affect different parts of the
body, including the lungs, sinuses, brain, and skin.
The clinical features of mucormycosis vary depend-
ing on the site of infection.

Rhino-orbito-cerebral mucormycosis (ROM)
is the most common form of mucormycosis. It affects
the sinuses and brain and is often seen in patients
with uncontrolled diabetes or those who have
undergone bone marrow transplantation. Symptoms
of ROM include facial pain, swelling, fever,
headache, and blurred vision. Blackening of the nasal
mucosa or palate may also be seen.?’:8

Pulmonary mucormycosis (PM) is another
form of mucormycosis that affects the lungs. It is
seen in patients with hematological malignancies,
solid organ transplant recipients, and those on corti-
costeroid therapy. Symptoms of PM include fever,
cough, chest pain, and shortness of breath.?’-?®

Cutaneous mucormycosis (CM) affects the
skin and soft tissues. It is seen in patients with burns,
trauma, or immunosuppression. Symptoms of CM
include redness, swelling, and pain at the site of
infection. The skin may turn black and become
necrotic.?”?

Gastrointestinal mucormycosis (GIM) affects
the gastrointestinal tract and is seen in patients with
hematological malignancies or those who have
undergone solid organ transplantation. Symptoms
of GIM include abdominal pain, diarrhea, and
gastrointestinal bleeding.?’?*

Disseminated mucormycosis is the most severe
form of mucormycosis and affects multiple organs.
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It is seen in immunocompromised patients with
uncontrolled diabetes, hematological malignancies,
or solid organ transplantation. Symptoms of DM
include fever, abdominal pain, respiratory distress,
and altered mental status.?’-?

Lab Diagnosis of Mucormycosis:

Microbiological Examination: The diagnosis
of mucormycosis is often challenging due to its
nonspecific symptoms and similarities to other
diseases. Laboratory tests, including fungal culture
and molecular diagnostic techniques, may help
confirm the diagnosis.

Potassium hydroxide wet mount (KOH): 1t is a
quick presumptive test for identifying the fungus
infection. A tiny portion of the BAL or sputum from
the removed tissue is maintained in 20% KOH, which
dissolves the proteinaceous and other materials. By
maintaining the mount at 37°C, we can hasten the
dissolving process. The Mucorales hyphae show coeno-
cytic broad aseptate/sparsely septate hyphae with right
angle branching giving them a ribbon-like appearance
in the KOH wet mount.? It’s critical to distinguish the
Aspergillus hyphae, which also causes rhinosinusitis
and angioinvasion, from the Mucorales hyphae.

Culture: To identify the causal fungal pathogens
and their antifungal susceptibility, culture is a crucial
diagnostic tool. The most popular medium for growing
the fungus pathogen is Sabouraud’s Dextrose agar
(SDA). Briefly, the received sample is divided into
numerous tiny pieces, inoculated directly onto SDA and
Potato dextrose agar (PDA), and then incubated at 25°C
in BOD. At 25°-37°C, Mucorales grow quickly, with
cottony, fluffy growth typically visible within 72 hours.
Standard mycological techniques such as colony
characteristics, morphological features on lactophenol
cotton blue mount (LPCB), and growing at various
temperatures are used to identify the causal fungal
infection. The presence or lack of rhizoid, the length
and branching pattern of the sporangiophore, the
apophysis, the columella, the collarette, the form of the
sporangium, the size and shape of the sporangiospores,
and the zygospore are all morphological traits that may
be seen on the LPCB mount. When reporting the
cultivated fungal, caution should be used because it can
be contaminated. Other supportive tests help with the
diagnosis in such circumstances. The fundamental issue
with the culture is its low sensitivity, as there is typically
no growth in more than 50% of mucormycosis patients.
This low culture positive could be caused by a number
of variables, including sample collection, storage, and
processing. The viability of Mucorales is impacted by
sample storage at 4°C. The viability of these fungal

pathogens is further impacted by the processing of tissue
samples, such as grinding or homogenization. However,
these problems can be easily resolved if the practitioner
and the diagnostic laboratories have good communi-
cation. The primary cause of mucormycosis is Rhizopus
arrhizus (R. oryzae). On SDA media, it grows quickly
at room temperature and cottony, fluffy growth with
black specks is seen, like salt paper. On the LPCB wet
mount, a well-developed rhizoid with apophysis,
collarette, hemispherical columella, and globose hyaline
dark brown sporangium with many striated sporangio-
spores is seen in opposition to long, unbranched
sporangiophores.*

Molecular techniques: These techniques are
frequently employed to determine the pathogen respon-
sible for the growth and to diagnose mucormycosis from
clinical samples. To diagnose mucormycosis, a variety
of molecular techniques are utilised, including semi-
nested PCR, nested PCR with RFLP, real-time PCR
targeting the ITS region, and specialised primers
targeting a small number of mucoralean genera/species.
The 18S ribosomal RNA gene is the most often targeted
of them, although additional genes, including 28S
rDNA, the mitochondrial gene rnl, the cytochrome b
gene, and the CotH gene unique to Mucorales are also
being targeted. After the targeted region has been
amplified, it is sequenced to identify the fungus that is
causing the problem. When traditional diagnostic tools
are ineffective or the fungus load is minimal, these
molecular techniques help with the diagnosis. Because
molecular-based diagnostic methods cannot distinguish
between the real pathogen/colonization or contamina-
tion, care should be given when interpreting their
results. Only 54% (27/54) of the ROCM cases were
verified by ITS2 amplification with subsequent
sequencing. This indicates that amplification of various
target genes may have varying outcomes for mucor-
mycosis. In contrast, all 50 samples that underwent
Mucorales-specific PCR amplified DNA were ultimately
classified as Mucorales species.” Given that ITS 2 is
found in all fungal species, this discrepancy might be
the result of the amplification of every fungal component
found in clinical samples. A non-specific sequence was
most likely produced during amplification by generating
the sequencing of every fungus found in clinical
samples. The only creation of Mucorales-specific
products, however, is produced by the amplification of
Mucorales-specific PCR DNA. In non-sterile
environments, choosing a panfungal target may lead to
the identification of non-specific fungi, which is easily
avoidable by choosing a specific target. Currently, JPCR
using specific primers targeting the cytochrome b gene,
28S rDNA, and real-time quantitative PCR targeting
the ITS1/ITS2 region with particular probes for R.
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arrhizus, R. microsporus, and Mucor spp. are also being
used to diagnosis the pathogenic Mucorales in fresh/
FFPE tissues."

Histopathological analysis: Analysing the excised
tissue’s histopathology is crucial for identifying the
fungi responsible for the tissue reactions and the tissue
reactions themselves. In order to maintain the tissue’s
architecture, the excised tissue must be transported in
a sterile container containing 10% formalin. The excised
tissue is first given a physical examination, after which
it is divided into several little pieces, which are then
paraffin embedded through dehydration, clarifying, and
infiltration. The embedded paraffin block is then divided
into several 4 to 5 micrometre thick pieces and stained
with hematoxylin and eosin (H&E) staining. Tissues
from the suspected mucormycosis case exhibit necrosis,
an inflammatory infiltration containing a high
concentration of neutrophils, and fungal hyphae under
a microscope. Basophilic, broad, aseptate, and with
right-angle branching, the fungus hyphae develop.***

Other Stains

*  Calcofluor White (CFW) stain: A non-
specific fluorochrome dye that is frequently
used to identify fungi in clinical samples.
The presence of fungal components in
clinical samples is made more obvious by
the addition of KOH to the CFW stain.?¢’

*  Hematoxylin and Eosin Staining: The most
used method for histopathological analysis
is H & E staining. Hematoxylin and Eosin,
two colours, are combined to create it. By
recognising hyaline/phaeoid fungus, it
illustrates the inflammatory response
against fungal infections. This staining’s
primary flaw is its inability to pick up fungal
infections in sporadic presence.

*  Periodic acid Schiff (PAS) staining: PAS
staining identifies the fungal cell wall’s
carbohydrate component, which is abundant
in § 1-3, B 1-4 D glucan.

*  Grocott Gomori'’s Methenamine Silver
staining (GMS) staining: A special stain
used to identify the presence of fungi in
clinical samples. Given that it offers better
contrast for screening, it is regarded as the
best. The old and non-viable fungal orga-
nisms in tissue samples are also stained, in
contrast to PAS. The fungal cell wall’s
carbohydrate (glucan) component, which
has a dark and black appearance, is also

visible with GMS staining.

* Serological test: To identify a fungal
infection, galactomannan and D-glucan tests
are frequently employed. With the exception
of Mucormycosis and Cryptococcosis, this
D-glucan test is thought of as a panfungal
antigen test, whereas the Galactomannan
test is specific for Aspergillosis. Due to the
possibility of false positive galactomannan
and D-glucan antigen results, these tests
have a higher negative predictive value.
Similar to this, a positive galactomannan
and D-glucan test rules out the diagnosis of
mucormycosis. Currently, Mucormycosis
can be diagnosed by ELISA testing that
targets the serum R. arrhizus, Rhizomucor-
pusillus antibody, western immunoblotting
targeting R. arrhhizus antigen, Cytoplasm,
hyphae walls, and septate, of R. arrhizus
WSSA. Recently, ELISA (ELISpot) or
immunocytofluorimetric assays that target
T cells that produce IFN specifically for
Mucorales have been evaluated. In contrast
to mice that were not infected with R.
arrhizus, Kanako Sato et al. reported the
presence of a distinct protein antigen,
protein RSA of 23 kDa, in the serum and
lung homogenates of infected mice in 2017.
Being repeatedly exposed to Mucorales
spores results in an antibody titre, making
it difficult to diagnose Mucormycosis by a
serological test. The sensitised T lymphocyte
may be a crucial component of the mucor-
mycosis diagnosis. Again, it can be difficult
to tell the difference between a Mucorale
colonisation and a real pathogen because
these spores easily colonise non-sterile body
sites, 3844

Other Tests

In addition to laboratory tests, imaging studies
play an important role in the diagnosis of mucor-
mycosis. Computed tomography (CT) and magnetic
resonance imaging (MRI) of the affected area can
provide information on the extent and severity of
the infection. Imaging studies may also help to
identify the location of the infection and guide the
surgical intervention.*
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Recent advances

Recent advancements in molecular biology
technologies have made it possible to non-invasively
diagnose mucormycosis. An 18S rRNA-based
quantitative multiplex polymerase chain reaction
(qPCR) targeting Mucor/Rhizopus, Lichtheimia, and
Rhizomucor was developed by Million et al. This
PCR technique was evaluated with the goal of
detecting Mucorales DNA in the blood (serum) early
in the course of the infection. 90% of patients had
serum samples that the authors were able to identify
as Mucorales DNA up to three days before mucor-
mycosis was diagnosed.

Other approaches, such as immunohisto-
chemistry, have also been investigated for the
diagnosis of mucormycosis in addition to molecular
approaches.

In a recent retrospective investigation, an anti-
Aspergillus antibody and a commercial monoclonal
antibody against R. arrhizus were used to evaluate
immunohistochemistry on FFPE tissue samples.
Included were 20 individuals with invasive aspergi-
llosis and 13 patients with confirmed mucormycosis.
Overall, mucormycosis has 100% sensitivity and
100% specificity.

Another Chinese study looked at the effective-
ness of combining different methods to diagnose
mucormycosis in FFPE tissue samples. Prior to DNA
extraction, the authors used an advanced technique
called LASER dissection. Three separate techniques
were then applied, including (i) qPCR, (ii)
fluorescence in situ hybridization with a Mucorales-
specific molecular probe, and (iii) immunohisto-
chemistry using a commercial anti-Rhizopus
antibody. 648

Treatment

Mucormycosis can be cured in four main ways:
early diagnosis, elimination of risk factors, prompt
antifungal treatment with surgical excision of all
infected tissues, and adjuvant medicines. Due to the
limited instruments available, early detection is
suspect in 50% of instances and is only diagnosed
after post-mortem. Imaging tests and nasal
endoscopy can only be used to diagnose rhino-
cerebral and cutaneous infections. Therefore, the
patient must be investigated for mucormycosis using
imaging techniques and a nasal endoscopy if a
COVID-19 patient with diabetes reports headache

and visual problems. In this situation, early discovery
could prevent mortality because, in a later stage,
the fungus could penetrate the skull and cause death.
All predisposing variables must be eliminated or
controlled in order to properly treat a mucormycosis
illness. Since diabetes and ketoacidosis are the most
common problems among Indian patients, lowering
blood sugar levels and treating ketoacidosis may
prevent mucorales from invading host tissues. Using
sodium bicarbonate along with insulin may help to
treat diabetic ketoacidosis, according to a study.
Mucorales cannot invade host tissues when immuno-
suppressive medications, primarily steroids and
deferoxamine, are used in moderation or not at all.
The best course of action for mucormycosis is, if at
all possible, the excision of affected tissues. But
while this is simpler in some situations, such a
cutaneous or rhino-cerebral infection, it is impossible
to operate in many others, like lung sickness or when
a virus has infected the cerebrum. An early surgical
excision of the infected sinuses in rhino-cerebral
mucormycosis prevents the infection from spreading
to the eyes, leading to greater cure rates of 85%,
according to a study. According to a study, mortality
dropped from 70% to 14% when antifungal
medicines were used during surgery. Amphotericin
B was found to be the antifungal medication of
preference in various investigations for the treatment
of mucormycosis infection. To treat patients with
brain infections, liposomal amphotericin B is most
often used at doses ranging from 5 mg/g/day to 10
mg/kg/day due to its low toxicity and high CNS
penetration. The length of Amphotericin B treatment,
which was determined by the doctor based on the
patient’s underlying illness, is still not correctly
recorded, though. According to some reports,
Amphotericin B should be administered for at least
three weeks, and if radiological and clinical
improvements are seen, additional treatment with
triazoles like posaconazole should be combined.
Posaconazole has emerged as the most popular
alternative to amphotericin B for the treatment of
mucormycosis infection, according to studies.*-!

