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s, Guest Editorial...

BURNOUT: A REVIEW OF CONTEMPORARY RESEARCH

Burnout is one of the causes of increasing peychological morbidity
among working peopla and is no more confined to°mental health
professionals. The hypothesis of specific occupations being mora
suscaplible lo burnout did not gain much ground from the research
gata, inslead, stress such as workload, trme pressure, or role conflicls
comelated more highly with: burnoul than clisnt-related siressors
(such az. preblems in interacting with clients, freguency of contad
with chranically or terminally 11 patiants, or confrontation wilh death
and dying), Recent research has focused expheitly on emotion-work
variables (e.g. requirement to display or suppress emotions on the
jol, requirement to be emaotionally empathic) and has found that these
emotion factors do account for additional varance in burnoul soores
over and above job stressors {Maslach et al, 2001). Studies focusing
on ether prefessions support this fact (Chakravorty, 2005 FGlworld,
2005, Hogan & McKnight, 2007, Haleamb, 2007, Seshu, 2003; Siamian
el al, 2006, Sudhashree et al, 2005)

Burncut reders 1o negative psychologlcal rezponse to interpersonal
stressors and contains three separale dimensions: ematicnal
exhaustion, depersonalization and reduced personal accomplishment
{Cordes & Dougherty, 1933}, The sarly phenomeanclogy of burnaul Is
4 study by Menzies fitled "A case-study in the hunctioning of socal
systems as delense againstanxiely” in the 19505 (Menzies, 1978),
The burnoul phenomengn was firgt doscribed in the context of job
reiated slress by Freudenberger (1974, 1975) and closely followed
by Maslach (1876)

The three core dimensions of bumout:

1. Emctional exhaustion: Represents feclings of fatigue that
develop as one's anergies become drained. Emotional
exhausticn is thus characterized by a lack of energy and a
feeling that ene's emotional resources are used up,

2 Reduced persomal accomplishment: Represents a
deterioration of seiff-canfidence, and dissatisfaction in one's
achigvements. Reduced personal accomplishment thus
invalves low motivation and selt-esteem and is characterized
by & tendency 1o evaluate onesslf negatively.

1. Depersonalization; Denetes the development of negative and
uncaring atlitudes towards athers i.e. defachmant and an
emctional callousness towards clients and peers, |1
represents the teéndency to fraat clisnis as objects rather

lhan people. Individuals may display a cynical, gallous,

ungaring and negative altilude toward co-workers, clients

and the organization (Cordes & Dougherty, 18830
Two Phases of Rescarch
The pioneering phase

Early studies were qualitative and exploratory and many themes
emerged from these early interviews in the human services,
suggesting that the burnout phenomenon had some idantifiabie
regularities (Maslach et al, 2001}, It was clear thal the provision of
service of care can be very demanding and invalving ccoupation and
that emeticnal exhaustion is not an uncomman response to such job
averload.

The second companent of depersonalization {gynicism) also emerged
from these inlerviews, as people described how they tried to cope
with the emctional siresses ot their work. Throughout this early work
was g central feeus on relationships, usually between provider and
recipient, but alse betwaen provider and sowarkers or family members.

Empirical phase

By 19805, guantitative studies or "the empirical phase' started, which
bacame the dominant mode of investigating bumout in the last three
decades, Amang these Maslach's work 1o develap an inventory
remains 8 pioneering. one which saw a third edition within fifleen
years (Maslach et al, 1886) and is popularly known as MBI (Maslach
Burncut Inventary).

Consequently other scales were also developed such as Burnouot
Measure (Fines etal, 1981}, Oldenburg Burnout Inventory (OLE!) and
the Copenbagen Burnouot Invenlory (GBI, OLBI provided a maasure
&f burniout that can alse be used la measure the opposite phernomenon
fengagement), and expanded the exhaustion companent of bumout
and Hs validity and rellability was tested in English {Halbesleben &
Demerguti, 2005). Copenhagen Burnout Inventary (CBI) was
dewaloped as 2 longitudinal study of burnautin human service workars
in Genmark (Kristensen et al, 2005}, One of the newer developments
in burnoul research is the extension of the burnout concapt by he
positive jobr engagement, 5o that the full spectrum ol workers wellbeing
can be studied {Engelbrechl, F00E)
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Difference between Stress and Burnout (Hart, 2008)

Slress
Stress ig characterized by over-engagement:
In Slress the emeotions betame over-reactive
In Stress the physical darmage is primary
The exhaustion of Strese affecls physical energy
Stress produces disintagration
Slress-can best be underslood 35 & logs of fual and enargy
The depression of Stress Is produced by the body's need to
project itsell and conserve energy
Stress produces a sense of urgency and fryperactivity
Stress produces panic, phobic, and anxiety-type disorders

Stress may kill you prematurely, and you wan't have encugh time 1o
finish whai you started

Burnout
Burnout is 2 defense charactarized by disengagement
In Burnaut the emotions becaeme hlanted
I Burnowt the emotional damage is primary
The exhausiion of Burmsul affects motivation and drive
Bummout produces demaralization
Burnout can bes! be understood a5 3 loss of ideals and hope
The depression of Burnoul is caused by the griel endangered by the
loss of ideaiz and hogpe
Burnout produces & sense of helplessness and hopelessness
Bumout produces parancia, depersonalizalion and detachment
Burnout may never kil you bub your long life may not seem worth

Indian Expericnce

Despite significant growth and a bright fulure the Business Process
Cuisourcing (BPO) industey continues to suffer fram high attrition
levels for burnoul BPOs meslly cater 10 customers in he West and
the time difference could vary from B to 12 hours on an average;
never-ending night shifts; high work targets; repotitive nalura of work:
pressure to work.on metrcs: non-negotiable metrics: irate cusiomers
and insufficient halidays (E-SAT SURVEY, 2005), The BPO industry
even has a name farit! BOSE (Bum Out Strass Syndrome) is seen
vany commonly among young people werking in call centers. The
symptoms of this syndrome include chrome fatigus, insomnia and
complete alleration of 24-houwr biclogical rhythm of the body,

Porsanaliy iactons

Ermwe pavwnrialine
Fovparal radsguacy

Gastreintestinal problems are inevilable for those working at nights
as the body is put under chronic stress:A potentially fatal increaso in
heart thiythm can resull in severe chranic gynecolegical problems in
women and sleep disorders in both men and women (Seshu, 2003),
In another study an role of siress in the organizational context amang
teshnical and manzgement students in Utlar Pradesh, it was found
Ial the students were experiencing role overload (Agarwal & Chahar,
2007} Indian cricket team's burnout has been & major issue ralsed by
the players (CHN-1BM, 2807 Bumout is commen, with 3 oul of 10
workers changing jobs every year. Onein seven is forced 1o leave
the industry aitogether because of stress (Times Online, 2007).
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Figurel! Indian Model of Burnoul (Adapled from: Sharma, 2007
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Indian Model of Burnowot

Sharma {2007) studied a sample of 300 middie and seniar level
gxecuilves, 75 cach fram manufaciuring and service indusiry
representing public and private sector orgamizations in India. However,
inorder to have a nationally representative sample, executives weare
selected from organizations kaving an all-india presenca, across all
the four regions, viz.. nofh, south, east, and west Sharma found
that it was the incessant desire or situalional comgpulsions to-achieve
mare-and more which led 1o burnout ameng exacutives.

He developed 2 scale called Sharma Bumout Scale (S5BS) for an
Indian sample and standardized for screening and identifying the
cases of burnout or those that are prone to bumout among execulbves.
He found fhat executive burnout is marked by persistent feslings of
ingdequacy. ambiguity, dissatisfaction, and powerlessness
accompanied by behavicural manifestations of apathy and indifferencea
(deparsonalization) and physical and emoticnal exhaustion. He
farmulated & maodel that explains the contributing factors and
moderators of sxeculive bumout,

Prevention

Varous methods hava been developed for prevention of bumaus
which can be simply summanzed as (Bhargava & Acharya, Z008)

Measures at Individual Level
You are dispensable
Learn o relax
Give fimie o family
Shoulders to ary an
Love your job
Vacationz are for aking
Exit if you must
Measures at Organizational Level
Creata a fun cullure
Empower each employee
Senze.of belonging
Job raotation
Incentives: and rewards
Selection process review
Exil interview

Fesearch findings published by Bittman et a8l (2003} demorstrated
that drumming could significantly reduce burpout and improve mood
using a six-wesek program of Recreational Music-making {a protocel
that included group drumming complemented by a Yamaha Clavinova
reyboard), According 10 Bittman and his colieagues. thisis the first
study to address the practical human-resource applications of
recreational music-making in a specifiic and quantifiable manner. The

sfudy showed the following results:

Significant reductian in burnowt based upen the Maslach
Burnaut Inventory (MBI)

Significant reduction in Total Mood Disturbance by 46 percent
bazed upon the Profiie of Mood States (FOMES)

Sustained effect six weeks after sessions ended, with an

increased reduction in Total Mood Disturiance of 62 percent

Estimated annual cosl savings to institution of SB8.108 by

reducing staff lurnover

I 'would fike to conclude that burnout still remains a less researched
area in mental health in India and both post graduate frainees and their
teachers should take lniliative o develop a good database on burmaout
in the twenty-first century.
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RESPONSE, REMISSION & RECOVERY: NEED TO REVIEW OUTCOME
MEASURES FOR SCHIZOPHRENIA

Amresh Shrivastava , Nilesh Shah °

ABSTRACT

Schizophrenia = 2 comples neurabehavioral disorder known 1o be assosiated wilth poor outcome, It causes significant disability

in patientz and burden af care amorgst relatives. Outgeme i deveioping countries has been réporled 1o be far better than

western world, which has come into scientific scanner recenily Wide gap oxists between expeciations ol oulcome amongst

patienis, retalives, careqivers and prelossionals, which is possitly Because of limitations in measuremenl tools. Significant

number of patlents remain marginalized withoul improvement m saoal & occupalienal funclicning preventing Iheir infegration

inta mainstream of secigly despile ‘dlinically reported good ouleame’ and sigrilican] advancement in lreatments. The conlemporary

autcome-measure does nat caplure roallife situdtions, The concep! ol response, remission and recovery s being revisiled

seimntifically. Thereisa sirong need lo dovelop coliure speaific, compréhensive and reliable outcome measures for schizophrenia,

which reflectz clinical and social culcome in mullidimensional measures

Key wards: Sohizophrenia, oulooms mabures

INTRODUCTION

Patienls with schizophrenia consistenlly show peor couwrse and
oulcome than patients with other psychatic and nonpsychotic
paychiatnc disorders (Jobe & Harow, 2005). A significant difference
in the congept of outcome among patients, family members & clinicians
has been ebserved (MoCabe et al, 2007, Kooyman et al, 2007}
Hecently, sulcome measures have evalved and now outcome is
mezsured in domains of psychopathology, quality of life & leével of
functioning (Bums, Z007),