Psychiatric Disorders

Risk Factors — For Anxiety & Depression

* Genetics: Anxiety and Depression can be
inherited from family members who have
also experienced anxiety or other mental
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health conditions.

*  Brain chemistry: Imbalances in certain
neurotransmitters, such as serotonin and
dopamine, can lead to anxiety and
Depression

*  Trauma: Experiencing a traumatic event,
such as abuse, violence, or a natural
disaster, can lead to anxiety and Depression

»  Life changes: Major life changes, such as
moving, starting a new job, or going through
a divorce, can cause anxiety and Depression.

*  Medical conditions: Certain medical
conditions, such as thyroid disorders or
heart disease, can lead to anxiety and
Depression.

* Substance abuse: Substance abuse can
trigger anxiety, and withdrawal from drugs
or alcohol can also cause anxiety and
Depression.

*  Environmental factors: Living in a stressful
environment, such as a high-crime neigh-
bourhood or a home with constant conflict,
can lead to anxiety and Depression.

*  Personality traits: People with certain
personality traits, such as perfectionism or
a tendency to worry excessively, may be
more prone to anxiety and Depression.

»  Chronic stress: Long-term stress can cause
physical and emotional symptoms of anxiety
and Depression.>’

Anxiety

Anxiety is a common mental health condition
that is characterized by feelings of worry, fear, and
apprehension. It can be a normal response to stress
or a specific situation, but when it becomes excessive
and interferes with daily activities, it may be
considered a clinical disorder.

Clinical features

The clinical features of anxiety can vary depend-
ing on the type of anxiety disorder, but some common
symptoms include:3

*  Excessive worry or fear: People with

anxiety may have persistent and excessive
worry or fear about a wide range of situa-
tions, such as social interactions, work,
school, or health.

*  Physical symptoms: Anxiety can also cause

physical symptoms such as sweating,
trembling, rapid heartbeat, shortness of
breath, nausea, and dizziness.

*  Avoidance behavior: People with anxiety
may avoid situations or activities that trigger
their symptoms, which can lead to social
isolation and impairment in daily function-
ing.

» Irritability: Anxiety can also cause irrit-
ability and restlessness, making it difficult
to concentrate or relax.

*  Sleep disturbances: Anxiety can disrupt
sleep patterns, causing difficulty falling or
staying asleep, or waking up feeling tired
and unrefreshed.

*  Panic attacks: In some cases, anxiety can
lead to panic attacks, which are sudden and
intense episodes of fear or discomfort that
can cause physical symptoms such as chest
pain, sweating, and shaking.

Diagnosis of Anxiety disorder

Anxiety disorders are typically diagnosed
through a combination of clinical interviews, self-
report questionnaires, and observation of symptoms.
Healthcare providers may use standardized assess-
ments, such as the Diagnostic and Statistical Manual
of Mental Disorders (DSM-5), to guide their
diagnosis.’*

During a clinical interview, healthcare providers
may ask about the individual’s symptoms, medical
history, and family history of mental illness. Self-
report questionnaires may be used to assess the
severity of anxiety symptoms and their impact on
daily functioning.

Observation of symptoms may involve monitor-
ing the individual’s behavior, such as excessive
worry or avoidance of certain situations. Physical
exams and laboratory tests may also be conducted
to rule out any underlying medical conditions that
may be contributing to the anxiety symptoms.

Overall, the diagnosis of anxiety involves a
comprehensive evaluation of the individual’s
symptoms and medical history to determine the most
appropriate treatment plan.

Treatment

There are three types of treatment for anxiety:>+3
* Psychotherapy. Cognitive behavioural
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therapy and exposure response prevention
are two types of therapy.

*  Complementary medical practises. There
are alternate approaches to cure your
anxiety, such as mindfulness, yoga, and
stress management techniques.

*  Medication. Antidepressant and anti-anxiety
medications.

Benzodiazepines are among the medications
that are frequently used to treat anxiety
because they provide quick symptom relief,
but their significant dependence risk makes
them best avoided. Other anti-anxiety or
anti-depressant drugs, like escitalopram,
successfully change the chemistry of your
brain to elevate mood and lessen stress.
Selective serotonin uptake inhibitors
(SSRIs), for example, are some other drugs
that are frequently utilised. Common SSR1Is
include escitalopram, fluoxetine, and
paroxetine.

*  SNRIs, or selective norepinephrine reuptake
inhibitors. Common SNRIs include venla-
faxine and duloxetine.

* Antipsychotics. Antipsychotics like quetia-
pine and aripiprazole are widely used.

*  Benzodiazepines. Common benzodiazepines
include clonazepam and diazepam.

* Anxiolytics. A common anti-anxiety drug
is buspirone.

Depression

Depression is a mental health disorder that is
characterized by persistent feelings of sadness,
hopelessness, and a loss of interest in activities that
were once enjoyable.

Clinical features

The clinical features of depression can vary from
person to person, but there are some common
symptoms that are used to diagnose the condition.
These include:’%*7

*  Persistent sadness or low mood: Individuals

with depression may feel sad or low for most
of the day, every day, for at least two weeks.

* Loss of interest or pleasure in activities:

Individuals with depression may lose
interest in activities they once enjoyed, such
as hobbies, socializing, or sex.

*  Changes in appetite or weight: Depression
can cause changes in appetite or weight,
leading to either significant weight loss or
gain.

*  Sleep disturbances: Depression can cause
difficulty falling asleep, staying asleep, or
waking up too early.

»  Fatigue or loss of energy: Individuals with
depression may feel tired or have low energy
levels, even after getting enough sleep.

»  Feelings of worthlessness or guilt: Indivi-
duals with depression may feel worthless
or guilty, even if there is no rational reason
for these feelings.

* Difficulty concentrating or making
decisions: Depression can cause difficulties
with concentration and decision-making,
making it hard to focus on tasks.

*  Thoughts of death or suicide: In severe
cases, individuals with depression may have
thoughts of death or suicide

Diagnosis of Depression

Depression is a mental health disorder
characterized by feelings of sadness, hopelessness,
and loss of interest in activities that were once
enjoyable. The diagnosis of depression is made based
on the criteria outlined in the Diagnostic and Statis-
tical Manual of Mental Disorders (DSM-5) publi-
shed by the American Psychiatric Association.>*°

Symptoms must persist for at least two weeks
and include a depressed mood, loss of interest or
pleasure in activities, significant weight loss or gain,
insomnia or hypersomnia, psychomotor agitation or
retardation, fatigue or loss of energy, feelings of
worthlessness or guilt, difficulty concentrating or
making decisions, and recurrent thoughts of death
or suicide. These symptoms must cause significant
distress or impairment in social, occupational, or
other areas of functioning.

A thorough evaluation by a mental health
professional is necessary to diagnose depression and
rule out other medical or psychiatric conditions that
may present with similar symptoms.

Treatment

Medications that are frequently used include:
*  SSRIs (selective serotonin reuptake inhibi-
tors)
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*  SNRIs (inhibitors of serotonin and norepine-
phrine reuptake)

* Antidepressants that are tricyclic and tetra-
cyclic

*  MAOIs (monoamine oxidase inhibitors) -
Isocarboxazid, phenelzine, selegiline, etc®

*  Psychotherapy
Commonly referred to as “talk therapy,it has
been demonstrated that psychotherapy is a
successful treatment for reducing symptoms
in patients with depression and other
psychiatric diseases. Drug therapy is
frequently used with psychotherapy.
Psychotherapy comes in a wide variety of
forms, and some people respond better to
one form than another.

» CBT, or cognitive behavioural therapy
In cognitive behavioural therapy (CBT), a
therapist will look for unhealthy thought
patterns and determine how they can be
leading to negative behaviours, responses,
and self-perceptions.
DBT, or dialectical behaviour therapy
Similar to cognitive behavioural therapy
(CBT), dialectical behaviour therapy (DBT)
emphasises acceptance rather than
resistance to painful thoughts, feelings, and
behaviours. According to the approach, a
patient can recognise that change is possible
and create a rehabilitation plan by
acknowledging negative thoughts or
emotions.

*  Phototherapy
White light can assist regulate your mood
and lessen the effects of depression.
Seasonal affective disorder, now known as
major depressive disorder with seasonal
pattern, is frequently treated with light
treatment.

* ECT (electron convulsive treatment)
It has been demonstrated that electro-
convulsive therapy (ECT), which induces
seizures using electrical currents, benefits
those who suffer from clinical depression.
It is prescribed to patients with severe
depression or depression that is unrespon-
sive to conventional therapies or anti-
depressant drugs®

Alternative therapies

*  Meditation
*  Acupuncture®

Association between Mucormycosis and
Various Psychiatric illness:

Study 1: In a study conducted by Ahuja A,
Samudra M. et al, which was a cross sectional,
analytical study was performed in a tertiary care
center in Western Maharashtra. The total no of cases
taken for this study was 34. Majority of the study
population consisted of males (n =24; 70.6%), while
29.4% (n = 10) were females. The results revealed
that a significant proportion of CAM patients
reported depression (59.2%), anxiety (45.9%), low
self-esteem (47%), and suicidal ideation (12.2%).
The study found significant associations between
depression and anxiety, self-esteem, and suicidal
ideation. The researchers also found that patients
who received antifungal treatment reported better
psychological outcomes, including fewer symptoms
of depression, anxiety, and suicidal ideation
compared to those who did not receive the
treatment. %

Study 2: Srivastava S, Beri N, Das G K, et al.
published a research article on the Psychological
Impact of Rhino-Orbital Mucormycosis During the
Second Wave of COVID-19 Pandemic from South
East Asian Country. It was a cross-sectional study
using an online survey with validated questionnaires
to evaluate anxiety, depression, and perceived stress.
During the study period from July 2021 to September
2021, 54 patients of ROM from Guru Teg Bahadur
Hospital (GTBH) were selected for the study. Thirty-
four (62.95%) belonged to the male gender, and 20
(37.04%) were females. Higher frequencies of severe
depression (28%), extremely severe anxiety (26%),
and mild stress (17%) were noted in the study
participants. Female participants reported higher
levels of anxiety and perceived stress than their male
counterparts. Participants who had undergone orbital
decompression surgery had a significantly higher
prevalence of depression and perceived stress
compared to those who did not. The findings of this
study suggest that ROM patients face significant
psychological comorbidities, especially anxiety and
depression, during the COVID-19 pandemic.®!

Study 3: Ganiger FJ, Mugali S. et al conducted
a cross-sectional study on Neuropsychiatric
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manifestations in COVID-19 patients with Mucor-
mycosis. 70 COVID-19 patients with mucormycosis
were recruited in this study among which 72.9%
were males and 27.1% were females. The diagnosis
was made as per the International Classification of
Diseases tenth revision (ICD-10). The study reported
the prevalence of neuropsychiatric manifestations
in the present study was 64.28%, among which
28.8% had Major depressive episodes, 40% had
anxiety, 11% had substance use disorder, and 20%
had delirium. 30% of Depressive episode patients
had moderate suicidal intent, and 70% had mild
suicidal intent The Major concern for symptoms was
found to be the uncertainty of outcome, which was
present in 29% of patients, followed by fear of death
(25%), postoperative complications (19%), lack of
knowledge (3%) and 22% of patients had multiple
concerns.*

Psychological effects of Mucormycosis

In a study done by Rajesh K. Dase, Vyankatesh
Solanke et al in MGM Medical college and Hospital
Aurngabad [Maharashtra], India on ‘The Quality
of Life in Post- Mucormycosis Patients’, most of
the patients were diagnosed with mucormycosis
within the 30 days of getting discharge from the
hospital. The Quality of Life in Post- Mucormycosis
Patients in term of Physical Health and
Psychological health is most commonly affected due
to surgical intervention and life-threatening diseases.
Also, among these, social relationship and
surrounding environment was affected and the mean
domain scores were 49.62 and 58.03 respectively.
The domain scores are based on World Health
Organization Quality of Life (WHOQOL) — BREF
analysis.®

Conclusion

Psychiatric illnesses have been found to be
closely associated with Mucormycosis which is a
severe fungal infection that can result in blindness,
deformity, and even death. All of the aforementioned
studies recommend psychiatric evaluation for all who
have mucormycosis. Psychiatric evaluation should
be initiated asap when there is a suspicion and
patients should be educated about the nature and
prognosis of their illnesses to lessen the severity and
co-morbidity of neuropsychiatric conditions. After
a surgical debridement or resection surgery for

mucormycosis, psychiatric signs may directly
accompany it. In order to ensure that patients with
Mucormycosis continue to function as normal
members of society, it is important to address the
psychological effects of the disease, particularly after
surgical treatment. Rehabilitation programmes and
psychotherapy sessions should also be encouraged.