It is repeatedly observed that outcome shown in research siudies
does nol reflecl real-life putcome status or a state abserved in
naturalistic cinical settings. |t is also reported that poorly defined
cohorts and weak sludy designs have hampered eross-cullural
compansons of course and outcome in schizophreniz. Best cutcome
from different countries vary between 34 and 62%. By and large at
len years the oulcome is not more than 40-50%. In fact a ten year
fallow up study from the Mational Institute of Mental Health, USA
concluded good outoome fo be ground 20%. Qutcome inschizaphrania
is a mullidimensional measure; therefore it needs to be pedarmead an
diffarant parameders (Faerden et al. 2008). Tha measurament of
outcomes has nsen n prominence:over the past 30 years {Ellwaad,
1588, Lohe, 1988). Standardized instruments have bean developed
which measure clinical aspects of ilness, and more resently ‘patient
based measures” have been developed. In schizophrenia,
standardized instruments traditionally define disease severity and
change in clinical status Dy counting the number and severity of
symploms and signs - such as delusions and hallucinations ("sympiom
based measures’ - 2.9, Brief Psychiatric Hating Scale {Overall &

Gorham, 1862} Patient based measuras, howovar, assess the impact
of ilfness on the individual {Jenkinson, 1894, These are often refered
t 35 health stalus, heallth related quality of life {HRGoL) or functianal
status measures (Bowling, 1997) They measure more than just clinical
symploms, since they incorporate combination ef the following
domains: 1} physical health, 2} menfal health, 3) social funchening, 4)
roig funciioning, 53j general perceptions of health and well-being, 6)
cognitive capacily and 7) patient satisfaction. Quicome: measuras
have come to be used for & number of purposas, which include: 1)
the evaluation of the clinical and cost-efectiveness of interventions
in expermental situalicns such as tials, 2) the monitoring of popalation
health, 3) clinical avdit and 4) facilitating dinical decision making in
rewting practice and pationt care (Faden & Leplege, 1992: Filzpatrick
et al, 1992; Fitepalrick, 1594, Ware, 1995),

NEED FOR RE-EXPLORATION OF "OUTCOME MEASUREMENTS'

The use of the term ‘recoversd' in outcome studies of schizaghrenia
has for 4 long time been problematic because of the many differen
definitions in use. While using the term [recovery) in the feld of
schizaphrenia, a distinclion should be made betweon symplomalic
and functional recovery in order o place it in line with other fields of
medicing particularly in tong-ferm patients, 1t is suggested that the
outcome needs 1o be measured on muliple dimensions, at least o
reflact funclional and symplomalic domains, There is wide consensus
among resgarchers and chnlcans that psychopatholagical domain
alone does not reflect social situation. This attempt neads lo be
strengthenad to caplure real-ife situgtions of patients in order o
understand the factors, which prevent their sodial integration.

Accepted on 127 Jan,, 2008
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INDIAN CONTEXT

Itwas gunerally sccapted that cutcome of schizophrenia in developing
countries is more favorable though reasons for the same were Tar
from clear (Thara & Eaton, 1996) In Indian situation acute paychosis
in shor term bas been found to have sxcelient course and outcome:
hovwever the belief that psychotic symptoms in schizophrenia are not
just temparary slates and have long-term impact was alse suppantad,
There ig no clear evidence if such patients were able to gain social
imegration ornat, Currently, this evidence also has been challenged
and il appears that schizophrenia cutcome is not as good as shown
in several studies in the past, partioulardy in developing countries
(Drake et =l 2006, Meltzar, 1995; Priebs, 2007), A possible seleclion
against the most severe forms of schizophrenia could accaurt for
areater ooourrgnce of better-ouicome phenotypes (Kulhara, 1994). It
I5 orucral 1o identify patienis experiencing their first episode of
paychosis wha ang likely o have an pnfavorable long-term outcome.
It s often seen that the outcome seen i clinical trials is reflected in
clinical sifuation less frequently because of & variety of reasons.
There is a wide vanalion obzerved inooutcome status in different
cultures and gecgraphizal regions as wel

LIMITATIONS

Clinical experignce does show that patients suffering from
schizophrania continug to remain marginalized. They are seldam
iragrated in mainstream of seciety. A wide wvariety of outcome
medsures are used. The most frequent are clinical symptams,
haspitalization and morality (direct indicators), and socialioccupational
functioning, marriage, social support and burden of cara (indirest
indigators). Areas such as cognitive function, duratien of untreated
peychosis, quality of life and effect of medication have ool boan
studied in low and middle-income countries. Qutcome In schizophrenia
has many undesirable facets, longevity is reduced by 15 to 25 yaars,
argl mortality is high, About 40% of them die dug to suicide and 50%
dig due 1o medical comerbidity; fewer than 10% remain In full-time
productive employment Whils documenting the helercgenesy in
auicome and the generally poorer autcomes of patlents with
schizophrenia, studies also alert us to the danger of suicide and early
death, Inaddition. they expose prakblemsin dinical management and
Ireatment and also help us anlicpate the possitiity of inlervals or
penads of recovery, some of which appear spontaneously and may
be lied tpindividual patientiactors such as resilience (Thara & Eatoa,
1098), The routine measuremeant of autcome has net been witheul its
critics (Orombie & Davies, 1987), and concerns have been raised
thaf cuicome measures are un-interpretable; unwieidy and a
buresucsatic hindrance to successiul patient care (Gilbody et al,
2002), One way in which the success or usefdlness of aulcome

measures in everyday rouling care might be judoed is by evaluating

of the degree to which their adoption imgroves the oudtcome and
quaiity of care, The results of research in other speciallles has
generally not beean positive in thig respect nar has the use of fhese
measures been shown o imprave the management of common
peychiatric disorders in nen-psychialfic setings { Gilbody et al, 2001}
The measurement of outcome in the context of individual patient care
is nol without cost, Instruments must be developed, administared,
coded, stored and refrieved «-all of which have resource implication
in terms of lime, direct cosl and opporunity cosl. There is also a
danger thal cutzome measurement Inggers resaurce inlensive
interventions which are of no proven benefit 1o patients, and which
might actually harm them, Perhaps, more subtly, there is alse a danger
that the uptake of outcome measurement in this context reprezents a
markefing ploy, in which measurement is used lo demonsirate an
Institution’s ‘customer orientation’, but which doss not inform the
provisian of care (Fitzpairick, 1984}

EVOLVING CONCEPT OF QUTCOME

Coancern has been raised inthe way we measura the aulcoma stalus.
It has been widely recommended that oulcome should be al least
measured on wo dimensions, clinical and social. Much work an gualily
af life, global assessment of functioning and assassment of disability
has been in this direction. Long-lerm and short-term studies do
measure outgome of different dimensions; however, clinical practice
and routine assesament stll does not incorporate these measures, &
recent expert panel has proposed consensus criteria for remission in
schizophrenia, They distinguished remission from recovery, noting
that the latier outcome was likely to require not only remission of
symploms, but also improvement in cognitive and psychosaocial
funcioning. The panel deferred the task of establishing operational
critaria for recovery since there was insuflicient research on the
topic (McEvoy, 2008), Treatmentl success in schizophrema is
mitifactonal. These lactors can be convenently groupad inta 3
categories: reatment-refated factors, patient-refaled factors, and
envirgnment- or syslem-relaled factors (Buckiey, 2008). Description
of the lang-term outcome of schizophrenia cannot ba summanzed
with just one outcome variablg. Recovery s now a widaly discussed
canceptin the fisld of research; treatment, and public policy regarding
schizaphreria, It has increasingly become a focus in manmstream
peychiatry However, It has also become clear that the concept is
often used in multiple ways. and lacks a svong scienlific basis.
Recantly snme important guestions have been raised in the literature
‘Do patients ot schizophrenia ever recover? and "What do we mean
by recovery™. The use of the term ‘recovered’ in outcome studies of
schizophrenia has for long been problematic because of many
different definiticns in use. While using the term in the lield of
schizaphrenia, a distinction should be made beteween symplomatic
and funational recovery in order to place itin limewath other figlds of
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madicing [Ng et 2l. 2008). 'Recovary’ 15 now a widely discussed
cancept In the field of research, {reatment, and public policy in
schizoghrenia. As it has Increasingly becoma 3 fogus in mainstream
psychiatry, it has alse becomea clear that the concapt is often usad in
migtipie ways, and it facks a stong scientific basis. A scentific basis
is necessary for the concepl of recovery to have a significant long-
term impact on the way that schezophrenia is undersiood and freatad.
This scientific agenda for recovery includes {Cohen et al, 20083

1] Differences in definitions of recovery and fhe implications of
studying recovary pracesses and ouicomes

2] Key research questions

3) The implications of data from outcome studies Tor

understanding whal 1% possiole for people diagnosed with
schizophrenia

4) Factorz that facililate recovery processes and oulcomes,
and methods for studying fhese issues

3] Recovary-orignted freatment, including issues raised by paer
supparl. The role of hosgitals In recovene-ananted roalment
remaing unexpiored. Consideration of these issues may help
organize approaches to the study of recoveny, and in daing

50, Improve the Impact of recovery-based initiatives.

‘Responsa’ in slct terms is defined as 'Often a response is the rasull
of a stimulus', 'Remissian’ |5 defined as 'the state of absence of
disease activily in patients with a chranic illness, with the passibiliby
of retumn of disease agiivity’, while "Recoveny' may be. seen within
the model as a persenal jsurney requiring hope. a Secure base
supportive refationships, empowsarment. social inclusion, coping skills,
and finding meaning’. |1 15 quile clear that recovery far schizaphrenia
is @ state, which has nat been given encugh thought m terms of
measurement. Parameters for recovery need 1o be scientifically
defined based upon categaries and dimensions that consist of the
wortd of an individual sultering from schizophran:a

MULTIDIMENSIONAL MEASUREMENT OF QUTCOME

A related develcpment has been the introduction of formal 'néeds
assassment toois in the care of lhose with severs and enduring
mental ilnesses, such as schizophrenia, Such needs assessment
tools are intended (o defing heallh and social needs both at population
teveland, ideally, at anindividual ievet (Tharmicroft et al, 1982), so that
healthcare provision might be more rational, respansive and
‘appropriate’ | Stevens & Gillam, 1988, Wright et al, 19958). Examples of
individual patients' needs assessment lhols for use in severs mental
illness include the Camborwell Assessment of Maed [CAN) (Phelan af
al, 1885) and the MRC Meads for Care Assessment (Brewin & Wing,
1303

Recanlly an expert panel has proposed consensus criteria for

remission in schizophrema. They distinguished remission from
recovery, noting that the fatler outcome was likely to require not only
remission of sympioms, but also improvement in cognithve and
psychosooal functianing. The panel deferred the task of establishing
operational critoria for recovery since there was insuificient research
on the topic (Patel et al, 2006}, Schizaphrenia is different than mood
disorder in courge and outcome and any definition of remission In
schizophrenia should reflect these characteristic differences.
Schizophrania has always been historically considered as an illness
with no hape of recovery. It has been argued that refinamant of
knowledga regarding the clinical course -of schizophrenia,
improvements i psycholherapeutic technigues: and the introduction
of anlipsychotlic medications began 1o alier this view, with
consideration of possinle parameters o define recovery appeaiing in
the literature as early as 1983 (Mg et al, 2008). Paychosacial
mterventions including vocational therapies. family theragy, cognitive
behaviaral therapy, and rehabilitation have played a critical rola in
irmproving long-term outcome. Assertive case management has halped
n preventing and reselving major social needs and onses in many
weslem countrias, Shart-term clicome has been betler in comparison
to long-term outcome. Data afso indicates that autcome deteriorates
with time. In other words, there is a swing from recavery to non-
recovery with passage of time; not necessanly relapse: Relapse is
cften accompanied by noncompliance with freaiment or suboptimal
treatment, which results in incomplete or uncontained sympiom
ramission.  Such condition may subsequently lead to chronic iliness
cnaracterized by substantial morbidity and persistent deficits in
cognition and psychasocial funclion. Some patients develop downhill
course while others experience a relatively vircumscribed deterioration
{lssac et al, Z007).

It has also been reported that pakent's perspective of outcome and
recovery is far mare different than clinician's and professicnal's
parspactive. In a study about stigma and discrimination in city of
Mumbal more than 70% patients and mare than 65% relatives
expressed dissatistaction about states of recovery in a group
consisting of recoverad gatients with minimum § years of treatmant
and clinically dassified as ramitled by their respective physicians, 1|
could not be ascertained whather these patients had the benafit of
comprehensive pharmacological and psychosocial management
involving a mullidizciplinary team or not as they belonged to differant

‘clinical satlings {Flyckl et al, 20065

This discrepancy is.a malter of coneem for patients. care glvers,
relatives, researchers as well as: servce providers, It also necds 1o
expiore why such.a gap in parception exists, It seems likely that if the
individuals suffering from schizophrenia are integrated in main sacial
siream al the end of the day, thelr expectztions would be fulfilled and
the gap would become narrow. In-depfh analysis indicatos that facus
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of clinical seting often remains limited to response or remission |n
1arget sympioms.and psychopathology while patients-and caregivers
wish to focus and aspire for family lite, marriage, childbearing,
empioyment, income generation and becoming free from liakility af
illness. 1tis in this direction that outcome measures need tobe redelined
i cuttural contesxt.

Recently there have beean few attempls io look a3l this aspect
scientifically, particularly from the working group of American
Psychiatric Association (APA} on defining criteria for remission
Routine oulcome measuremant has been advocated as an adjuncito
palient care within psychiatric services (Marks. 12393). where
measures of psychiatric symptomatolegy might be applied in order to
maasure therapeutic respanse and o inform management decisions,
In addition, woader measures of health related guality of life might
also be usefully adapted. in the case of schizophrenia. impairments.in
quality of life and heaith status are often enrelated o the number or
severity af symploms {such as delusions and hallucinaiory
experences) (Anthany & Rogers, 1885 Beckar el al, 1893} This is
especiaily important, since it i the level of symplematalogy which
forms the major fogus of cinical consultations and practice, and is
the major criterign by which the succass or failure of treatmant s
judged in both practice and research (Revick: & Murray, 1984
Consequently, clinicians” percepfions of thase wider prablems are
after poar and it has besn empifically demenstraled thal clincianz
underestimate the health stalus or health related quality of life of
patients when patienis’ and clinicians’ ratings: are compared (Becker
¢tal, 1903 Lehman, 1833; Sainfort ot al, 1996}, The usa of more
comprehensive outcome measures, which capture both symptoms
and wider health-related quality of life, might therefara ba useful in
identifying needs, monnoring clinical response and making chinical
decisions in those with saevere mental flness. The adoption of routing
pulcome measurement has 3lso become cenfral fo govemment policy
formutations. For example, in the UK, there have been a numbir of
initiatives in regent years aimed at the introduction of outooms
mezsurermanl tooks inle routing mental health practice. as part of a
governmenl heallh stratagy to improve significantly the healih and
social function af mantally ol peaple’. In response, the Health of the
Mation Oulcome Scale (HaNOS) has been developed with 8 number
of uses in mind, Inchiding the assassment of [ocal service requiraments
and paychiatric morbidily af & popuiation level {(Wing, 1994, However,
a key aim of the developears al the HoNOS is that it should be usefullo
clinicians inactual individual care planning, since without this feature
it would not be widely used and the dala which would ultimalely
inform decisions madea at 2 population level would not be collected
[Stein, 1993)

MELTZERS' CRITERIA

Maltzar dofined 13 necessary outcome criteria for assessment af
schizoghrenia (Meltzer, 18293)

1} Paychapathology (positive symploms, negative symploms &
dizorganization,

23 complancs,

3) hospitalizaton,

ah suicidality,

5 extrapyramidal symplams,

) interpersonal sogal  function,

7] cogrition [six sublests),

&) wark” and employment,

) spiial burden,

10 independeant living,
11) sggression,
12} quality of life,

13) family burden

However noestudy replicated o measure oulcome of all these criteria
Attampts are required 1o successlully integrate this measure into
composite scale for easy understanding o define how different
perametsrs can be converled to point out meaningful measures of
putcome. In a recent study we repored ‘a global recovery rate of
62% as per Clinical Giobal Improvement Seale (CGl) at the end of ten
year period; however whan we applied all 13 multidimensional
autcome criteria by Mellzer's Ihe recavery rate dropped to 55% in 3
group of climically recoverad patients and 1o 32% in the main cohart
avallatle at iep years for follew up. Further, éven the recovered
patients had significant disability, Large number of patlents (betweean
30-45%) were living with ane ar the olther pasilive or negative
symploms, varying degree of suicidaiity, rneuroleptic side effects,
lImited social and parsonal funciioning and family burden in Mumbai,
contrary 1o earlier reports (Shrvasiava & Thakkar, 2008). Several
imermational studies of long-term outcome show 3@ vanable rate of
remission between 33% to 50% fram developed countries.

THE AMERICAN PSYCHIATRIC ASSCCIATION (APA) INITIATIVE

APA working group an ramission criterla for schizophrenia has been
a welcome move and much more is expected 10 be dene, However in
Indian conditions we require a culturally spedfic, sensitive, reliable,
raultidimensicnal pulcome measdre, which can be easily administared
in wide variety of clinical seting by mental health professionals, Some
of the important and relevanl features of APA working -grougps
highlighting conoeptual framewark, background and consensus
criteria listed beiow ara halpful in understanding the process of
developing such a lool.
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There now exists a range of pharmacalogical and non-
pharmacological interveniions with proven effectivensss, but
with variable effect on spadific disease foalures:
pharmacological treatments are also characlerized by
substantial differences in the nature and severty of adverse
affects. This varlability highlighis the need for and importance
of establishing critena for clinical improvement . that can be
appiied across mulliple treatment medalities and specific
therapies [Andreasen & Qlsan, 2005),

Although schizophrenia exhibits substantial hetercoeneity
with-respect lo severily and course over ime, lypical festires
of disease course have been summarized, wilth suppart from
madels presenting schizophrenia as a neuradevelopmental
disorder with a substantial hereditary companent.  Attempts
at early treatmant have highlighted thie skgnificance of duration
of untrealed ‘peychosis in first-episode schizoptirenia (Kordy
el al, 20021

Although mosl patients improve significantly after their first
apisode is lreated, the majority experience subsequent
apisodes, wilh only 3 small fractidn being able o regain
pramarbid levels of functionality

Tha APA practice guidelines repors a three-phase model of
schizephrenia disease course, with the recagnition that these
phasas merge into one another withou! clear boundaries, In
this model, the ‘scute phase’, characlernzed by florid psychosis
and saverg positive andlor negative symploms, is followed
by a 'sabilzation phase'. during which symptoms recede
and decrease in severity, and a subsequent 'stable ghasze'
with redused symptom severity and relative symptom stability.
According to these guidelines, ‘e maonty of patients altermale
belween acute psychetic epissdas and stable phases with
full ar partial remission” although the cperational criteria Tor
remission remain undeflined, Also unclear is the exlent 1o
which symptomatic remission mustoccur in order to achiowe
impraved funclioning and ullimately recovery and gutoncmy
[Failon, 1993)

Regardless of clinical course, It gan he argued that current
trealment perspectives are designead for, regrettably,
preverting relapse, in conlrast to therapy goais for which
larg-lerm symptom remission servés as a foundation far
buildireg furctional gains,

Themportance of defining & remilted slate is highlighted by
the observation that peychosooal therapies and rehabililation
are mast effective when posilive and negative symploms are
adequately contralled. The working group concluded thal
progress foward -an operational delinition of remission in
suhizophrenia is warranted at this bme bacause of &) The
emergence of nuanced. insighis into the etiology,

pathaphysiclogy. and diseass course noschizophrenia, b)

13,

11

the awvailability of affestive psychotherapeutic and
pharmacological aptions; ¢} the need to faciitate standardized
COMpansons across trealments and therapeutc modalifies,
and d) the eppartunity thal such 2 definifion provides to elevate
and more clearly arliculate expectations on the parl of
patients, caregivers, and mental healih providers for pozitive
long-term outcome in schirophrenia.