Additionally, people with psychiatric disorders
may struggle to manage their health, which can result
in poor cleanliness and increased exposure to
environmental variables that can cause the
emergence of fungal diseases like mucormycosis.
They might also be more prone to put off getting
medical help or have less access to it, which can
make the infection worse. Therefore, it is essential
that medical professionals are aware of the elevated
risk of psychiatric diseases in patients with
mucormycosis and take the necessary precautions
for their prevention and treatment.
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Posttraumatic Stress Disorder (PTSD) is a
phenomenon in which a patient who experiences
events of a potentially traumatic nature develops
chronic symptoms that greatly impact on his social
and occupational functioning. PTSD is an anxiety
disorder and can be defined as a psychological
response to the experience of an intense, traumatic
event that is perceived as life-threatening, outside
the range of usual human experience, or one that
would be distressing to most people.'? Individuals
exposed to complex trauma, natural disasters, or
different types of military trauma are at risk for post-
traumatic stress disorder (PTSD).

Typical symptoms are recurrent intrusive
memories (flashbacks) of the trauma as well as sleep
disturbance, especially nightmares (usually of the
traumatic event) from which the patient awakes in a
state of anxiety, symptoms of autonomic arousal,
emotional blunting and avoidance of situations which
evoke memories of the trauma. Associated anxiety,
depression and excessive use of alcohol or drugs
frequently complicates the clinical picture® leading
to functional impairment.* In addition to these
psychological manifestations, individuals with
PTSD exhibit higher rates of often dangerous
physical health conditions such as obesity, diabetes,
cardiovascular disease, and metabolic conditions.’
Several physical and psychiatric conditions can co-
occur with PTSD, such as depression,® anxiety, sleep
disorders, chronic pain, obesity, and metabolic
syndrome. There are also long-term neurological and
health changes associated with PTSD,? such as
hypothalamic—pituitary—adrenal axis dysfunction,
impaired physical function, and enhanced risk of
early functional aging.” According to the DSM-5,

the diagnosis of PTSD is characterized by four broad
symptom clusters that include intense reliving of the
traumatic event through disruptive memories and
nightmares, avoidance of reminders of the event,
negative cognition and mood, and hyper arousal. The
impact of PTSD is multi-faceted. In addition to the
characteristic symptoms of PTSD, impaired cogni-
tive performance and alterations in brain structure
and functionare well-documented.!*!!

Several pretrauma risk factors for PTSD have
been identified in different populations. For most
traumatic events, women showed greater risk for
developing PTSD than men. Age, race, socio-
economic, and marital status have not been strongly
associated with risk for PTSD. Cognitive vulner-
abilities like low IQ or previous history of head injury
are associated with increased vulnerability for
PTSD. Exposure to life stressors like childhood
maltreatment etc prior to the index trauma has been
associated with an increased risk for PTSD. A
pretrauma history of mental disorders, especially
mood and anxiety disorders and conduct disorder,
is associated with PTSD.'>!3 Personality factors,
such as neuroticism and avoidance coping, have
been shown to be associated with increased risk for
PTSD, while extraversion has been shown to be
protective.'* Numerous posttrauma risk factors for
PTSD have been identified. Multiple studies have
shown that a high heart rate (>95 bpm) at first
presentation to an emergency department is a risk
factor for PTSD among people with physical
injury.'® Acute high levels of pain have been linked
to PTSD among patients with severe physical injury.
There is a substantial body of evidence that PTSD
and pain are often comorbid through mutual
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maintenance. Asmundson et al suggested that pain
is a reminder of the traumatic event that triggers
flashbacks. PTSD symptoms, such as insomnia,
reduce the threshold for pain.'®

There is a bidirectional relationship between
PTSD and poor physical health.'” There are several
rationales that physical activity may help improve
PTSD symptomatically, including direct effects on
depression, insomnia, cognitive dysfunction, pain,
and fatigue.'8It has also been suggested that regular
physical activity can help improve brain structure
and function, including regulating the hypothalamic—
pituitary—adrenal axis, increasing cognition, stimula-
ting neurogenesis, increasing neuroplasticity, and
reducing inflammatory markers.!® A review of the
correlates of exercise participation among people
with PTSD showed that symptom severity specially
hyperarousal symptoms were associated with lower
physical activity participation.'

Treatment

A number of treatments for PTSD exist, includ-
ing psychological, pharmacological and physio-
therapy management.

Pharmacological treatment. Selective
serotonin receptor inhibitors (SSRI) and serotonin
and nor epinephrine reuptake inhibitors are consi-
dered first-line pharmacological treatments for
PTSD.? One systematic review found a low strength
of evidence for alpha-blocking medications in
treating PTSD.?! Other agents sometimes used to
augment PTSD treatment, such as the anticonvul-
sants and second-generation antipsychotics, are
considered to have a low strength of evidence for
efficacy.?! Moreover, antipsychotics may cause side
effects, including sedation and weight gain, that
could be particularly problematic for patients.??

Psychological treatment includes various
trauma-focused and non-trauma focused interven-
tions. Trauma-focused treatments directly address
memories and feelings related to the traumatic event.
Few components of Psychological treatments are
Exposure Therapy, Stress-Inoculation Training
(SIT), Cognitive Therapy (CT), Cognitive
Behavioral Therapy CBT) etc. Exposure Therapy
consists of techniques designed to reduce anxiety
and avoidance through confrontation with thoughts
and objectively safe situations that otherwise elicit
fear and avoidance. Most ET programs for PTSD

combine imaginal exposure to the trauma memory
with in vivo exposure to situations or other reminders
of the traumatic event,?*** although some programs
include only imaginal exposure.?*2® Exposure are
usually conducted according to a hierarchy, starting
with exposure exercises that cause mild-to-moderate
distress, and working up to the most difficult items.
Stress-Inoculation Training (SIT)?’ focuses on
training in general anxiety management techniques
for three channels of fear and anxiety (i.e., physical,
behavioral, and cognitive) and their application in
response to PTSD symptoms thereby reducing
anxiety and PTSD symptoms. Cognitive Therapy
(CT) focuses on the interpretation of events rather
than the events themselves as the source of emotional
reactions.”® Cognitive Behavioral Therapy (CBT)
programs combine elements of psychoeducation and
prolonged imaginal and in vivo exposure with SIT
and CT have been found to be helpful in speeding
recovery and preventing the development of chronic
PTSD.

Although evidence-based psychological and
pharmacological treatments are effective in treating
symptoms of PTSD,? there are significant barriers
associated with these options* including stigma,
motivation, cost, and access to care. Psychological
treatment for PTSD can be very challenging to
receive for individuals who lack the financial
resources, and/or easy access to a clinic or institution
with trained trauma therapists to offer this
specialized treatment. While exercise is not without
its barriers, such as limited motivation, self-efficacy,
or time, it is one intervention that is broadly
accessible, low-cost, and could avoid the negative
connotations associated with traditional mental
health treatment approaches. The role of a Physio-
therapist includes a holistic approach in management
of PTSD along with prevention and treatment of
pain, disorders of movement, mood changes, anxiety,
depression associated with PTSD thereby increasing
functionality and quality of life.

Physical Therapy treatments including various
physical activities like aerobic exercises have been
proved to improve various psychological illnesses
including PTSD and associated anxiety and depre-
ssion. These improvements are proposed to be
caused by exercise-induced increase in blood
circulation to the brain and by an influence on the
hypothalamic-pituitary-adrenal (HPA) axis and,
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thus, on the physiologic reactivity to stress.’! This
physiologic influence is probably mediated by the
communication of the HPA axis with several regions
of the brain, including the limbic system, which
controls motivation and mood; the amygdala, which
generates fear in response to stress; and the hippo-
campus, which plays an important part in memory
formation as well as in mood and motivation.*?> There
are various other hypothesis proposed for same but
none of them is universally accepted. Thermogenic
hypothesis* proposes that aerobic exercise creates
an elevation in body temperature and temperature
of brain stem and this produces a tranquilizing effect
along with muscle tension reduction thereby
producing beneficial impact on emotional states.
Endorphin hypothesis is based on the observation
that following vigorous exercise of one hour or more,
there is an elevation of a special endogenous opiate
(B, or beta, endorphin) which is said to be responsible
for the “runner high” an elevation of mood following
running or jogging or extended periods. Endocanna-
binoid hypotheis®® suggests that cannabiniods do
appear to operate both in the central nervous system
and in peripheral nervous system and are reported
to reduce anxiety, alter attention, and impair working
memory, much like THC does. So. Although research
is in the early phases, endocannabiods have been
proposed as an alternative to endorphin as the
possible mediator of the runners high, analgesic
effect and beneficial psychological effects of
exercise. The monoamine hypothesis®® proposes that
exercise results in increased brain availability of
brain neurotransmitters such as serotonin, dopamine,
and norepinephrine and hence result in reductions
in depression and other negative emotional states.

Other hypotheses that have been proposed to
explain the beneficial effects of physical activity on
mental health include distraction, self-efficacy, and
social interaction.*?

Aerobic exercise has the potential to exert a
positive impact on PTSD via both psychological and
neurophysiological mechanisms, such as exposure
and desensitization to internal arousal cues, enhanced
cognitive function, exercise-induced neuroplasticity,
normalization of hypothalamic pituitary axis (HPA)
function, and reductions in inflammatory markers.
Research suggests aerobic exercise, which improves
cardio respiratory fitness, is an effective treatment
for mental disorders through both physiological and

psychological mechanisms, and may be comparable
or superior to other common treatments, such as
psychotherapy and pharmacology*® Frida et al
concluded that exercise has positive effects on
secondary symptoms of PTSD, including depressive
symptoms, sleep disturbances, and substance use
disorder.>* The 2007 Australian Guidelines for the
Treatment of Adults with PTSD suggest that exercise
may provide direct and indirect benefits in the
treatment of PTSD.??7 This is further supported
by the findings of Manger and Motta who assessed
the impact of a 12-session aerobic-based program
on symptoms associated with PTSD, anxiety and
depression and found a significant reduction of the
symptoms associated with the three conditions which
was maintained at a 1-month follow up.*?

Goals of physical therapy management for
PTSD are to maintain safety of patient and others,
reduce symptoms of distress, reduce hyperplasia
arousal, reduce avoidance behavior, lessen the risk
of relapse of symptoms address co-morbidities and
improve psychosocial functioning and thereby
improving quality of life. Important therapeutic
exercises consist of Breathing Exercises, muscle
relaxation exercises, aerobic exercises, stretching
exercises, general mobility exercise and pain mana-
gement by various physiotherapeutic modalities.
regular exercises can contribute to positive physical
health outcomes such as improved cardiovascular
health, weight loss, better flexibility and mobility,
reducing anxiety, depression, improving mood, better
sleep thereby improving overall health and function-
ality. While structured group programs can be
effective for individuals with serious mental illness,
lifestyle changes that focus on the moderate-intensity
activity throughout the day may be appropriate for
most patients.

Challenges for exercising with PTSD

PTSD patients may be deterred from exercising
because the resulting reactions like tachycardia,
hypertension, and dyspnoea may occur that are
similar to those that occur during PTSD episode.
Hyperarousal occurring long after the trauma leaves
patient feeling over reactive to anything that reminds
them of the event (including sights, smells, sounds,
or even words or lyrics) hence, PTSD patients may
avoid stimulating activities, thereby increasing their
risk for physical problems like obesity, heart disease,
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chronic pain and diabetes. Moreover symptoms such
as depression, excessive drinking, drug use and
smoking — compound problems of low motivation
and low energy levels, makes it more difficult to
start and stay with a regular exercise program.
Although exercise offers many benefits, its ability
to spark hyperarousal can be problematic for people
with PTSD. Physiotherapist should keep this in mind
when structuring an exercise program.

Conclusion

PTSD is a common mental health problem that
has a substantial impact on the individual and
society. Physical therapy including aerobic exercises
and physical activities has positive effects on both
primary PTSD symptoms and the accompanying
health conditions associated with the disorder.
Significant positive effects of exercise have been
reported for depressive symptoms, sleep, reduced
substance abuse, and increased quality of life. Also,
aerobic exercises, which improves cardio respiratory
fitness, is an effective treatment for mental disorders
through both physiological and psychological
mechanisms, and may be comparable or superior to
other common treatments, such as psychotherapy
and pharmacology.
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Introduction

Major depressive disorder (MDD) is a common,
highly debilitating, recurrent mental health disorder
affecting approximately 300 million people world-
wide and has significant impact in terms of lack of
productivity, impaired quality of life and suicidal
thoughts.!