Although the symplom-hased critena used in most of the
studies represent a markad improvement over the generalizad
descriptions, the lack of consistent definifons provents cross:
stody comparison and limits the generalization of resulis.
Racent efforts to describe remission in schizaphrenia have
been based on iongitudinal sympiom ovaluatien combined in
early-gpisode, However. most of these studies were nol
degsigned with the goal of establishment of aperational
remissien critera (Lisberman etal, 2001, Libeman el al, 2002),
The warking group concluded that any definition of remission
in sehizaphrenia should incude a significant time companent
and be applicable o patients across slages of disease
course, Categorical and dimensional approaches have
important conceptual differences. Although categones divide
patientsinto groups. dimensions divide symplomsinio groups.
Categorical approaches lend to have the problem that patients’
disorders oftan do nol present in classic "pure” forms.
Dimensional approaches secognize the fact that symptom
groups ogverdap in individual patients (Prevoo el al, 2003). it
appears better o rest the definilion of sympiomatic remission
an dimensional approach. The working group explcitly
considered the incarporation of symptomatic; funclional
tactivities of dally living, social relationships. employment,
quality of ife], and cognitive qutcomes into the definition of
remission, Thatis, funchional Improvement can cocur in some
patignts.in parallel with ongoing moderate symploms, with
some individuals develbping coping mechanisms (hal enable
them 1o funclion despita thair iiness.

Critania; Threa maasurament scales were selected besed on
consensus: Schedule for Assessment of Positive Symptomis
[SAPS), Schedule for Assessment of Megative  Symptoms
[SAMZ), Positive and Magsative Syndrome Scale (PANSS)
and Brief Psychiatric Rating Scale (BPRS), The SAPS, a 34-
item scale used 1o assess posilive symplams in schizophrénia,
Iz designed far use In conjunclion with the 28-ilem SANS,
which s wsed to azsass negative symplems (Yen et al, 2002
The Positive and Negative Svyndmme Sczle. is a 30-item
inventory assessing the sbsence ar seventy of schizophrenia
symploms acrass three subscales {Andreasen & Qlsen, 1952;
Kay et al, 1987}, The BPRS |s an 18-ltem scale which is
reutingly used as screenning tool {Cverall & Gorham, 1982).
Based on an axamination of these scales, the working groug
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identified appropriate criteria o serve as the basis for defining
symptomatic remission in schizaphrenia. In addition, the
warking group proposed that remission criteria might be
described separately for positive and negative symplams,; to
allow primary consideration of these symptom groups
indepandently in Ine assassment of symptomatic remission
Specific tems selected for consideration as criteria for
remigsion incschizophrenia were chosen o map the threa
dimensions of psychopathelogy identified by factor analyses
1) Peychatism, 2) Disorganization & 3) MNegalive symplams
With regard 1o severity, the working group consensus definad
a spore of mild or less (Posifive and Megative Syndrome Soala
itern scores of =3; BPRS ifem scores of =3, using the 1-7
range for gach item; SAPS and SANS ilem scores of =2
simultaneously on allitems} as representativeof an impairmesnt
lewal consistent with symplomatic remission of iliness.

12: Given the long-term course and inlrinsic character of
schizophrenia, the working group consansus defined 3 period
of & months as a minimum time penod of remission, Werking
group consensus provided that, in addifion 1o meaefing the
criteria, individuals may remain in remission while experencing
minor changes in symptoms, in the absence of appreciable
effects on daily function or subjective well being.

13 Itwas argued thal data on cognitive dysfunction is less than
adequate to incorporate it in outcome griteda

14. Ongoing or emearging thoughts regarding selt-harm or harm
of others wera considered to be a criticsl focus for olinical
care. implementation of these criteria should provide
researchers and clinicians with a robust, well-defined
autcomea goal in the long-term treatment of schizephrenia,
facilitating compansans. of effectiveness across therapeutic

medalities.

Though these consensus anteria are very heipful, thess have soms
limilations. The criteria address the featuras of symptomatic remission
anly, which iz far from adequate, Social outcome has not been included
possibly because research data on culture and region specific issues
are not vary rabust, Similarly, cognitive dysfunction also does not find
a place in gutcome measures. I is being strongly argued toinclude
cagnitive dysfunclion a5 a criterion for diagnesis in fulure diagnostic
systems, DSM YV and IC0-11. In this working group no cansensus
could be achieved regarding incluston of cognition as cutcome measure
despite significant research data. Perhaps the data has not yel gained
universal acceptance and nightly 'so. Ina study we did not find
zignificant cognitive impairment in a cohart of chronic schizophrenia
with mean duration of 4.6 years (Shrivastava & Rao, 1995).

Summary Implications for practice

The use of pulcomes measurament in the context of routine care of
those with schizophrenia 15 unsupported by robust clinical evidence
of the clincat and cost effectivenass of this strategy. Clinicians should
judge for themsalves whether the messuremen| of outcome and need
iz 3 reasonable use of thelr finite tmea and resources whan the true
value of this approach has yet to be demonstrated. For people with
schizophrania. invitations and edicts to complete and coflect complex
oulcomes measuras, queastionnaires and needs assessment tools
have not yet bean shown to improve the quality of the care that those
wilh schizophrema and related disorders will regeive; For policy
makers, attempls 1o ese the results of oulcome measdres in planning
the care of populations with severe mental liinesses are likely to be
frustrated or of limited value, when so faw clinicians collect and use
these data in tha care of thair individual patients. Pelicy edicts 1o
coliect and use these data may not represent the best useof clinicians”
and patients' time and finite healthcare resources.

We propose thal measuremant of schizaphrania ouicome needs 1o
ba recessarily done an three dimensions; 1, Persistent symploms: &
sida eflecis, 2, Social functioning & Social burden, 3. Independent
living and producfivity, This may possibly reflect correct odtcome and
will also be helpful in research snd designing servics delivery
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AGGRESSIVE DRIVING AND ROAD RAGE: AN OVERVIEW

Seema Mehrntra‘, Manoj Kumar Sharmaz. Paulomi M. Sudhir’

ABSTRACT

Last one and half decades have witnessod a significant dse of lay interast in ssues perlaning to aggressive dnying behaviors

as well as-a growing volume of research studies on relaled themes: The paped presenls an overview of the empifieal lileraiire

inn this fiald. Plethiora of terms used by researchers and fheir dofinitional ambiguites are highlighted., Apart from studies on

pravaionce of aggressive driving and road rage phenamena across the giobe; fhe paper summarzes studies on fackos sssocmlod

wilh the sama. The review sugpests that beth scoio-demographic and personality faclors have been extensively resparched

alihough inleraciions among varables have been less frequently examined

Hay words: Agaressive deiving, road-rage. driving behaviors

INTRODLUCTION

Anger and aggression an the roads, road rage and issues related to
aggressive driving behaviours have gzined tremendous popularily in
lay 25 well as scientific llerature and social discourse [Asbridne et
al, 2006; Burng & Katlsvich, 2003}, Keying in the phrase "aggrassive
driving” &nd “road age” on a common search engine at the beginning
of the year 2008 yielded 2,33000 and 3960000 entnes respechvely,
This sigrifies the extent alinterest in these phenomena in the public
allarge. Using thi same phrases for search in an electranic database
of scientific psychalogy Jaumals brought up 296 and 435 articies an
ihe topic of aggressive driving and road rage respectvely, There is
3 possibility that research an these issues is disseminated amongst
scientists through publications not comprehensively covered currently
under jeurnals i behaviaural sciences. Hawoewer, It s interesting to
note that ssiantific atention to human factors in raad iraffic accidenis
can be traced back lo several decades, Way back in 1943, Raoss
systematically reviewed 58,550 accident reporls in Michigan states
and concluded that enly 10% of mator vehicle accidents could be
attributed 1 mechanical prablems and road condibons whereass human
factors including drivers' atfitudes and behaviours accountéad for the
rest. Ross (1940) wenl on to emphasize the role of socio-psycholagical
intarventions over and above mechanical improvements in road traffic
acciden! prevention, Aggressive driving behaviours including
engagement in traflic wiolations increase the risk of accidents apart
from causing sbress in feliow drivers thal can manifest as fescalale
into confrontations and injuries an the read. Galowskl and Blanchard
(2004} reviewed studies that sugaest thal ervironmental factors
inciuding background stress interact with drving- stress resulting in
negative conseguences on the road {driver aggression and accidents)

as well as on interpersonal and cocupational funclicning and health,
Mann and colleagues (2007) based on an inleénview study found that
perpeirators and victims of any kind of road rage as wall as “serious”
road rage have a significantly higher risk of collisian invalvement than
those who did not report road rage experience.

Definitional issues

Despite the exlent of interest in the issues related 1o road rage and
aggressive driving, a clear consansus among researchers on the
definitiers of related constrects is vet b emerge {Dula & Geller, 20030,
Rescarchars have attempted to differentiate driver- aggression from
asgertive driving, Assertive driving has been defined a3 "time:urgent
and self -oriented actions focused on personal progress in raffic
including speeding and weaving, that canglase olher grivers in danger
but are not intended to harm dthers (Hennassy & Wiesenthal, 2001},
On the ather hand, driver- aggression is described as any action thal
is intended o physically, psychologically ar ematianally harm others
in the traffic environment {(Hennezssy & Wiesenthal, 2001: Li et al,
2004). Though this conceptualization atlempts lo differentiate
aggressive driving from asserlive driving an the basis of absence of
an intenlion to harm, yel, the abave definilion of asserlive driving
appears tolack the component of “being considerate of others™ nghts
ard safely" on the road.