Approximately one-third of patients with MDD
do not respond to available antidepressant drugs and
30% of patients meet the criteria for treatment-
resistant depression, having no positive therapeutic
response with two or more antidepressant medica-
tions? Treatment-resistant depression (TRD) is
clinically defined as failure to achieve remission with
two or more antidepressant trials with adequate
dosing and duration in the subpopulation of patients
with MDD.?

In clinical practice, treatment of TRD has
become a major challenge for doctors.* In order to
address this significant problem, research has been
conducted in recent years to look for biological and
clinical predictors of poor response, which may
theoretically be used to tailor treatment regimens
and escalate the identified patients sooner using more
aggressive therapy algorithms.

Studies have shown that enhanced immune
system activation is linked to the emergence of MDD
and TRD among biological predictors.®> A composite
biomarker of inflammation, including Tumor
Necrosis Factor, Interferon, Interleukin-1, Inter-
leukin-6, and C-reactive protein, has been found to
be higher among patients who did not respond to
antidepressants compared to responders in multiple
studies.®’

Hence, targeting inflammation could be a
promising strategy in the treatment of TRD. In recent

years, on account of anti-inflammatory/immuno-
modulatory potential of minocycline clinical studies
have evaluated the antidepressant effect of mino-
cycline.

Minocycline

Minocycline is a second generation tetracycline
antibiotic that is efficient against both gram-positive
and gram-negative bacteria and has been used for
30 years as an antibiotic. There are alterations in
carbons 7-9 on the D ring, similar to other semi-
synthetic tetracyclines, to produce higher efficacy
than earlier tetracyclines.®

OH O (@)

Fig. 1: Structure of minocycline

Anti-inflammatory action of Minocycline

Minocycline has good penetration into the
central nervous system, which accounts for its
neuroprotective ability.’

Minocycline has anti-inflammatory properties
as it inhibits important inflammatory pathways -
kynurenine (KYN) and p-38 pathways, which have
an important role in the pathology of inflammation
induced depression. In the KYN pathway, the
indoleamine 2,3-dioxygenase, a crucial enzyme in
the metabolism of the serotonin precursor trypto-
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phan, is activated by inflammation followed by fall
in serotonin levels and rise in the amount of
neurotoxic metabolites.!® Inflammatory activities
enhance the expression and activity of the serotonin
transporter through the p-38 pathway, which lowers
the amount of free serotonin in the synaptic region
and hence leads to depression.!!

Additional mechanisms that may contribute to
the anti-inflammatory, immunomodulatory, and
neuroprotective properties of minocycline include:
(1) inhibition of key immune response enzymes like
inducible Nitric Oxide Synthase, matrix metallo-
proteinases, and secretory phospholipase A 2; (2)
antiapoptotic properties via inhibition of caspase-1
and caspase-3 activation; enhancement of
antiapoptotic Bcl-2 family proteins and inhibition
of poly (AD-ribose)-polymerase-1.'>

Action on microglial cells

It has been proposed that minocycline inhibits
microglial activation. In the CNS the primary
adaptive immune response is provided by microglia,
resident macrophages in the brain. The capacity of
minocycline to control immune cell activation and
proliferation occurs on account of its effect on
microglia. Activated microglia can impair neuro-
plasticity by inhibiting the proliferation of neural
progenitor cells, and neurite outgrowth in cortical
neurons. These effects are mitigated by minocycline
due to its neuroprotective and antiapoptotic
properties®.

Minocycline also has direct effects on T cells,
monocytes and macrophages, neutrophils and B
cells, preventing their proliferation and reducing pro-
inflammatory cascades and chemotaxis.!?

Minocycline blocks the host innate immunity
molecules Toll-like receptors-2, which are
abundantly expressed on microglia and play a role
in the transition of the microglia into an anti-
inflammatory state.'?

Pharmacokinetics

Minocycline, a tetracycline antibiotic is well
absorbed after oral administration and widely
distributed throughout most body fluids, bile, and
tissues. Minocycline easily penetrates into the central
nervous system. It also has the ability to deposit in
fat for extended periods of time and has a volume of
distribution of 0.14 to 0.7 L/kg.

Minocycline has a high protein binding capacity
ranging from 55% to 96%. It undergoes hepatic
metabolism to inactive metabolites and has a high
bioavailability of 90% to 100%. The half-life ranges
from 11 to 17 hours. The time to reach peak
concentration varies depending on the form of the
drug, ranging from 1 to 4 hours for capsule and
pellet filled forms, 1 to 3 hours for tablets, and 3.5
to 4 hours for extended-release tablets. Minocycline
is excreted primarily in urine (5% to 12% excreted
unchanged) and feces (20% to 34%).!415

Tolerability

Minocycline has been found to be well tolerated
in clinical studies conducted for a variety of
psychiatric diseases. However, there is concern about
the possibility of development of antibiotic-resistant
bacteria due to its long term use in patients with
psychiatric disorders. Although minocycline has
generally a low tendency to cause antibiotic
resistance, evidence of antibiotic resistance as well
as the mechanisms underlying it has been described.'
Results from coming up long term studies might
clarify this concern.

Contraindications
Hypersensitivity to tetracyclines
Clinical Trials with Minocycline (Table-1)

Six studies conducted over the years 2012 to
2022, to evaluate the effect of minocycline in treating
MDD/TRD have produced mixed results, with some
showing positive and others found no significant
effect on symptoms.

Tsuyoshi Miyaoka et al, 2012 conducted a
multicenter, open-label study with a sample size of
25 MDD patients with psychotic features aged
between 20-60 years. The study found that
adjunctive minocycline at a dose of 50 mg TDS for
6 weeks was effective in reducing depressive
symptoms, as measured by the hamilton depression-
21 (HAM-D-21) scale, with a mean reduction of
33.7 points from the baseline.!”

Hamid Emadi-Kouchak et al. conducted a
double-blind, placebo-controlled trial by recruiting
46 HIV patients from a single center with mild to
moderate depression aged between 18-55 years. The
study found that minocycline monotherapy at a dose
of 100 mg BD for 6 weeks was effective in reducing
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depressive symptoms, as measured by the HAM-D-
21 scale."

A double-blind, multi-centric, placebo-
controlled study with a sample size of 71 MDD
patients over the age of 18 years by Olivia M. Dean
et al described that the key outcome measure, the
Montgomery-Asberg Depression Rating Scale
(MADRS) scores, did not significantly differ
between the two groups when minocycline was
administered as an add on therapy at a dose of 100
mg BD for 12 weeks. However, for secondary
outcomes such as CGI-I, CGI-S, PGI, HAM-A, Q-
LES-Q-SF, social and occupational functioning,
there were significant differences favoring the
minocycline group.'?

Muhammad I Husain carried out a multi-site,
double-blind, placebo-controlled trial on 41 TRD
patients with age group of 18 to 65 years. The results
of the study showed that adjunctive minocycline at
a dose of 200 mg OD for 12 weeks along with the
ongoing antidepressant treatment was helpful in
lowering depression symptoms as assessed by the
HAM-D-21 scale, with a significant reduction in
HAMD scores shown in the minocycline group
compared to the placebo group.?

Maria Antonietta Nettis et al studied 39 TRD
participants with age group of 25 and 60 years,which
was a double-blind, placebo-controlled study.
Minocycline was added to the ongoing treatment and
given for 4 weeks at a dose of 200 mg/day. The
primary outcome measure of HAM-D-17 scores did
not significantly differ between the two groups.?!

Julian Hellmann-Regen a multicenter, double-
blind, placebo-controlled trial with 168 TRD patients
with age group of 18 to 75 years. As determined by
a decline in MADRS ratings over the course of
treatment, the study discovered that adding mino-
cycline to the ongoing treatment at a dose of 100
mg BD for 6 weeks had no effect on the severity of
depression compared to placebo.?

Overall, there are conflicting findings regarding
the effectiveness of minocycline in treating symptoms
of MDD/TRD, with some studies observed bene-
ficial effects whereas others found no appreciable
effects. However, it should be considered that a small
number of studies are available at present, with
marked differences in inclusion and exclusion criteria
and small sample sizes. These studies had patients
from different ethnic and social background. Their

study design and duration were not uniform. In
addition, some studies used minocycline as
monotherapy whereas others employed it as
adjunctive therapy. The type of depression (i.e.,
severity, treatment resistance and presence of
comorbidity) of the studies was also variable.

Conclusion

Minocycline (second generation tetracycline
antibiotic) seems to be a potential drug in the
treatment of MDD/TRD. It has anti-inflammatory,
immunomudulatory and neuroprotective properties,
and well tolerated. However, to confirm the anti-
depressant actions of minocycline, long term studies
with large sample size and standardized study design
are required. Future research on the antidepressant
effect of minocycline could involve patients with
autoimmune disorders and inflammatory co-morbid
conditions including diabetes, rheumatoid arthritis,
cancer along with MDD.
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Forensic Psychiatry

The Protection of Children from Sexual Offences
Act, 2012 (POCSO)

Ministry of Law and Justice
(Legislative Department)
New Delhi, the 20th June, 2012/Jyaistha 30, 1934
(Saka)

The following Act of Parliament received the
assent of the President on the 19th June, 2012, and
is hereby published for general information:

The Protection of Children from Sexual Offences
Act, 2012, [No. 32 of 2012] [19th June, 2012]

An Act to protect children from offences of
sexual assault, sexual harassment and pornography
and provide for establishment of Special Courts for
trial of such offences and for matters connected
therewith or incidental thereto.

Whereas clause (3) of article 15 of the
Constitution, inter alia, empowers the State to make
special provisions for children;

And Whereas, the Government of India has
acceded on the 11th December, 1992 to the
Convention on the Rights of the Child, adopted by
the General Assembly of the United Nations, which
has prescribed a set of standards to be followed by
all State parties in securing the best interests of the
child;

And Whereas it is necessary for the proper
development of the child that his or her right to
privacy and confidentiality be protected and
respected by every person by all means and through
all stages of a judicial process involving the child;

And Whereas it is imperative that the law
operates in a manner that the best interest and well
being of the child are regarded as being of paramount
importance at every stage, to ensure the healthy
physical, emotional, intellectual and social develop-
ment of the child;

And Whereas the State parties to the

Convention on the Rights of the Child are required
to undertake all appropriate national, bilateral and
multilateral measures to prevent—

(a) the inducement or coercion of a child to

engage in any unlawful sexual activity;

(b) the exploitative use of children in prostitu-

tion or other unlawful sexual practices;

(c) the exploitative use of children in porno-

graphic performances and materials;

And Whereas sexual exploitation and sexual
abuse of children are heinous crimes and need to be
effectively addressed.

Be it enacted by Parliament in the Sixty-third
Year of the Republic of India as follows: —

Chapter-1
PRELIMINARY

Short title, extent and commencement
1. (1) This Act may be called the Protection of
Children from Sexual Offences Act, 2012.
(2) Tt extends to the whole of India, except the
State of Jammu and Kashmir.
(3) It shall come into force on such date as the
Central Government may, by notification in
the Official Gazette, appoint.

Definitions
2. (1) In this Act, unless the context otherwise
requires, —

(a) “aggravated penetrative sexual assault” has
the same meaning as assigned to it in section
5

(b) “aggravated sexual assault” has the same
meaning as assigned to it in section 9;

(c) “armed forces or security forces” means
armed forces of the Union or security forces
or police forces, as specified in the Schedule;
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(d) “child” means any person below the age of
eighteen years;

(e) “domestic relationship” shall have the same
meaning as assigned to it in clause

(f) of'section 2 of the Protection of Women from
Domestic Violence Act, 2005;

“penetrative sexual assault” has the same
meaning as assigned to it in section 3;

(g) “prescribed” means prescribed by rules
made under this Act;

(h) “religious institution” shall have the same
meaning as assigned to it in the Religious
Institutions (Prevention of Misuse) Act,
1988;

(1) “sexual assault” has the same meaning as
assigned to it in section 7;

(j) “sexual harassment” has the same meaning
as assigned to it in section 11;

(k) “shared household” means a housechold
where the person charged with the offence
lives or has lived at any timein a domestic
relationship with the child;

(J) “Special Court” means a court designated
as such under section 28;

(m) “Special Public Prosecutor” means a Public
Prosecutor appointed under section 32.
The words and expressions used herein and not
defined but defined in the Indian Penetrative
Penal Code, the Code of Criminal Procedure,
1973, the Juvenile Justice (Care and Protection
of Children) Act, 2000 and the Information
Technology Act, 2000 shall have the meanings
respectively assigned to them in the said Codes

or the Acts.

Chapter-I1

SEXUAL OFFENCES AGAINST CHILDREN

A.

Penetrative Sexual Assault and Punishment

Therefor

A personis said to commit “penetrative sexual

assault” if —

(a) he penetrates his penis, to any extent, into
the vagina, mouth, urethra or anus of a child
or makes the child to do so with him or any
other person; or

(b) he inserts, to any extent, any object or a
part of the body, not being the penis, into
the vagina, the urethra or anus of the child
or makes the child to do so with him or any

S.

other person; or
(c) he manipulates any part of the body of the
child so as to cause penetration into the
vagina, urethra, anus or any part of body
of the child or makes the child to do so with
him or any other person; or
(d) he applies his mouth to the penis, vagina,
anus, urethra of the child or makes the child
to do so to such person or any other person.
Whoever commits penetrative sexual assault
shall be punished with imprisonment of either
description for a term which shall not be less
than seven years but which may extend to
imprisonment for life, and shall also be liable
to fine.