Stradling and Parker [ 1997) differentiate groblematic diving behaviours
inta “lapses” (e.q. relatively harmless though ritating behaviours ke
gwilching on one contral when Irying 1o tuen an another), "errors™
le.g. potentizlly dangeraus mistakes ke misjudging a distance) and
"viclations" that are intentional behaviours cormmitted with awareness
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thal one is engaging in a polentizlly dangarous behaviour (8.5,
disregarding speed imit, jumping a traffic signal), Their examination of
the available dats suggested that fhose engaging in violations are at
ther highest risk of crashes and the putcomes of errers might be
amplified n the presence of viclations

Wery broad and over-inclusiva definitions of aggressive driving focus
on driving that endangers ar |5 likely o endanger people or proparty
and includes behaviours such as rsky driving as well as violence, In
soma instances, the behavieurs included in the datinition of aggressive
driving have been labeled as risky driving by others without a mentian
of driver aggression. James {1887} defined aggreéssive driving as
driving under the Iinfluence of impaired emotionzl states that impose
ona's own preference fevel af risk on others. This is an example of 3
broad definition of aggressiva driving, On the other hand. Rathbone
and Huckabee (1938) argued. for freafing aggressive driving and
read rage as different, They stated that aggresswe driving included
teilgating, abrupl lane changes and speeding whereas road rage
referred 1o " an incident where an angry or impatient motorist |
passenger intenbonally injures or kills another motorist/passenger/
pedestian or atlempls or threatens to injuredkill another motorist,
passengerpedesidan”, Although the yse of the term moad rage has
been popular in media espadially in mid 1990%s, researchers have
tended to prefer restricting the use of the term to extreme behaviours
within the rubric of aggressive driving. A scan in the literature makes
itevident that raad rage is difficult to define: It is not clear 25 to exactly
when or by performance of what kinds of acts (e.g. aclts causing
physical injury or death) aggressive doving slips into an act of rosd
rage. The Initial, conservativa use of the term road rage rafered to
perpetration of an act of etminal violence by a motonst, Unforunately,
the term has been used rather loosely in the media and law enforcing
agencies referring 1o-all kinds of aggressive driving behaviours (Davis
& Smith, 1998% Fumenlo |:15I'§'5;$:| used media amplification theory
(Cohen, 1872) fo argue thal road rage was a media invention rather
than a reality.

In-an attempt to bring mare clarty lo the use of the farm road raga,
Goenring {2000} regarded aggressive driving as a traffic offense
and road rage as a caiminal offense; defiming tha talter as "an assault
with a motor vehicle or other dangerous weapan by the operatorf
passenger of ong mator vehicle on fhe operatonpassenger of anather
mztor vehicle or vahicles precipitated by #n incident which ooourred
on the rogdway”. Sarkar et al (2000} utilized a categarical system o
describe varous driving behavieurs! speeding alone, aggressive
driving-1 (speeding and any ofher type of unsafe driving hehaviour),
aggressive driving-2 (weaving and culting through traffic without
speading), aggressive driving-3 (laigating). Thelast category included
read rage which included: varkal harassment, threals, obscens
gasturing, lashing high beams, horn honking, malicious braking, firing
gun shots, hitting wahicles, chasing a vehicle and trying 1o min it off

the road. Dula and Getler (20033} reviewed numercus definitions and
inconsistent usages of the ferms road rege and aggrassive driving
and suggested eliminalion of the term road rage in scientific literature.
They opined that dug to its multiple connotations and usages, it is
unlikely to be applied in-a consistent fashion. They advocated the use
afthe phrase "dangerous driving” to encompass the entire behavioural
spectrum in question and defined it s any behaviour that endangers
ar nas tha potential o endanger others, They painted out that three
classes of dangerous driving have been labeled aggressive driving
in the literature: 1, Intentional acts (physical, verbal, gestural) of bodily
andfor psyehelagical aggression fowards other drivers, passengers
or pedesirians, 2. Megative. emotions experienced during driving
[frustratan, anger, rage, dejection, jealousy ete.) 3. Risk 1aking
hehaviours [undertaken without the intention to harm selffothers).
Risky behaviours may occur without the presence af intention to
harm ar gxperience of negative emotions. Negative behaviours
axperiancead while driving miay sffect vigilance while driving and result
in unsafe situations, Though fristrafion and anager oflen precede
aggression, one could exparience thase emotions without behaving
N an aggrassive manner. Considering the above elaborations, thay
propased o define aggrassive driving as "any behaviour that is emitted
by a driver while driving that is intended fo cause physical andfor
psyochological harm to any sentient being”.

Tasca {2000) reasonad that road rage involved hostile behaviour
intended 1o cause physical ham and should be excluded fram the
definiton of aggressive driving so thal the foocus remains on behaviours
hat are maore frequent and are amenable to traffic satety interventions,
It was also propasead that the definition of aggressive driving should
include willful, delibarale behaviours (nat uninternded result of medical
condition, mental lagse ar error). In line with the above regsoning, the
fallowing definition was offered "a driving behaviour is agoressiva if
il 5 doliberate, likely to increase the risk of collision and iz motivated
by impalience, annayance, hostility andfor an sttempt to save fme.

Prevalence Estimates

It has been estimated thal in USA, there may be about 400 billion
hostile exchanges between motorists in a period of ane yvear alonea
[James & Nahl, 20000, Areport by American Audlomoiile Association
Foundation for Traffic Safety (1897) cstimated that incidents of
zagressian on the roads were rising and thal fhere was more than
0% Increase between 1990 and 1996, Jouzaitis (1B98) reported
that 90% of motorigts indicated that they had encountered road rage
in 1896 but only 5% admitted to engaging in uch behaviours, Scientific
literature on mad rage /aggressive driving has been emerging from
various countries ofher than USA, such-as Canada {Asbridge e al,
2003}, Australia (Harding and colleagues, 1988), New Zealand
(Brewer, 2000) and the UK { Joint, 1935). Astudyin Ontario (Smart e
al, 2003) indicated that in the one year duration before the stutdy,
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nearly S0% of the drivers were cursed al, shouwled at or had rude
gesiures made at them and 7.2% were threatonsd with damage to
their vehicle or persanal infury. In the same sample, only aboul éné
third of the respondenis admitted 1o shouting, cursing at someane
and about 2% reported having threataned to hurt someone or damage
their vehicle. On the other hand, anothier survey report from Ontario
(Smart el al, 2005) suggested thal proportion of adults experiencing
any road rage victimization decreasad from 2001 to 2003 {47.5 % 1o
40.6 %) but the proportion reporting any read rage perpetration
remained stable at about ona turd: during the same period. Based on
the pattern of findings the authors hypothesized that reporls of
vicimization may In part reflact media attention 1o agaression on the
roads whareas the stable reports of parpetration may be more
reflactive of drving congestion and siress, Most episodes of driver
aggrassion are fikely tobe mild and tend 1o be used to communicale to
other road users thal they are angry (Ward &t al, 1998}, Although
road ragelextreme forms of aggression on road appear to be
mlrequent, milder forms of agaression are vary commanly reported:
Parker et al (1998) reported that anly 115 of their sample participants
ciaimed thal they had never engaged in- chasing another driver,
saunding hom o convey annoyance of indicated hastilty e some
way toanother driver In @ diary Sludy by Underwood ¢t al (1999,
B3% of the drivers reporled having experienced angear while driving
turing & Z-week-study panod. There is some avidence o indicate
that perpetrations and victimizations frequently co-oocur mmdividuals,
Hoad rage perpetrators, in the study by Asbridge et al (2003), were
five fimes more fikaly Lo report viclimizations in comparisen g non-
perpetrators, Published research studiss on commersial vehicles are
very few, One survey from Pakistan (Shalkh et al, 2008) reparted a
wery high prevalence of road ragevictimizafion and perpatration among

=
bus and wagon drivers.

As far as the Indian scenario = concarned, a recaent review of relevant
research oulput revealed that only 0.8% of the health research from
India-in the PubMed database was on injuries: road traffic injuties
bieing G0.01 % This is nolwithslanding the fact that Injunes are
gshimalec to be responsiblie for 17% of the health burden in India
(Dandona et al, 2004), Gururaj (2005} extensively reviawed the
available literalura-oninjuries and related burden in India and absered
thial pedestrians, rders and pillion riders of motaized two-wheslars
and bicyclists are the mos! valnerable groups.as far as raad fraffic
acuidants are concemed. Neardy 758% of deaths and injunes accur
arngng fhem, Thiry to forty per conl of total deaths and injuries actour
amang moforized two-whadter riders and pillion riders due o absence
and poar enforcement of laws related to halmet use. The repar alsa
Indicated that high speeds, alechal corsumption by road users and
the atsence of traffic coordination are some of the kay faclors. The
number of deaths from road traffic accidents was the secand highest
i South East Asia region of the WHO study in 2002 and these ware
maliniy accounted for by India (Peden-etal 2004} In this background,

it neads 1o be noted that there are less than & handful of studies on
peychosocial perspectives on aggressive driving and rosd rage from
India. Accarding to @ recent survey by LeasePlan, & global vehicio
leasing and fleet management company {excerpts of which appearead
in Finangial Express newspapes report by Doval (2007), 76% of the
drivers surveyed acrass 18 counlries (.9, Germany, Spain, Denmark,
{he Netherlands, Sweden, Austalia, India) f2it thal traffic congestian
tevels were sericus. India was second on the list of reported
congestion an the roads: In India, drivers driving in the wreng direction
1B4A%). those jumping lhe queues {§1%), too much honking (57%)
and aggressive driving [51%) were described as the main causes of
road rage,

I is important to note that motordzed twe and three-wheeter vihicles
arg likely to have the highest grawth rate in Asian countries. Twa
wheelers acoount for eighty percent of all the non-transport motor
vehigles in India [Governmant of india, 2604) and pedestrians and
two wheeler riders are the two most vilnerable groups for read
traffic injuries in India as comparet o cardrivers (Dandana & Mishra,
2004y, However, there is a very significant dearth of research
attention on aggressive deiving and read rage phenomena in two and
three whesler riders. A recent survey of more than 4000 molsnzed
two wheeler riders in 2 metropolitan city in South Indla reported on
risky behaviours of drivers (Dardona et al, 20061 Eleven percant
had not obtained a driving license and twenty one percent had oblained
onge withoul taking the mandatory driving test. Reughly 6% reported
committiing a lraffic faw violation (s.g. viclating red light, ng - wm, no
antry zane and fraffic diraction) at least once within the last three
manths:

Factors associated with aggressive driving and road rage

Traffic congestion: In lho Leaseplan company survey regart
menkoned earlier thal was released In Indian newspapers In 2007
{Daval, 2007), 71% of the divers acress 16 countries reparied that
cangastion level in their countries was serious-and 41% réported
that it was very serious of critical as compared ta 38% reparfing fhe
same in  the 2002 survey. India was =econd to Groees In terms of
repsried level of congestion. 729% rabing congestion to be very sericus/
critical, There are somewhat inconsistént reports aboul the
refationship between raffic congestion and driver anger and
aggression. In view of these ingonsistencies, Sharkin (2004)
hypalhesized that there may be interaction efiects in as much as that
some mngicuals may be mare predisposed 1o respond with anger
uhder condition of congestion and impedance. Also, aggressive
respunses may depend upon whether one pefceives impedance to

be a resull of another dover varsus other situational conditions,

Diving and vehicle related varfables: Smart et al {2004) studied
the demograghic varzbles in relation o driving exposurs and vehicls
factors 0 a population survey of 1,637 regular drivars In Ontario,
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Canada. Regression analyses revealed that number of fimes drivers
reparted experiencing road rage in the previous 12 months was
significanlly greater for males and younger respondents. Alsa,
victimization was significantly grealer for drivars on busy roads and
increased with number of kilameters driven an a typical week. The
type of vehichs was natrelated to victimization. Road rage perpetration
increased significantly with number af weekly kilometers driven ang
was significantly greater for drivers who were always on pusy
roads and lpwer far those who never drove an busy roads, and
higher for high-perfarmance vehicle drivers. The researchers
spaculated that drivers of high perdormance vehicles might expenence
mare frustration when they wore prevented from using the full

performance capacities af their vehicles o crowded weban roads

In a questionnairg sludy of British drivers, Lajunen etal | 1999] reportaed
that younger drivers and those with low driving exposure exparienced
high anger in three kinds of situations: progress being impeded.
reckless driving by anather person, and direct hostility of anothar
person. Parker et al {2002} reported data fram three Evropean
countries that suggest that impatient driving was most likely to elicil a
reactien and the single behavieur of anoiher person most likely to
provoke anger was another driver taking the parking spot one has
been waiting for. Parker (2004) presented dala that B3% of the
drivers reported that they would express angser in some way with
hom honking. Aashing lights: gesturing or swearing if someone cut
and look the parking spat they were waiting for, Twanty percent of
the respondents reporiad that thay would be prepared o get oul and
argue of engage in physically with the other driver in such a situation,

Individual differances in aggressive driving: Although situational
and enviranmental faclers such as raffic congestion, puor conditions
af the reads, amount of thme spent in commuting, aggressive stimuli
an the rmad, eto: have beendiscussed as some of the key fisk facters
for stress, anger and aggression an the reads: individual varables
such as socio-demographic profiles and personality variables of
drivers have attracied a lot of attention from researchers.

Socio-demographic factors: Two socio-gemographic variables
age and gender, have baen examined the most. The Department af
Enviranment, Transport and Regicns (DETR, 2004) findings revesled
thal males in the sge range 30-53 years were the maximum users of
road and this age group had the highest number of vicims of road
rage. Wright et al {1997} found that men were more likely lo perpetrate
acts of aggression on road and lhe bulk of offenders (82%) were
adult males, The awailable research indicates that young adults as
compared to older adults display mare viclation af safe diving norms,
siawer perceplion of risk, mare dangerous errors and vinlations
{Retting & Wiliams, 1895), Young drivers have also beon reported to
expenence mane iritatien and annoyance and aggrassive pehaviours
when facad with traffic congestions (Shinar, 1998), Sharkin (2004)

reviewed several sfudies that indicate that men commit maore
dangerous traffic violations, réact more aggressively to congestion
and to reckless, inconsiderale and imgpatient driving of others,
However, this review also indicated that there are studies that do not
show gender differences. Lonczak et al (2007) ilempled 0 examine
rigky driving oulcomes as a function of priontized risk factors and the
role of gender as a maderatar. Moderation analysis indicated that
posdive asscdation batween drinking frequency and driving angar
was slronger for women,

Personality variables: The following sestion provides a brief
description of parsenalily variables that have emerged as imporlant
in increasing the propensity for aggressive driving,

Driver anger and general trait anger; Defientacher ot al [2005)
applied fhe state- trait anger theory to driving situations. They praposed
that tralt driving ariger referred to a persen's general propensity lo
become angry when ancountering provocatien and frustration on the
road. State driving anger would refer to ane's physiclegical and
emotional arousal when encountering a spocific event or series of
avents on the road. They found that drivers (college students) high
i fralt driving anger wera more freguently angared in day to day
driving, reported more inlense anger in visuglizing provocalive scenes
and in day to day driving and engaged in mare aggressive Dehaviours
than low anger drivers a5 revealed threugh driving diaries and sUrveys.
Alzo, hegh trait anger drivers reported handling of anger less wel|
when visualizing provasative events and expenances maore vietzlions,
cloge calls and loss of concentration though nal marg of minormajor
accidents, Thesa differences between high and low anger drivers
did not appear 10 be explaned by ameunt ar frequency of driving
(Defanbacher et al. 2003b). The study resulls alse indicaiec thal
those high on irait anger had elevated general frait anger, impulsiveness
as-well as problematic general anger exprassion styles, Other stuties
sugges! that high anger drivers are also generally mare anxious
[Beffenhachar et sl 2005k). Comparisons af reports of anger
everyday and in driving siluations were the focus of attention in yet
anoiher sludy by Lawton and MNutter (2002). The findings of this
Internet based survey indicated that by and large peaple were eguaily
likely to report anger in driving and non-driving situations. Only 11 o
of e sample reperled higher anger in driving than in non-driving
sHuatians while 14 % reporied high anger in non-driving than driving
situations: Deffenbacher et al (20030} differentiated high- anger-
drivers wha perceived driving- anger 1o be & problem ("high-angar!
probiem drivers™) from thase with a) high- anger-drivers who did not
percaive/acknowledge. It to be a probiem (“high angerno-pretlem
drivers") and b} low-anger drivers. “High anger prablem drivers” did
not differ fram "high angerino- problem drivers” on reports of
aggression in a 3-manth survey or in response lo visualized
provecations. However, “high anger jprobiem drivers” reported more
viglations than the other two groups and more minar accidents than
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low- anger- drivers, They also reported more general irail angear,
mare anger-gut and less anger -contrel than high angerng probiem
drivers, This pattern of findings suggested that more axtrame
aggression may be asscaated with natural real Hlife consequences
of aggression (&9, aggressive incidents, close calls etc.) leading 10
neightened perception of lack of control and motivalion to take helpof
a counseling apportunity.

Other personality attributes; Way back in 1956, MeGuire comparod
acidant and violatian free drivers with accident and violation-incurmnng
drvers using MMPI-and Pieture Frustration study. The unsafe drvers
had significantly higher scores on psychopathic déviate and
schizophrenic sgales of MMPI, Afso. the unsafe drivera group had
higher scores on Ego-defensive and need-persistive scales of Lha
Picture Frustration Study, However, neither group produced
responses in lhe cinical range.

Matthews et ai (1991) examinad the assaciation behvean personalily
gimensians and driver stress across four sfudiss. Meuroticism was
found to have a significant correlation with driver stress and
aggresson. [ was suggesiad that ineffective coping strategias might
mediate the relationship between neurolicism and driver stress.

Tsuang et-al (18985) reviewed the lileralure aon personality and
incidence of psychopathology in raffiic acodents. They concludad
that there were noticeable trends far associaion bebween traffic
accidents and cedain personality vanables including less control aver
anger and hostility, low tolgrance of tension, low maturily, conformity,
tendency to take risks and difficully with authoridy. The role of
psychopathology was fourd to berather unclear though there seamed
to be a general agreameant regacding higher ingidents of {raffic
accidents in people diagnosed with personality disorders and
paranoid ideations. Beimess (18893 noled, based on & review of
literatura. that thril-seaking, impulsivity and hastility (aggression has
been consistenlly related 1o involvementin traffic accidents, violations,

speeding and drinking and driving,

Parkinsan (20011 used retrospactive recall of recan! experiences of
angeron and off the noad 10 examine siluabonal and individual-difference
varighies in experisnce of driving anger. [Uwas found that ambivalence
over emational expression was posifively asscciated wilh driver
aggression, The authors surmised that pecple who want 19 express
anger bul are sansifive to social costs invoived may be more likely 1o
exhibit aggressive tendencies while driving rather than in face Lo fce
inferparsanal situations as the costs are likely to.be more in the lalter
sitirations. Empathic concern as an individual differenses variable was
fouricd in this study to be refated positively to driving anger but niegativiely
to driving aggression. The authors lentativaly put farward the
inlarprétation that high empathy may make people mare prane (o anger
whean they percelve others to be endangerad by a motonst's bebaviour

thaugh being sensitive to others, well being, they may show less
aggrassive responding in the faoe of anger,

Britt & Garrily (20067 reporled that agreeablensess was negativaly
correlated o aggressive behaviour in three driving situations namely,
being lailgatad, being cut off and inahbility o pass because ot a slow
driver. Conscientiousness was negatively related to aggressive
betaviaurs in twa ol the three driving situations. Both narcissism and
extraversion were relaled 1o aggressive behaviours in encounters
with & slow drivar scenario.

In a study inan Indian metopoelis, a group of dovers who wara legally
iertificd as offending drvers and had to undergo & refresher-iraining
course were compared Lo a matched group of drivers with safe
records, |1 was observed that offgnding drivers a5 compared o the
other geaup, had significant problems in discriminating betwesn
contrallable and uscantrollable outcomes of situations, were more
lixely o perceive demands as threatening rather than challenging,
were lower i use of positve strategies for emotional regulation and
wiera also higher an a measwere of predisposition toaggressien (Sanyal
& Dasgupta, 2008).

A few researchers have allempled o identily subgroups of drivers
based on combinations of several personality atiributes, Wilebeg (2002)
identified s sublypes of young drivers in a sample from Nomrwegian
czuntries. These sublypes were naled 1o be different on risky driving
behaviours (selfl reported), attitudes lowards traffic safety, risk
perceplion. self-estimation of driving skills and involvement in
agoidents.  Sensaton seeking, normlessness, driving anger. altruaism,
anxigty and aggression wera lhe personality variables used for
arriving at the different clusters in this study. importantly, it was
reported that the twa high-risk groups identified differed on their
evaluation.of and response to a traffic safety campaign,

Matthews et al {1897) extensively reviewsd the mulfiple pathways
connecting persenality ‘and driving behaviours, These pathways |
mediaters include differences in cognifive appraisals, arousal levels,
prefered level of stimulation, and sensitivity 1o threat or reward cues
etc.