Aggravated Penetrative Sexual Assault and
Punishment Therefor

(a) Whoever, beinga police officer, commits
penetrative sexual assault on a child —
(i) within the limits of the police station or
premises at which he is appointed; or
(i1) in the premises of any station house,
whether or not situated in the police
station, to which he is appointed; or
(iii) in the course of his duties or otherwise;
or
(iv) where he is known as, or identified as,
a police officer; or
(b) whoever being a member of the armed forces
or security forces commits penetrative
sexual assault on a child—
(i) within the limits of the area to which
the person is deployed; or
(i1) in any areas under the command of the
forces or armed forces; or
(iii) in the course of his duties or otherwise;
or
(iv) where the said person is known or
identified as a member of the security
or armed forces; or
(c) whoever being a public servant commits
penetrative sexual assault on a child; or
(d) whoever being on the management or on the
staff of a jail, remand home, protection
home, observation home, or other place of
custody or care and protection established
by or under any law for the time being in
force, commits penetrative sexual assault
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on a child, being inmate of such jail, remand
home, protection home, observation home,
or other place of custody or care and
protection; or

(e) whoever being on the management or staff
of a hospital, whether Government or
private, commits penetrative sexual assault
on a child in that hospital; or

(f) whoever being on the management or staff
of an educational institution or religious
institution, commits penetrative sexual
assault on a child in that institution; or

(g) whoever commits gang penetrative sexual
assault on a child.

Explanation — When a child is subjected to

sexual assault by one or more persons of a group in
furtherance of their common intention, each of such
persons shall be deemed to have committed gang
penetrative sexual assault within the meaning of this
clause and each of such person shall be liable for
that act in the same manner as if it were done by
him alone; or

(h) whoever commits penetrative sexual assault
on a child using deadly weapons, fire, heated
substance or corrosive substance; or

(1) whoever commits penetrative sexual assault
causing grievous hurt or causing bodily
harm and injury or injury to the sexual
organs of the child; or

(j) whoever commits penetrative sexual assault
on a child, which —

(1) physically incapacitates the child or
causes the child to become mentally ill
as defined under clause (5) of section 2
of the Mental Health Act, 1987 or
causes impairment of any kind so as to
render the child unable to perform
regular tasks, temporarily or perma-
nently; or

(i1) in the case of female child, makes the
child pregnant as a consequence of
sexual assault;

(iii) inflicts the child with Human Immuno-
deficiency Virus or any other life threa-
tening disease or infection which may
either temporarily or permanently
impair the child by rendering him
physically incapacitated, or mentally ill
to perform regular tasks; or

(k) whoever, taking advantage of a child's men-
tal or physical disability, commits penetra-
tive sexual assault on the child; or

(J) whoever commits penetrative sexual assault
on the child more than once or repeatedly;
or

(m) whoever commits penetrative sexual assault
ona child below twelve years; or

(n) whoever being a relative of the child through
blood or adoption or marriage or
guardianship or in foster care or having a
domestic relationship with a parent of the
child or who is living in the same or shared
household with the child, commits penetra-
tive sexual assault on such child; or

(o) whoever being, in the ownership, or mana-
gement, or staff, of any institution providing
services to the child, commits penetrative
sexual assault on the child; or

(p) whoever being in a position of trust or
authority of a child commits penetrative
sexual assault on the child in an institution
or home of the child or anywhere else; or

(q) whoever commits penetrative sexual assault
on a child knowing the child is pregnant,
or

(r) whoever commits penetrative sexual assault
ona child and attempts to murder the child,
or

(s) whoever commits penetrative sexual assault
on a child in the course of communal or
sectarian violence; or

(t) whoever commits penetrative sexual assault
on a child and who has been previously
convicted of having committed any offence
under this Act or any sexual offence
punishable under any other law for the time
being in force; or

(u) whoever commits penetrative sexual assault
on a child and makes the child to strip or
parade naked in public, is said to commit
aggravated penetrative sexual assault.

Whoever, commits aggravated penetrative
sexual assault, shall be punished with rigorous
imprisonment for a term which shall not be less
than ten years but which may extend to
imprisonment for life and shall also be liable to
fine.
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. Sexual Assault and Punishment therefor

Whoever, with sexual intent touches the vagina,
penis, anus or breast of the child or makes the
child touch the vagina, penis, anus or breast of
such person or any other person, or does any
other act with sexual intent which involves
physical contact without penetration is said to
commit sexual assault.

Whoever, commits sexual assault, shail be
punished with imprisonment of either description
for a term which shall not be less than three
years but which may extend to five years, and
shall also be liable to fine.

. Aggravated Sexual Assault and Punishment
therefor

(a) Whoever, being a police officer, commits
sexual assault on a child —
(1) within the limits of the police station or
premises where he is appointed; or
(ii) in the premises of any station house
whether or not situated in the police
station to which he is appointed; or
(ii1) in the course of his duties or otherwise;
or
(iv) where he is known as, or identified as
a police officer; or
(b) Whoever, being a member of the armed
forces or security forces, commits sexual
assault on a child —
(i) within the limits of the area to which
the person is deployed; or
(1) in any areas under the command of the
security or armed forces; or
(ii1) in the course of his duties or otherwise;
or
(iv) where he is known or identified as a
member of the security or armed forces;
or
(c) whoever being a public servant commits
sexual assault on a child; or
(d) whoever being on the management or on the
staff of a jail, or remand home or protection
home or observation home, or other place
of custody or care and protection established
by or under any law for the time being in
force commits sexual assault on a child
being inmate of such jail or remand home
or protection home or observation home or

other place of custody or care and protec-
tion; or

(e) whoever being on the management or staff

of a hospital, whether Government or
private, commits sexual assault on a child
in that hospital; or

(f) whoever being on the management or staff

of an educational institution or religious
institution, commits sexual assault on a
child in that institution; or

(g) whoever commits gang sexual assault on a

child.

Explanation — when a child is subjected to
sexual assault by one or more persons of a group in
furtherance of their common intention, each of such
persons shall be deemed to have committed gang
sexual assault within the meaning of this clause and
each of such person shall be liable for that act in
the same manner as if it were done by him alone; or

(h) whoever commits sexual assault on a child

using deadly weapons, fire, heated sub-
stance or corrosive substance; or

(i) whoever commits sexual assault causing

grievous hurt or causing bodily harm and
injury or injury to the sexual organs of the
child; or

(j) whoever commits sexual assault on a child,

which —

(i) physically incapacitates the child or
causes the child to become mentally ill
as defined under clause (/) of section 2
of the Mental Health Act, 1987 or
causes impairment of any kind so as to
render the child unable to perform
regular tasks, temporarily or perma-
nently; or

(i1) inflicts the child with Human Immuno-
deficiency Virus or any other life threa-
tening disease or infection which may
either temporarily or permanently
impair the child by rendering him
physically incapacitated, or mentally ill
to perform regular tasks; or

(k) whoever, taking advantage of a child’s

mental or physical disability, commits
sexual assault on the child; or

() whoever commits sexual assault on the child

more than once or repeatedly; or

(m) whoever commits sexual assault on a child
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10.

below twelve years; or

(n) whoever, being a relative of the child
through blood or adoption or marriage or
guardianship or in foster care, or having
domestic relationship with a parent of the
child,or who isliving in the same or shared
household with the child, commits sexual
assault on such child; or

(o) whoever, being in the ownership or manage-
ment or staff, of any institution providing
services to the child, commits sexual assault
on the child in such institution; or

(p) whoever, being in a position of trust or
authority of a child, commits sexual assault
on the child in an institution or home of
the child or anywhere else; or

(qQ) whoever commits sexual assault on a child
knowing the child is pregnant; or

(r) whoever commits sexual assault on a child
and attempts to murder the child; or

(s) whoever commits sexual assault on a child
in the course of communal or sectarian
violance; or

(t) whoever commits sexual assault on a child
and who has been previously convicted of
having committed any offence under this Act
or any sexual offence punishable under any
other law for the time being in force; or

(u) whoever commits sexual assault on a child
and makes the child to strip or parade naked
in public, is said to commit aggravated
sexual assault.

Whoever, commits aggravated sexual assault

shall be punished with imprisonment of either

description for a term which shall not be less

than five years but which may extend to seven

years, and shall also be liable to fine.

Sexual Harassment and Punishment Therefor

. A person is said to commit sexual harassment

upon a child when such person with sexual
intent,—

(i) utters any word or makes any sound, or
makes any gesture or exhibits any object
or part of body with the intention that such
word or sound shall be heard, or such
gesture or object or part of body shall be
seen by the child; or

(i1) makes a child exhibit his body or any part

of his body so as it is seen by such person
or any other person; or

(iii) shows any object to a child in any form or
media for pornographic purposes; or

(iv) repeatedly or constantly follows or watches
or contacts a child either directly or through
electronic, digital or any other means; or

(v) threatens to use, in any form of media, a
real or fabricated depiction through electro-
nic, film or digital or any other mode, of
any part of the body of the child or the
involvement of the child in a sexual act; or

(vi) entices a child for pornographic purposes
or gives gratification therefor.

Explanation — Any question which involves

“sexual intent” shall be a question of fact.
12. Whoever, commits sexual harassment upon a

child shall be punished with imprisonment of
either description for a term which may extend
to three years and shall also be liable to fine.

Chapter-I11
USING CHILD FOR PORNOGRAPHIC
PURPOSES AND PUNISHMENT
THEREFOR

13. Whoever, uses a child in any form of media

(including programme or advertisement telecast
by television channels or internet or any other
electronic form or printed form, whether or not
such programme or advertisement is intended
for personal use or for distribution), for the
purposes of sexual gratification, which includes

(a) representation of the sexual organs of a
child;

(b) usage of a child engaged inreal or simulated
sexual acts (with or without penetration);

(c) the indecent or obscene representation of a
child, shall be guilty of the offence of using
a child for pomographic purposes.

Explanation — For the purposes of this section,

the expression “use a child” shall include involving
a child through any medium Tike print, electronic,
computer or any other technology for preparation,
production, offering, transmitting, publishing,
facilitation and distribution of the pornographic
material.

14. (1) Whoever, uses a child or children for porno-

graphic purposes shal] be punished with
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15.

16.

imprisonment of either description which
may extend to five years and shall also be
liable to fine and in the event of second or
subsequent conviction with imprisonment of
either description for a term which may
extend to seven years and also be liable to
fine.

(2) If the person using the child for porno-
graphic purposes commits an offence
referred to in section 3, by directly participa-
ting in pornographic acts, he shall be
punished with imprisonment of either
description for a term which shall not be
less than ten years but which may extend to
imprisonment for life, and shall also be
liable to fine.

(3) If the person using the child for pornogra-
phic purposes commits an offence referred
to in section 5, by directly participating in
pornographic acts, he shall be punished
with rigorous imprisonment for life and shall
also be liable to fine.

(4) If the person using the child for porno-
graphic purposes commits an offence
referred to in section 7, by directly participa-
ting in pornographic acts, he shall be
punished with imprisonment of either
description fora term which shall not be less
than six years but which may extend to eight
years, and shall also be liable to fine.

(5) If the person using the child for pomo-
graphic purposes commits an offence
referred to in section 9, by directly participa-
ting in pornographic acts, he shall be
punished with imprisonment of either
description for a term which shall not be
less than eight years but which may extend
to ten years, and shall also be liable to fine.

Any person, who stores, for commercial purpo-

ses any pornographic material in any form

involving a child shall be punished with impri-
sonment of either description which may extend
to three years or with fine or with both.

Chapter-1V
ABETMENT OF AND ATTEMPT TO
COMMIT AN OFFENCE

A person abets an offence, who —
First — Instigates any person to do that offence;

or
Secondly — Engages with one or more other

person or persons in any conspiracy for the doing of

that offence, if an act or illegal omission takes place
in pursuance of that conspiracy, and in order to the
doing of that offence; or

Thirdly — Intentionally aids, by any act or
illegal omission, the doing of that offence.

Explanation I. — A person who, by wilful
misrepresentation, or by wilful concealment of a
material fact, which he is bound to disclose,
voluntarily causes or procures, or attempts to cause
or procure a thing to be done, is said to instigate the
doing of that offence

Explanation 1. — Whoever, either prior to or
at the time of commission of an act, does anything
in order to facilitate the commission of that act, and
thereby facilitates the commission thereof, is said to
aid the doing of that act

Explanation Il — Whoever employ, harbours,
receives or transports a child, by means of threat or
use of force or other forms of coercion, abduction,
fraud, deception, abuse of power or of a position,
vulnerability or the giving or receiving of payments
or benefits to achieve the consent of a person having
control over another person, for the purpose of any
offence under this Act, is said to aid the doing of
that act.

17. Whoever abets any offence under this Act, if
the act abetted is committed in consequence of
the abetment, shall be punished with punishment
provided for that offence.

Explanation — An act or offence is said to be
committed in consequence of abetment, when it is
committed in consequence of the instigation, or in
pursuance of the conspiracy or with the aid, which
constitutes the abetment.

18. Whoever attempts to commit any offence
punishable under this Act or to cause such an
offence to be committed, and in such attempt,
does any act towards the commission of the
offence, shall be punished with imprisonment
of any description provided for the offence, for
a term which may extend to one-half of the
imprisonment for life or, as the case may be,
one-half of the longest term of imprisonment
provided for that offence or with fine or with
both.
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Chapter-V

PROCEDURE FOR REPORTING OF CASES

(7) No person shall incur any liability,
whether civil or criminal, for giving the
information in good faith for the purpose

19. (1) Notwithstanding anything contained in the of sub-section (1)
Code of Criminal Proced 1973 ) )
e(:)rsﬁz)r(l) (inrcllrulj 11111?1 tr}?ecect?irlz) whf; i?sl 20. Any personnel of the media or hotel or lodge or
g rehension that fn offence unéier this Act hospital or club or studio or photographic
isPFikel to be committed or has knowledee facilities, by whatever name called, irrespective
that su}::h an offence has been committe%l of the number of persons employed therein, shall,
he shall orovide such information to. — ’ on coming across any material or object which
(a) the 5 ecial Juvenile Police Unit" or is sexually exploitative of the child (including
P . ’ pornographic, sexually-related or making
(b) the local police. . : .
. . obscene representation of a child or children)
(2) Every report given under sub-section (1) thr th ¢ di hall d
shall be — ough the use of any medium, shall provide
(a) ascribed an entry number and recorded such information to the Special Juvenile Police
in writing: Y Unit, or to the local police, as the case may be.
(b) be read f\;er to the informant: 21. (1) Any person, who fails to report the
(c) shall be entered in a book to bye Kent b commission of an offence under sub-section
the Police Unit PL by (1) of section 19 or section 20 or who fails
] . . to record such offence under sub-section (2)
3) Where the report under sub-section (1) is of section 19 shall be punished with
given by a Chﬂ.d’ the same shgll be recorded imprisonment of either description which
under sub-section (2) in a simple language may extend to six months or with fine or
so that the child understands contents being itill both
recorded. W ) L
(4) In case contents are being recorded ?n the 2) cAor;prlf;sc())rn;nb illrsfu;tr:;h?; }%ew}(gt:\:;}rf
language not understood by the child or name called) who fails to report the
wherever it is deemed necessary, a translator commission of an offence under s Il)) section
i . . i u ub-secti
or an interpreter, having such qualifications, (1) of section 19 in respect of a subordinate
i d t of such fi
CXPETIENCE and on payment Of Such 1ees as under his control, shall be punished with
may be prescribed, shall be provided to the imprisonment for a term which mav extend
child if he fails to understand the same. o Ene car and with fine Y
5) Where the Special Juvenile Police Unit Y W '
) ere The special Juventie totee it of (3) The provisions of sub-section (1) shall not
local police is satisfied that the child against apply to a child under this Act
h ffence has been committed is i Y R S Act
wHotn an OTienee 1as heell €0 ccis 22. (1) Any person, who makes false complaint or
need of care and protection, then, it shall, rovides false information aeainst an
after recording the reasons in writing, make gerson in respect of an o ffencegco it tezli
i diat t to give hi h ’
mmediate arrangement to give him suc under sections 3, 5, 7 and section 9, solely
care and protection (including admitting the with the intention to humiliate. extort or
child into shelter home or to the nearest threat def hi hall b, shed
hospital) within twenty-four hours of the Wi;a ifrrllpiirsofnflgrlli f(l)rrnasteim \;cv}?ilcllrilinzy
rt b ibed.
report, as may be preserive . extend to six months or with fine or with
(6) The Special Juvenile Police Unit or local both
: ) oth.
pqllge shall,. without unnecessary delay but (2) Where a false complaint has been made or
within a period of twenty-four hours, report false information has been provided by a
the matter to the Child Welfare Committee hild <shment shall é) . dy
and the Special Court or where no Special Sui:h,clllli(l) dpunls ent shall be mmposed on
Court has been designated, to the Court of ’ . .
Sour. as beetl gesighated, o 17e L ourt (3) Whoever, not being a child, makes a false
ession, including need of the child for care laint des false inf »
and protection and steps taken in this regard. comp etun %r.lgr(;mw e 1a .Ste {[n %rm;l 11 on
against a child, knowing it to be false,
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23. (1)

)

3)

4)

thereby victimising such child in any of the
offences under this Act, shall be punished
with imprisonment which may extend to one
year or with fine or with both.

No person shall make any report or present
comments on any child from any form of
media or studio or photographic facilities
without having complete and authentic
information, which may have the effect of
lowering his reputation or infringing upon
his privacy.

No reports in any media shall disclose, the
identity of a child including his name,
address, photograph, family details, school,
neighbourhood or any other particulars
which may lead to disclosure of identity of
the child: Provided that for reasons to be
recorded in writing, the Special Court,
competent to try the case under the Act, may
permit such disclosure, if in its opinion such
disclosure is in the interest of the child.
The publisher or owner of the media or
studio or photographic facilities shall be
jointly and severally liable for the acts and
omissions of his employee.

Any person who contravenes the provisions
of sub-section (1) or sub-section (2) shall
be liable to be punished with imprisonment
of either description for a period which shall
not be less than six months but which may
extend to one year or with fine or with both.

Chapter-VI

PROCEDURES FOR RECORDING

24. (1)

)
3)

(4)

STATEMENT OF THE CHILD

The statement of the child shall be recorded
at the residence of the child or at a place
where he usually resides or at the place of
his choice and as far as practicable by a
woman police officer not below the rank of
sub-inspector.

The police officer while recording the state-
ment of the child shall not be in uniform.
The police officer making the investigation,
shall, while examining the child, ensure that
at no point of time the child come in the
contact in any way with the accused.

No child shall be detained in the police
station in the night for any reason.

)

25. (1)

2)

26. (1)

2)

3)

4)

27. (1)

The police officer shall ensure that the
identity of the child is protected from the
public media, unless otherwise directed by
the Special Court in the interest of the child.
If the statement of the child is being recorded
under section 164 of the Code of Criminal
Procedure, 1973 (herein referred to as the
Code), the Magistrate recording such
statement shall, notwithstanding anything
contained therein, record the statement as
spoken by the child:

Provided that the provisions contained in
the first proviso to sub-section (1) of section
164 of the Code shall, so far it permits the
presence of the advocate of the accused shall
not apply in this case.

The Magistrate shall provide to the child
and his parents or his representative, a copy
of the document specified under section 207
of the Code, upon the final report being filed
by the police under section 173 of that Code.
The Magistrate or the police officer, as the
case may be, shall record the statement as
spoken by the child in the presence of the
parents of the child or any other person in
whom the child has trust or confidence.
Wherever necessary, the Magistrate or the
police officer, as the case may be, may take
the assistance of a translator or an inter-
preter, having such qualifications, expe-
rience and on payment of such fees as may
be prescribed, while recording the statement
of the child.

The Magistrate or the police officer, as the
casemay be, may, in the case of a child
having a mental or physical disability, seek
the assistance of a special educator or any
person familiar with the manner of commu-
nication of the child or an expert in that field,
having such qualifications, experience and
on payment of such fees as may be prescri-
bed, to record the statement of the child.
Wherever possible, the Magistrate or the
police officer, as the case may be, shall
ensure that the statement of the child is also
recorded by audio-video electronic means.
The medical examination of a child in
respect of whom any offence has been
committed under this Act, shall, notwith-
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28.

2)

3)

4

(1

2)

3)

standing that a First Information Report or
complaint has not been registered for the
offences under this Act, be conducted in
accordance with section 164A of the Code
of Criminal Procedure, 1973.

In case the victimis a girl child, the medical
examination shall be conducted by a woman
doctor.

The medical examination shall be conducted
in the presence of the parent of the child or
any other person in whom the child reposes
trust or confidence.

Where, in case the parent of the child or
other person referred to in sub-section (3)
cannot be present, for any reason, during
the medical examination of the child, the
medical examination shall be conducted in
the presence of a woman nominated by the
head of the medical institution.

Chapter-VII
SPECIAL COURTS

For the purposes of providing a speedy trial,
the State Government shall in consultation
with the Chief Justice of the High Court,
by notification in the Official Gazette,
designate for each district, a Court of
Session to be a Special Court to try the
offences under the Act:

Provided that if a Court of Session is notified
as a children’s court under the Commissions
for Protection of Child Rights Act, 2005 or
a Special Court designated for similar
purposes under any other law for the time
being in force, then, such court shall be
deemed to be a Special Court under this
section.

While trying an offence under this Act, a
Special Court shall also try an offence
[other than the offence referred to in sub-
section (1)], with which the accused may,
under the Code of Criminal Procedure,
1973, be charged at the same trial.

The Special Court constituted under this
Act, notwithstanding anything in the Infor-
mation Technology Act, 2000, shall have
jurisdiction to try offences under section
67B of that Act in so far as it relates to
publication or transmission of sexually

29.

30.

explicit material depicting children in any

act, or conduct or manner or facilitates

abuse of children online.
Where a person is prosecuted for committing or
abetting or attempting to commit any offence
under sections 3, 5, 7 and section 9 of this Act,
the Special Court shall presume, that such
person has committed or abetted or attempted
to commit the offence, as the case may be unless
the contrary is proved.
(1) In any prosecution for any offence under
this Act which requires a culpable mental
state on the part of the accused, the Special
Court shall presume the existence of such
mental state but it shall be a defence for the
accused to prove the fact that he had no such
mental state with respect to the act charged
as an offence in that prosecution.
For the purposes of this section, a fact is
said to be proved only when the Special
Court believes it to exist beyond reasonable
doubt and not merely when its existence is
established by a preponderance of prob-
ability.
Explanation — In this section, “culpable mental

2)

state” includes intention, motive, knowledge of a
fact and the belief in, or reason to believe, a fact.

31.

32.

Save as otherwise provided in this Act, the
provisions of the Code of Criminal Procedure,
1973 (including the provisionsas to bail and
bonds) shall apply to the proceedings before a
Special Court and for the purposesof the said
provisions, the Special Court shall be deemed
to be a Court of Sessions and the person
conductinga prosecution before a Special Court,
shall be deemed to be a Public Prosecutor.

(1) The State Government shall, by notification
in the Official Gazette, appoint 4 Special
Public Prosecutor for every Special Court
for conducting cases only under the
provisions of this Act.

Aperson shall be eligible to be appointed as
a Special Public Prosecutor under sub-
section (1) only if he had been in practice
for not less than seven years as an advocate.
Every person appointed as a Special Public
Prosecutor under this section shall be
deemed to be a Public Prosecutor within the
meaning of clause (w) of section 2 of the

)

3)
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Code of Criminal Procedure, 1973 and
provision of that Code shall have effect
accordingly.

Chapter-VIII
PROCEDURE AND POWERS OF SPECIAL
COURTS AND RECORDING OF
EVIDENCE

33. (1) A Special Court may take cognizance of any
offence, without the accused being commi-
tted to it for trial, upon receiving a complaint
of facts which constitute such offence, or
upon a police report of such facts.

(2) The Special Public Prosecutor, or as the
case may be, the counsel appearing for the
accused shall, while recording the examina-
tion-in-chief, cross-examination or re-
examination of the child, communicate the
questions to be put to the child to the Special
Court which shall in turn put those questions
to the child.

(3) The Special Court may, if it considers
necessary, permit frequent breaks for the
child during the trial.

(4) The Special Court shall create a child-
friendly atmosphere by allowing a family
member, a guardian, a friend or a relative,
in whom the child has trust or confidence,
to be present in the court.

(5) The Special Court shall ensure that the child
is not called repeatedly to testify in the
court.

(6) The Special Court shall not permit aggre-
ssive questioning or character assassination
of the child and ensure that dignity of the
child is maintained at all times during the
trial.

(7) The Special Court shall ensure that the
identity of the child is not disclosed at any
time during the course of investigation or
trial:

Provided that for reasons to be recorded in
writing, the Special Court may permit such
disclosure, if in its opinion such disclosure is in
the interest of the child.

Explanation — For the purposes of this sub-
section, the identity of the child shall include the
identity of the child’s family, school, relatives, neigh-
bourhood or any other information by which the

identity of the child may be revealed.
(8) Inappropriate cases, the Special Court may,

in addition to the punishment, direct pay-
ment of such compensation as may be pres-
cribed to the child for any physical or mental
trauma caused to him or for immediate
rehabilitation of such child.

(9) Subject to the provisions of this Act, a

Special Court shall, for the purpose of the
trial of any offence under this Act, and shall
try such offence as if it were a Court of
Session, and as far as may be, in accordance
with the procedure specified in the Code of
Criminal Procedure, 1973 for trial before a
Court of Session.

34. (1) Where any offence under this Act is commi-

tted by a child, such child shall be dealt with
under the provisions of the Juvenile Justice
(Care and Protection of Children) Act, 2000.