Oriver stress and moods: Soveral factors such as immobility of
body, constriction, lack of contral, territariality, mult-tasking, amblgulty
al commumcations with commuters from diverse backgroonds eto
have been cited as potential stressors whike driving Hennessy and
Wiesanthal {2001 reporiad thal drivars wha have a predisposition to
vigw driving a5 generally stressful lend to report more driving
apgressan as compared to other drivers, 1 has been proposed that
driving ‘stress may impact on apprasals of driving situations and
imferact with olher factors to result in aggressive driving (Hennessy
& Wiesanthal, 1929). Garrity and Demick (2001} reporied that
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lemparary mood stales such as depression-dejection, anger-hostilify,
tension-anxialy and tatigue-inertia were negalively related o

cautizusness whils driving in a driving task siluation

Attributional processing: Britt and Garrity (2006) cbaerved thal
there was dearth of studies in lhe road rage literature on the mle of
atiributions although attributions are heawly emphasized In-general
Iterature on sggression. Alibulions reganding one's own behavieurs
and that of cther motorists. can influence aggressive behaviours on
the roads. Baxter et al (19900 noted thatl while commilting traffic
violations, drivers tend to attribute their own behaviours to siuatianal
factors but ara more [kely to attnbute-a viclation commutted by other
drivers o dispasitional faolors, Such an attribution ‘bias is lkaly to
become a potential source of aggression as pedpla underestimate
the role of their aggressive diving in-angering others; In the study
conducted by Britt and Garnty (2008Y, allributing causality for the
anger-argusing event o @ stable factor in the offending drivar was
found 1o bea unigue predictor of anger and aggressive bohaviours
across different driving scenarios.

Matthews and Morris (2002} found that individials: high in frain
agyression allributed greater hostility to other drivers in deiving
soenarios that were presented inan ambiguoes fashion without clarity
abiowt gther drivers” intent. The authors alsa reported that attnbufions

and persanally variables uniquelyindependently predicted cutcomeas:

Self-presentation styfe: Self-presentation, alsg known 35 impression
management, has been defined as “actar's shaping of his/her
responses to create in specific others an impression that s for one
reason ar another desired by the actor” (Jones & Piltman, mafz] It
has alse heen theorzed that there are likely to be individual differences
ir terms-af strengths of different kinds of self-presentation strategies.
Bassetl ol al (2002} applied the self-presantation fremewaork to
understanding bahaviours while mesating a stranger and while driving.
It was found thal aggressive driving behaviour positively corralated
with "intimidation” and negatively with Singratiation” and
"exemplification” as self-presemtation styles. Thus, i agpears that
thase who want to be seen as tough and dominant may reporl more
aggressive driving whereas those who want to be seen as friendly
ar withe high morzl standards may report less aggressive behaviourss
while driving.  Martin and Leary (2000} reported thal amang college
goers, risky behawours including dangarous drving were motivated
by self-presentational coneerns: Dangerous driving was assaciated
with wanting 1o be seen as brave and being a risk taker and was
employed as a self-presentation tactic in about 8 quarter of the
paricipants in their sample; Further studies are nesded o clarify as
o whether self-presentation styles influence actual driving hehaviours
ar manly self-report of doving behawviowrs:

Psychiatric ang Substance use relaled factors: Bullers et al
IZ008) observed that psychiatric distress on the GHQ slgnificantly
increased the odds of bath read rage viglimizetion and serious road
rageinvolvemant Areview by Gaioveki and Blanchard {2004} indicated
that rates of Axis-| and Axis-1l psvchopathology (intermittent explozive
disorder, substance abuse, antisocizEl and borderlinge persenality
disordiars) may ba higherin aggressive as comgared to non-aggrassive
drivers. Several sludies have linked road rage behaviour and impulse
control disorders. Jerome et al {2006) presanted a mela-analysis and
a eritique of Attention deficit hyperactivity disorder (ADHD) and driving
risk, They reporied that there wasa correlation evidence of a potential
relationship between ADHD symploms and driver anger and
aggression in college students. Indivduals with ADHD reported maore
driving anger and aggressive exprassion through vehicles than thar
non-ADHD counterparts [Richards et al, 2006), Mann et al (2004)
found that both victims and perpelrators were mare likaly to reporl
alcahol related prebleams. Yo el al 2004} examinad a sample of
individuals undergaing trealment for alcoholism in the context of a
drimking-dnving reiated reason; They reported that it was "driving
while expertencing ability- impairment” rather than frequency of aleohol
use that was the crudial correlate of aggresswe driving. Fong et al
{2001} provided data from a cross sectional study of individuals
attending general practice clinics in UK, Parpetrators as wellas victims
showed increased psychiatric morbidity as comparad o controls,
Aggression soores wera elevalad among perpetrators and perpetration
wag associated with male gender, illieit drug use and lgss driving
experiance

Police psychologsts in Mew Zealand (Wrighl el al, 1897) raported
that four categories of factors operate together to influence road
rage behaviours. Thesa include pracipitating factors; offender factors,
wigtim faciors and environmeantal factors, The interactionsg betwean
person and situational variables were well fllustrated in the study by
Deffenbacher et al (2003a). In low impadance stuations, high feat
arger and low tras anger drvers did not differ on siate anger or
aggrassion though the feemer droverat higher speads. Inhigh impeadancs
situzlions, the high anger drivers showed grester state anger, verbal
and physical aggression as well as higher crash risk.

Values: Crimmins and Callahzn (2003} poignanily described the role
of values as one of the potanlial delerminants ol road rage. They
slated. "The tendency towards road rage arises nol only from what
wit andure in life, but alsa from what we want oot of Tife", They
reported that after contralling for age, gender and education, drivers
who endarsed statements such as “would try anything once” and
“like the feehng of speed” showed 38 % higher frequency of exhibiling
acrede-display-of anger namely “giving a finger™. Lupton {1993)
miplored the socio-cultural and paychodynamic meanings of cars as
objects and of driving as a practice. They pointed cut thal
advertisamenis as well as pwners anthropomerphize cars and the
dominant socio-culiwral images of a car involve freedom, power ang
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eroficismthat arouse dasire and invoke cerfain emoticnal states. Such
meanings lay the graund for frustration and anger on the mad when
others seem to intrude into the personal space of ona's "hybrid
machineg-body” |

EVALUATION AND CONCLUSIONS

On the whole, it appears that road rage is a lerm thal has basn more
popular in the lay literalure and media than in e scientific literature
thaugh it is recognized at least by a section al researchers, o be 3
useful term fo'describe incidents of extrome aggression by malorists
Apgressive driving has been defined in different ways by different
researchers, Howsver, there s one comman lealura thal seems fo
undariie most definitions of aggressve drving and differentiate it
from ather kinds of risky/unsafe driving behaviours: “verbally, nan-
verbally andior physically aggressive behaviours carmed aul with an
infertion to cause psychological andlor physical harm to he fatlow
matorists andior pegestrians and often involang an exgerience of
anger. The problematic aspect of applying those dafinilions is thal i
15 not easy 1o assess intention to ham”™. Assessment af “intantion®
has to e sither through reliance on subjective repoarts or thraugh an
inference based on observations of aggressive behaviours. Self-
reparts in-inese contexis can be biazed due to eperation of socialiy
desirable respending and indirectly inferring intent thraugh Behavioural
ansarvations can have its own pitfalls as it assumes a oear motiva to
harm in all instances of occurrences of specified behaviaurs Anofher
difficulty posed in such definifions is that the term "intention” may be
assymed to indicate & dellbarate response: Howovar, in axperiences
of anger, aggressive behavicurs may be leamed roactions that are
seen as automalic over which individual experiences litle cantral or
a sanse of choige rather than as reasoned! offortiul responses
enagtad with a full sense of conirol, An inclusion of the element of *
potential gmotional dysregulation) loss of contral over anger” in the
definitian of aggressive driving seems to offer two advamlages: [t
covers: the entire :ange of possibilty Le., an aggressive behaviour
carried out with full awarenass-and & sense of control as well a5 one
amitted as rasult of losing ‘control over the emational respansa,
Secandly. such a definiion 15 likely o be more acceptable and enhance
readiness forintervgntions amang motorists who are able to congtrue
thewr aggression on lhe road as stemniing from a problem with
ranaging anger. Another issue on which more consensus is needed
1 whether fhe definition of sggressive driving should incorporate a
range of negative emotions and not merely anger.

There arg conflicting repors regarding prevalence of aggressive
driving and road rage, mostly due to lack of vnifermily in defining,
samphing and assessng theze phenomeana. There has been a definite
nse i madia atention an aggression on the roads from tha nineties
onwards. However, it s unclear whether this is refleclive of actual

increases in instances of "road rage” or increases Inrepoding, The

prevalance of aggressive driving has probably ngen compared fo the
2arly nineties with rise in trallic congestion in varous countries;
however, whether the rates are consistently inoreasing fhave
remained stable from year 1o year 15 a guestion that is vet to be clearly
answered. Indian research on aggressive dnving from a psychosocial
perspactive 15 exiremely limited though there are studmes on road
rafiic socidenis and unsafe driving, Published research studies on
two-wheeler and thres whaeler riders, buses and mulli-ulility vehicies
dre conspicuous by thair rarty in global as well as indian literature
although perspectives and accident databases in Indiz indicate the
nesd {0 focus on theso groups.