(2) If any question arises in any proceeding

before the Special Court whether a person
is a child or not, such question shall be deter-
mined by the Special Court after satisfying
itself about the age of such person and it
shall record in writing its reasons for such
determination.

(3) No order made by the Special Court shall

be deemed to be invalid merely by any
subsequent proof that the age of a person
as determined by it under sub-section (2)
was not the correct age of that person.

35. (1) The evidence of the child shall be recorded

within a period of thirty days of the Special
Court taking cognizance of the offence and
reasons for delay, if any, shall be recorded
by the Special Court.

(2) The Special Court shall complete the trial,

as far as possible, within a period of one
year from the date of taking cognizance of
the offence.

36. (1) The Special Court shall ensure that the child

is not exposed in any way to the accused at
the time of recording of the evidence, while
at the same time ensuring that the accused
is in a position to hear the statement of the
child and communicate with his advocate.

(2) For the purposes of sub-section (1), the

Special Court may record the statement of
a child through video conferencing or by
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37.

38.

39.

40.

41.

utilising single visibility mirrors or curtains

or any other device.
The Special Court shall try cases in camera and
in the presence of the parents of the child or
any other person in whom the child has trust or
confidence:
Provided that where the Special Court is of the
opinion that the child needs to be examined at a
place other than the court, it shall proceedto issue
a commission in accordance with the provisions
of section 284 of the Code of Criminal Proce-
dure, 1973.
(1) Wherever necessary, the Court may take the
assistance of a translator or interpreter
having such qualifications, experience and
on payment of such fees as may be
prescribed, while recording the evidence of
the child.
If a child has a mental or physical disability,
the Special Court may take the assistance
of a special educator or any person familiar
with the manner of communication of the
child or an expert in that field, having such
qualifications, experience and on payment
of such fees as may be prescribed to record
the evidence of the child.

2

Chapter-IX
MISCELLANEOUS

Subject to such rules as may be made in this
behalf, the State Government shall prepare
guidelines for use of non-governmental organisa-
tions, professionals and experts or persons
having knowledge of psychology, social work,
physical health, mental health and child develop-
ment to be associated with the pre-trial and trial
stage to assist the child.

Subject to the proviso to section 301 of the Code
of Criminal Procedure, 1973 the family or the
guardian of the child shall be entitled to the
assistance of a legal counsel of their choice for
any offence under this Act:

Provided that if the family or the guardian of
the child are unable to afford a legal counsel,
the Legal Services Authority shall provide a
lawyer to them.

The provisions of sections 3 to 13 (both
inclusive) shall not apply in case of medical
examination or medical treatment of a child

42.

43.

44,

when such medical examination or medical
treatment is undertaken with the consent of his
parents or guardian.

Where an act or omission constitute an offence
punishable under this Act and also under any
other law for the time being in force, then,
notwithstanding anything contained in any law
for the time being in force, the offender found
guiltyof such offence shall be liable to punish-
ment only under such law or this Act as provides
for punishment which is greater in degree.

The Central Government and every State
Government, shall take all measures to ensure
that —

(a) the provisions of this Act are given wide
publicity through media including the
television, radio and the print media at
regular intervals to make the general public,
children as well as their parents and guar-
dians aware of the provisions of this Act;
the officers of the Central Government and
the State Governments and other concerned
persons (including the police officers) are
imparted periodic training on the matters
relating to the implementation of the provi-
sions of the Act.

The National Commission for Protection of
Child Rights constituted under section 3, or
as the case may be, the State Commission
for Protection of Child Rights constituted
under section 17, of the Commissions for
Protection of Child Rights Act, 2005, shall,
in addition to the functions assigned to them
under that Act, also monitor the implemen-
tation of the provisions of this Act in such
manner as may be prescribed.

The National Commission or, as the case
may be, the State Commission, referred to
in sub-section (1), shall, while inquiring into
any matter relating to any offence under this:
Act, have the same powers as are vested in
it under the Commissions for Protection of
Child Rights Act, 2005.

The National Commission or, as the case
may be, the State Commission, referred to
in sub-section (1), shall, also include, its
activities under this section, in the annual
report referred to in section 16 of the
Commissions for Protection of Child Rights

(b)

(1

2)

A3)
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Act, 2005.

45. (1) The Central Government may, by notifica-

)

3)

tion in the Official Gazette, make rules for

carrying out the purposes of this Act.

In particular, and without prejudice to the

generality of the foregoing powers, such

rules may provide for all or any of the
following matters, namely:—

(a) the qualifications and experience of,

and the fees payable to, a translator or

an interpreter, a special educator or any
person familiar with the manner of
communication of the child or an expert
in that field, under sub-section (4) of
section 19; sub-sections (2) and (3) of

section 26 and section 38;

care and protection and emergency

medical treatment of the child under

sub-section (5) of section 19;

(c) the payment of compensation under
sub-section (8) of section 33;

(d) the manner of periodic monitoring of
the provisions of the Act under sub-
section (1) of section 44.

Every rule made under this section shall be

laid, as soon as may be after it is made,

before each House of Parliament, while it
is in session, for a total period of thirty days

(b)

46. (1)

2

which may be comprised in one session or
in two or more successive sessions, and if,
before the expiry of the session immediately
following the session or the successive
sessions aforesaid, both Houses agree in
making any modification in the rule or both
Houses agree that the rule should not be
made, the rule shall thereafter have effect
only in such modified form or be of no effect,
as the case may be; so, however, that any
such modification or annulment shall be
without prejudice to the validity of anything
previously done under that rule.

If any difficulty arises in giving effect to
the provisions of this Act, the Central
Government may, by order published in the
Official Gazette, make such provisions not
inconsistent with the provisions of this Act
as may appear to it to be necessary or
expedient for removal of the difficulty:
Provided that no order shall be made under
this section after the expiry of the period of
two years from the commencement of this
Act.

Every order made under this section shall
be laid, as soon as may be after it is made,
before each House of Parliament.

THE PROTECTION OF CHILDREN FROM SEXUAL OFFENCES (AMENDMENT) ACT, 2019
No. 25 of 2019

[Sth August, 2019]

An Act further to amend the Protection of Children from Sexual Offences Act, 2012

Be it enacted by Parliament in the Seventienth Year
of the Republic of India as follows:

1.

2.

(1

)

This Act may be called the Protection of
Children from Sexual Offences (Amend-
ment) Act, 2019.

It shall come into force on such date as the
Central Government may, by notification in
the Official Gazette, appoint.

In the Protection of Children from Sexual
Offences Act, 2012 (hereinafter referred to as
the principal Act), in section 2,—

(a)

in sub-section (1), after clause (d), the
following clause shall be inserted, namely:

(da) “child pornography” means any visual
depiction of sexually explicit conduct
involving a child which include photograph,
video, digital or computer generated image
indistinguishable from an actual child, and
image created, adapted, or modified, but
appear to depict a child,;

(b) in sub-section (2), for the words, brackets

and figures “the Juvenile Justice (Care and
Protection of Children) Act, 2000, the
words, brackets and figures “the Juvenile
Justice (Care and Protection of Children)
Act, 2015 shall be substituted.
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3.

In the principal Act, section 4 shall be renum-

bered as section 4(1) thereof and —

(a) in sub-section (1) as so renumbered, for the
words “seven years”, the words “ten years”
shall be substituted;

(b) after sub-section (1), the following sub-
sections shall be inserted, namely:—

“(2) Whoever commits penetrative sexual
assault on a child below sixteen years of
age shall be punished with imprisonment for
a term which shall not be less than twenty
years, but which may extend to imprison-
ment for life, which shall mean imprison-
ment for the remainder of natural life of that
person, and shall also be liable to fine.

(3) The fine imposed under sub-section (1)
shall be just and reasonable and paid to the
victim to meet the medical expenses and
rehabilitation of such victim.”

In section 5 of the principal Act, —

(1) in clause (), —

(A) in sub-clause (i), the word “or” occurring
at the end shall be omitted;

(B) in sub-clause (iii), the word “or” occurring
at the end shall be omitted;

(C) after sub-clause (iii), the following sub-
clause shall be inserted, namely:—

“(iv) causes death of the child; or”;

(II) in clause (s), for the words “communal or
sectarian violence”, the words “communal
or sectarian violence or during any natural
calamity or in similar situations” shall be
substituted.

For section 6 of the principal Act, the following
section shall be substituted, namely:—
6. (1) Whoever commits aggravated penetrative
sexual assault shall be punished with rigorous
imprisonment for a term which shall not be less
than twenty years, but which may extend to
imprisonment for life, which shall mean
imprisonment for the remainder of natural life
of that person, and shall also be liable to fine,
or with death.

(2) The fine imposed under sub-section (1) shall

be just and reasonable and paid to the victim to

meet the medical expenses and rehabili-tation
of such victim.”

In section 9 of the principal Act,

(1) in clause (s), for the words “communal or

sectarian violance”, the words “communal
or sectarian violence or during any natural
calamity or in any similar situations” shall
be substituted;
(i) after clause (u), the following clause
shall be inserted, namely:—
“(v) whoever persuades, induces, entices or
coerces a child to get administered or
administers or direct anyone to administer,
help in getting administered any drug or
hormone or any chemical substance, to a
child with the intent that such child attains
carly sexual maturity;".
For section 14 of the principal Act, the following
section shall be substituted, namely:—
“14. (1) Whoever uses a child or children for
pornographic purposes shall be punished with
imprisonment for a term which shall not be less
than five years and shall also be liable to fine,
and in the event of second or subsequent convic-
tion with imprisonment for a term which shall
not be less than seven years and also be liable
to fine.
(2) Whoever using a child or children for porno-
graphic purposes under sub-section (1), commits
an offence referred to in section 3 or section 5
or section 7 or section 9 by directly participating
in such pornographic acts, shall be punished for
the said offences also under section 4, section
6, section 8 and section 10, respectively, in
addition to the punishment provided in sub-
section (1).”
For section 15 of the principal Act, the following
section shall be substituted, namely:—
“15. (1) Any person, who stores or possesses
pornographic material in any form involving a
child, but fails to delete or destroy or report the
same to the designated authority, as may be
prescribed, with an intention to share or transmit
child pornography, shall be liable to fine not less
than five thousand rupees, and in the event of
second or subsequent offence, with fine which
shall not be less than ten thousand rupees.
(2) Any person, who stores or possesses porno-
graphic material in any form involving a child
for transmitting or propagating or displaying or
distributing in any manner at any time except
for the purpose of reporting, as may be
prescribed, or for use as evidence in court, shall
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be punished with imprisonment of either
description which may extend to three years, or
with fine, or with both.

(3) Any person, who stores or possesses porno-
graphic material in any form involving a child
for commercial purpose shall be punished on
the first conviction with imprisonment of either
description which shall not be less than three
years which may extend to five years, or with
fine, or with both, and in the event of second or
subsequent conviction, with imprisonment of
either description which shall not be less than
five years which may extend to seven years and
shall also be liable to fine.”

In section 34 of the principal Act, for the words,
brackets and figures “the Juvenile Justice (Care
and Protection of Children) Act, 20007, the
words, brackets and figures “the Juvenile Justice
(Care and Protection of Children) Act, 2015”
shall be substituted.

10. Insection 42 of the principal Act, for the figures,

11.

letter and words “376E or section 509 of the
Indian Penal Code”, the figures, letters and
words “376E, section 509 of the Indian Penal
Code or section 67B of the Information
Technology Act, 2000 shall be substituted.

In section 45 of the principal Act, in sub-section
(2), clause (a) shall be re-lettered as clause (ab)
thereof and before clause (ab) as so re-lettered,
the following clauses shall be inserted,
namely:—

“(a) the manner of deleting or destroying or
reporting about pornographic material in any
form involving a child to the designated authority
under sub-section (1) of section 15;

(aa) the manner of reporting about pornographic
material in any form involving a child under sub-
section (2) of section 157,
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Case Report

The dynamics between corticosteroids and
antipsychotics 1n a patient with
mesangioproliferative glomerulonephritis
- A case report

Gauri Gupta, Poonam Bharti, Aman Bharti, Tanu K. Singh
Department of Psychiatry, Maharishi Markandeshwar Institute of Medical Sciences and
Research (MMDU), Mullana, Ambala, Haryana, India
Contact: Gauri Gupta, E-mail: gauri404f@gmail.com

Introduction

Corticosteroids are very commonly prescribed
among both hospitalized and outpatient medical and
surgical patients. While many common endocrine
and pathological side effects of corticosteroids are
well understood. The incidence, presentation, and
treatment of neuropsychiatric manifestations have
not been commonly characterized and studied. Most
practitioners are familiar with the term of ‘steroid
induced psychosis’ but the course of the affective
and behavioral symptoms can vary from patient to
patient.'

We present a case of corticosteroid induced
psychosis, a challenge in maintaining the equilibrium
between the mainstay of treatment for the patient
with corticosteroids and antipsychotics.

Case report

We report a case of a 55 year old woman who
was under treatment from the nephrology department
at MMIMSR, Mulana, Ambala. She was on treat-
ment for mesangioproliferative glomerulonephritis
for approximately 2-3 years and prescribed
prednisolone. The patient had a past history of
admission under nephrology department for deterio-
ration of symptoms and kidney function tests. Then
an increase in the dose of prednisolone from 40 mg/
day to 80 mg/day resulted in increase in the psychosis
for the patient.

She was referred to the psychiatry OPD for
suspiciousness towards her family members, sleep
disturbances. Delusion of reference, persecution was

present as active psychopathology. She was admitted
under psychiatry department and given risperidone
1 mg/day with symptomatic management for sleep
disturbances. Diagnosis of substance/medication
induced psychotic disorder was made considering
DSM-V. The dose of risperidone was increased from
Img/day to 3 mg/day. Furthermore, the nephrology
team advised against any further dose titration and
prednisolone was resumed at 40 mg/day.

Conclusion

Corticosteroid induced psychiatric symptoms
are not uncommon in clinical practice. Only a
handful of detailed evaluation studies are present
on the topic of neuropsychiatric manifestations of
corticosteroids.

However, careful monitoring of psychotic
symptoms and the co-existing medical condition
should be done to prevent further exacerbations.
Consultation liason with the departments involved
is necessary for the maintainance of equilibrium
between corticosteroids and antipsychotics.

The patient was maintained well at risperidone
3 mg/day with prednisolone at 40 mg/day. Close
monitoring of the patient and evaluation of psychotic
symptoms was done on follow ups.

Discussion

Corticosteroids are used to manage a host of
medical conditions and prescribed because of their
ability to suppress inflammatory processes and the
immune system such as inflammatory diseases like
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asthma and rheumatoid arthritis and their immuno-
suppressive effect is used in autoimmune diseases
like SLE and organ transplant.>

Clinical benefit can be derived from these
agents, it’s also important for clinicians to be cogni-
zant of associated adverse effects-increased risk of
infection, leukocytosis, hyperglycemia, psychiatric
manifestations such as steroid-induced psychosis.?

Manic episodes constitute the most common
manifestations of corticosteroid-induced neuro-
psychiatric disorder, accounting for about half of
all referrals. Psychotic symptoms are prominent
among those with mania, in 30% to 40% patients.
Literature suggests that patients diagnosed with
steroid-induced mania are likely to demonstrate
psychotic features than patients with nonsubstance
induced mania. Persecutory delusions, auditory
hallucinations, disorganized behaviors are prevalent
psychotic symptoms.*
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Introduction

Schizophrenia and anorexia nervosa are two
distinct psychiatric disorders commonly observed
in psychiatric OPD across the globe.! Their co-
morbidities are relatively infrequent with only a few
published case reports. Paranoid schizophrenia is a
subtype of schizophrenia characterised by prominent
delusions of persecution and auditory hallucination.
Anorexia nervosa is an eating disorder characterised
by an intense fear of gaining weight, a distorted body
image and severe restriction of food intake leading
to significant weight loss.?

In this case report, we present the details of a
29-year-old female diagnosed with paranoid schizo-
phrenia who exhibited anorexic features. The
purpose of this report is to contribute to the existing
literature on the topic and facilitate a discussion
surrounding the unique presentation.

Case Report

The patient was a 29-year-old female Ms. X
divorced from middle socioeconomic status who was
brought for psychiatric evaluation by her parents
with complaints of suspiciousness, disturbed sleep,
aggressive behavior, irritability, hearing voices, and
refusal to eat. The first symptom, the mother noticed
was almost 8§ years back when she became extremely
suspicious about the family members talking very
little to them. Her mother noticed social withdrawal.
When prevented from leaving home she often became
aggressive and destroyed household property. She
used to attack her family members with chili powder

in her pockets. She used to throw phones in water,
cut clothes, and break glass utensils from the kitchen.
At other times she would withdraw to her room, and
would not talk to anyone. Her personal hygiene and
care also deteriorated. Later on, she started hearing
voices and seeing Goddess Kali who would tell her
that everything would be alright. Initially, she got
fearful but then she thought it was a result of her
extreme worship and prayers. She used to hate her
family members and would behave inappropriately
by slapping her mother, and relatives at times. The
emergence of anorexic symptoms occurred later in
the course of the illness. She used to stop eating
when she felt that she is gaining weight. She used to
keep seeing her reflection in a mirror to notice
whether she is putting on weight. Her diet was very
restricted as she used to eat low-calorie food. She
used to exercise for about half an hour including
yoga apart from walking, so that she does not put
on weight. No episodes of binge eating were reported.
She used to just taste the food cooked by her mother
with 1-2 bites and did not have proper meals. At
times she threw the food away stating that she was
not hungry.

During the physical examination, the patient’s
thin-built physique was observed accompanied by
normal vital signs. Her secondary sexual character-
istics well developed. In terms of mental status
examination she initially displayed guarded beha-
viour and primarily exhibited irritability. The patient
exhibited preoccupations with auditory halluci-
nations indicating the presence of voices in her head.
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Notably, she had an idea of being overweight despite
being overtly thin appearance. She adamantly denied
having any psychiatric illness and vehemently
rejected any suggestions regarding her underweight
status. Her BMI was 16 with a height of 165cm and
weight of 43.5 kg which highlights the seriousness
of anorexic symptoms. Blood investigations yielded
normal results. The history and mental status
examination observed supplemented the diagnosis
of paranoid schizophrenia with anorexic symptoms.
Delusion of persecution was evident in addition to
auditory and visual hallucinations. Family history
is suggestive of psychiatric illness in her uncle’s sons
and her aunt. Clinical features of anorexic symptoms
with paranoid schizophrenia are rare. In the current
case, anorexic symptoms occurred later after the
onset of schizophrenia. All the biochemical
parameters were normal.it is crucial to closely
monitor the patient’s physical health and nutritional
status due to the severe malnutrition associated with
anorexia nervosa.

Discussion

To the best of our knowledge and belief, there
is a scarcity of case reports documenting the co-
occurrence of paranoid schizophrenia with anorexic
symptoms in Indian literature. In the above-described
case, the patient initially exhibited symptoms such
as suspiciousness, hallucinatory behavior, and
aggression followed by the development of anorexic
features.

The literature review indicates that there are
intricate connections between psychotic disorders
and eating disorders. There are differing perspectives
regarding the relationship between these two sets of
disorders. Some researchers argue that eating
disorders and psychosis are separate disorders that
can mutually influence each other. Conversely, others
suggest that both disorders are different expressions
of a shared underlying illness process. In addition
to these perspectives, Lyon and Silber proposed an

interesting hypothesis in 1989.° They suggested that
anorexia and schizophrenia exist on a continuum
with schizophrenia at one end and neurosis and
personality disorders at the opposite end. This
hypothesis implies that there may be overlapping
features or shared vulnerabilities between anorexia
and schizophrenia while also acknowledging
distinctions between the two disorders.

The dysfunction of the salience network region
of the brain in schizophrenia and eating disorders
suggests potential commonalities in their underlying
neurobiology.? Preliminary evidence suggests that
there are similarities’ in a dopaminergic pathway
abnormalities between individuals with eating
disorders and patients with schizophrenia.* Both
conditions involve dysregulation in the dopaminergic
system which is responsible for various aspects of
brain function. The specific nature and extent of
these abnormalities may differ between these two
disorders. Further research is needed to explore these
implications for intervention strategies.
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Book Review

Deewasanjali

By Dr. Tushar Jagawat “Saadgi”
Contact: tusharjagawat@yahoo.com

"Deewasanjali" is a novel, unique attempt by a
renowned Psychiatrist with a vast experience in the
field of Mental health and De-Addiction. In this
Compiled Hindi poetry book he has discussed a wide
range of medical, mental health, and various socio-
cultural issues through the Lens of poetry. This book
provides an insight into the persona of the poet and
tells us about his simplicity which is evident in his
simple understanding language and easy composi-
tions. However, despite being simple, his powerful
grasp on the wide range of national and international
issues of public interest ranging from medical,
mental health, addiction, socio-cultural topics is quite
evident in this exceptional work.

"Deewasanjali" is a collection of about 150
Hindi poems on various International and national
days of general public interest which includes
medical and other social issues. The poems are
written in monthly, date wise topics, in which public
Awareness has been given the utmost importance.
Each poem begins with a brief introduction of the
issues, reasons for problem, impact on self and
society, Prevention and solutions in organized order.
The poems provide a introspection and insight into
the sensitive and burning issues for the society and
motivate the readers to understand the gravity of
global issues and importance of the various DAY'S.

Overall the poetry book makes an interesting
read and is recommended for a wide ranging
audience. It will make its reader feel happy,
motivated, Learning, and rejuvenated. In the stressful
and polluted environment, role of each citizen has
explained by simple, feasible manner and book works

as a guide to positive health and active contributions
in the green and clean, healthy and happy society.

The book was recently released at a function
on the occasion of Doctors' Day by Jaipur Medical
Association.

M.S. Bhatia'
Aparna Goyal®

Department of Psychiatry,
1UCMS & GTB Hospital and*IHBAS, Delhi-110095
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Please link to following websites:
*  https://conference-service.com/conferences/psychiatry. html
» https://waset.org/psychiatry-conferences
»  https://psychiatry.psychiatryconferences.com/
*  https://www.rcpsych.ac.uk/events
*  https://allconferencealert.net/topics/psychiatry.php

*  https://www.mdlinx.com/psychiatry/conference.cfm
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Annual Awards

Delhi Psychiatric Society Annual Awards

(Rules & Regulations)

1. Dr. Ravi Pande Memorial Award for Young Psychiatrist:
a) The original research done by a young Psychiatrist below 40 years of age
b) It should be unpublished and not elsewhere submitted
¢) The paper is to be presented at the time of CME/Annual Conference
d) 70% marks are for written evaluation and 30% for presentation
e) Presenter and at least 50% of co-authors must be full members of the Society
f) Consent is required from all authors

2. Dr. Saadgi Jagawat Memorial Award for Female Postgraduate Student:

a) The original research done by a female postgraduate (MD/DNB/DM)

b) Certificate of doing PG is required from the Head/ Institution

¢) It should be unpublished and not elsewhere submitted

d) The paper is to be presented at the time of CME/Annual Conference

e) 70% marks are for written evaluation and 30% for presentation

f) Presenter (PG student) and at least 50% of co-authors must be full members of the Society
g) Consent is required from all authors

3. Dr. Ravi Nehru Memorial Award for Best Published Paper:
a) Published work in the field of Neuropsychiatry or Neuropsychology

b) Principal Author and at least 50% of co-authors should be members of the Society at the time of

publication

¢) The published work should be in the previous 2 years (i.e., for 2022 Award, July 2019 to June

2021)
d) Consent is required from all authors
4. Dr. J.S. Neki Memorial Best Poster Award:

a) Based on Original research

b) It should be unpublished and not elsewhere submitted

¢) The poster is to be presented at the time of CME/Annual Conference

d) Presenter and at least 50% of co-authors must be full members of the Society
e) Consent is required from all authors

5. Dr. H.C. Raheja Memorial Oration Award:

a) The oration award will be declared in advance at every annual conference of the society.

b) Any Life Full Member of the society can propose the name of any other Life Fellow of the society
for the oration award. The proposal including four copies of the bio-data of the nominee must be
submitted to the Chairperson, Awards Committee by a date determined by the Executive Council of

DPS.

¢) The proposal must be accompanied by a written consent of the nominee.

d) To be eligible for the award, the nomination shall be assessed on the following criteria:
i) Contribution to the service and development of psychiatry in India - 30 marks
ii) Contribution to the Delhi Psychiatric Society - 30 marks
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b)

¢)
d)

iii) Contribution to teaching, training and research in Psychiatry - 20 marks
iv) Overall seniority in Psychiatry, recognition, and standing amongst - 20 marks
fellow Psychiatrists in India
The speaker can choose any topic for the oration. He shall intimate the title of the oration to the
chairperson awards committee prior to the conference.

. N.K. Bohra Memorial Psychiatrist of the Year Award:

Any Life Full Member of the society can propose the name of any other Life Fellow of the society
for the award. The proposal including four copies of the bio-data of the nominee must be submitted
to the Chairperson, Awards Committee by a date determined by the Executive Council of DPS.
The nominee must have contributions to the service and development of psychiatry in India;
Contribution to the Delhi Psychiatric Society and overall seniority in Psychiatry, recognition, and
standing amongst fellow Psychiatrists

Age above 60 years

Name will be finalized by the executive council of DPS in consultation with Awards Committee

General Rules

*  Awards are open for Full members of the society

*  Kindly submit 4 copies of Full paper (3 copies to Chairman) and 1 copy to the Coordinator/ General
Secretary along with a soft copy.

*  The award papers will become the property of the Delhi Psychiatric Society and shall be published in
the Delhi Psychiatry Journal with the necessary editorial corrections

*  Names (along with email and contact numbers) of Chairperson and Coordinator and last dates will be
announced

Delhi Psychiatry Journal 2023; 26:(1) © Delhi Psychiatric Society 147



DELHI PSYCHIATRY JOURNAL Vol. 26 No. 1

APRIL 2023

Guidelines

Instructions to Authors
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