Althaugh it is well accapted thal aggressive driving behaviours are a
product of muliiple facters, interaction effects among variables have
been infrequently addrassed in research: A scan of the literature
suggesis that the research has focused on anger mostly in the context
of aggressive behavicurs on the roads at the cost of refative sxclusion
of examining anger on the read that does not manifest igell in the
form of aggressive driving and the methods adopled 1o manage anger
in such instances, Simitarly, McDonald (2008) based on d@n exlensive
review, recommanded the need for scientific enguiry on the construct
of "regpect on the road™, Such 3 strength perspective in research is
[ikely to complement the currently popular approaches in providing
leads far intervention planning.
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NATIONAL MENTAL HEALTH PROGRAMME IN INDIA: AN UPDATE

Mohammad Zia Ul Haq‘, Deepak Singhz, Basudeb Das’

ABSTRACT

Mearly 10% of Ihe Indian population suffers from peychiatric disordecs (hal roquire some form of nelp, Given the fact that indla
caraliules 1/Gth of the waorkd population, this 109 figure lranslates mie mammodh rrombers, necassitatng the need far a comprabensive
mentsal heslth care delivery programme. Witk this chjeciiva in mind, 1he Miristry of Health and Farmly welfare launched lhe Matignal
Mental Heallh Programme (MMHP) i 1982 1o ansure the availabilly and accossibility of minimum mental healihcare for 3 in he
foreseeable future. The programme failed (o gain the dasired momentiun in e initial yoars and 1he progress was tardy. Following the
success of the Bellary model of mental heallh case delivery carmed out by Mational Institute of Mantal Heallh and Neurosciences
TMIMHANE L in 1984, the District Menial Heallh Programme wilh & cosmunily based approach was launched in 1908 under tha MMHP
Theugh the DMHP appeared very pragmatic, It falled 1o bring the desired mamentum 1o the NMHP. Later, legal injunctians fram fhe
Supreme Courl of India and the intarventions by the Nationzl Humar Rignts Commission akout the pliahd af the mentally it brough some
life: to the: peagramme in the form of proper budgetary allocatons ang espansion of the Dislrict Mental Health Pragramme. Thaugh
significant work has been done in the pasl twe and a half decades in dgrs of dovelopment of infrastructure and dissemination of
infosmiation, @ ot femains ic be done to "engore the availabiity and Accessitailty of minimum mental Realtheare far all in the foresseshlie

fulure”
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INTRODUCTION

The past century witnessed significant achievements in fhe treatment
and prevention of communicable diseases worldwide, This
development has made it possible to focus on non-communicable
diseases which now constitute the major health problem across the
glote, more 50 in the developad world. Ariong the nan-communicable
disezzes, mental and behavioral disorders have profound im plicabions
an the health and weli-being not enly of individuals but atse of familics
and entire communities. Glabally, the prevalence of mental and
behavioral disorders was about 10% accounting for 129% of the total
disability adjusted life years (DALY lost to all diseases and injuries
in 2000 &nd the burden @5 projected to reach 15% by 2020 (WHGO,
2001} The epidemiclogical studies from India present a similar picture
with nearly 1% of the. population suffering from serious mental
disorders and 5-10% from mederate disorders, requinng psychiatric
help (Gurura] & Issac 2004) To cater to this increasing number of
rentally il peoples. the national mental health programme was faunched
in 1952 1o develop infrastructurg and manpower for delivery of mental
health care services. This paper aims to roview the progress of the
nationai mental health pragramme in the pasttwo z2nid a half decodes.

HATIONAL MENTAL HEALTH PROGRAMME [NMHP)IN INDIA: THE
BEGINMING

The Evolution of the Programme

The spidemiclogical studies caried out in the posl independance
pariod inindia. contrary to the commonly held beliefs of low psychialric
marbidity in this tranguil eemmunity, revealed an alarming magnituds
of psychiatric disorders. This humbling roality, together with
davelopments in various fields incuding the Alma Ata declaration on
primary health care. the cammitment of the counlry fo pravide haalth
services to-all and the availability of a farge infragtructure for general
health services, led to he realization of the need of a comprehensive
poticy regarding menial health, In arder 10 devise a comprehensive
merital healihcare programme; dn expert group was larmad in 1980,
who aflera year of deliberations prepared the first drafl of the NWMHP
in February, 1281 at Lucknaw, This draft was later discussed indetail
by people from diffarer walks of life at two workshops hald in Delhi
on 2021 July. 1881 and Zrd of August, 1982 Bading to the development
of the fingl draltwhich was submitted to the Central Cauncil of Health
on 18-20 August 1982, {or itz adopticn as the MMHP for India. A
resolution was adopled that

“.ﬁccﬁ:plcd an 167 July, 2068
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"Mantal health must formian integral part of the lotal haalth programme
and a5 such should be included in all national policies and programmes
in the field of health, education and social welfare, Reafizing the
importance of mental heallh in the course curricula: for vabous levels
of health professionals, suitable actian should be taken in consultation
with the appropriale authorities tostrengthen the mental health
aducation components. White apprecating the efferts of the central
govemment In pursuing legislative action on Menial Health Bill, the
jpint conference expressed (s samestness to see that the Bill takes
a legal shapa at the varliest” (Muorthy, 2004,

The Fregrammao

The NMHFP provided comprehensive details about its objactives.
apgreaches and set targets 10 be achieved in & stipuiated tims, Tha
objectives outhned wers:

Ta ensure the availability and accessibility of sminimum mental
heallhzare far 2l in the fereseeable future, particulary to the
most vulnerable and underprivileged sectians af the population
Ta encaurage the application of mental health knawladge In
general haaltheare and in soclal development, and

Ta promiote community paricigation i the menlal health serdce
developrment and 1o stimulate efforts towads sall-help in the
COTIL Y,

The approaches to the statement of programme objectives autlined 0
the: NAMHP wers;

* Diffusion of mental haalth skills to the periphery of the health
senice systam,

Aporopriate appointmeant of tasks in mental healthcare
Equitable and balanced ferritorial distrisetion of resources,

Integration of basic mental heallhcare into genaral health carg

SRIVICEes,
» Linkage o community develapment,
y hMental healthcare,

Mental health training, and

Mental refardafion and drug dependence

The plan of ackon aimed at achieving the above shieclives consisted

of a-set of targels (goals), and of getailed activifies that includead:

Witkin ‘ane year, each state will have adopled the present
plan of action in the field of mental hoalth.

Within ong year, a task force will have workéd oul the autlings
of a wurrigulum of mental health workers identifiad in the
different states as the most sullable o apply basic mental
healh skil's, and for medicalofficers working at Brimary Health

Cantre (PHC) level,

Within five years, al teast 5,000 of the targe! nan-madical
professicnals will have undergone a two-week fraining
programme on menlal healthcare,

Within five years, at least 20% of all physicians working in
PHC will have undergone a two-waek training programme in
mental haalth

The creation of the post of a psychiatrist in-at least 50%. af
thi districts within five years.

Qn the recommendation of a task force, anaropriate
peychatroe gdregs to be used at the PHC lavel will ba included
il the ligt of essential drigs in India,

Psychiatric units with in-patient peds will be provided at all
madizal college hospitals in the country within five years

[Directorate General of Health Sendces. 1982)

Az the coming years proved, the NMHP was a very ‘ambitious
programme with liflie consideration of the ground realitics.

PROGRESS DURING THE SEVENTH FIVE YEAR PLAN (1985-00)

The tirst opportunity 1o develop a plan of action following the
formulation of MMHP came with the 7th five year plan wherein the
MMHP was adopled as the basic decument for mental health care.
The MNational Advisory Graup on Mental Healh (NAGMH) was formed
in Auvgust 1988 as recommandead inthe NMHPE Though the seventh
five year plan endorsed the NMMP, the budget allocation for mental
health sectorwas small enough (only Bs 1 crare) o render itimpozsitle
to achieve theset gaals: The major work carried out during the severnth
five year plan was crealing awarenass about mental health through
warkshops for plannars. mental hezlth professionals and key
administrators and paramedical personnel in different parts of the
country and devetopmerd of suppart material for NMHP at Sentral
Institute of Psychiatry (CIP), Ranchi, Mationa! Institute of Mantal Haalth
and Meurcscignoes (MIMHANS), Bangalore, and Postgraduale institute
of Medical Education and Researczh (PGI), Chandigarh. The mnitial years
ol expenenca with th MMHF lad to the development of mare pragmatic
appreaches in the torm of District Mental Health pregramms (Planning
Commission, 1985 Mizamie et al, 19322},

DISTRICT MENTAL HEALTH PROGRANME (DMHP): A PRAGMATIC
STEPR

In 1884, NIMHAMS launched 8 pdot model programme in the Beliary
district to implemeant the NMHP &t a district level in colizbaration with
the district administration and the Direclor of Heatth Services,
Kamalaka, Compared tothe ambitious NMHP, it appearsd mors prudent
to zea the practicality of the invelverment of primary healih care
providers ar the delivery ot mental heallh care services in just one
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district. The health workers at he Primary Heafth Cenders (PHTs) in
the district were lrained {0 recognize and manage mentally i1 patients,
Al the district level, a specially frained programme officer was
appoinled o conguct regular mental health chinics and o manitos the
prograss of PHCs all over tha district. The model was sugeessiul in
providing meantal health care services o around 2 million people and
shifwed the possibility of delivering mental health care sorvices through
the panpheral health senvice system. Following this medule and iis
recommendation by the Central Council of Health and Family Weifare
in Octaber, 1995 and a5 resalved in the warkshop of Healh
Administratars hield in February, 1998, the Districl Mental Haalth
Pragramme with a community based appraach was launchead in four
disticls, one eachin the states of Andhra Pradesh, Assam. Rajasthan
and Tamil Nadu in 193697 on a pilol basis under the NMHP (Issac,
TH8T; Kapur, Z004). The components of DMHP include:

Training programmeas for all workers.in tha mental health team

at the identified nadal instilete in the Siate.

Public education in the mental heallh 1oinciease awareness
and reduce stigma.

Provision of the OPD and indoor services for early detection
and treatment.

Praoviding valuable dala-and exparnence g1 the level of
community to the state and centre for future planning,

improvement in sarvice and research,

The funds were ¢ be provided by the Gavl. of India o the state
gavernments and the nodal inslilutes 1o meel the expendilure an
staff, equipments. vehidles, medicine, statlonary, contingencies,
fraining, etc., forinitial s vears and theraafier the states had to manage
it themselves: Financial help was alsg sgught from agencias ke
World Bank and Ward Health Organization l:'l."";"HO:I to support various
componants of the programme. As had bean envisaged, fhe DMHP
sltaned gamning momenturn in the coming years

PROGRESS DURING THE EIGHTH FIVE YEAR PLAN {1992-37)

During the eighth five year plan mental health servicas were givan
pricrity. Though it was proposed to start a psychiatric canlra in each
diztrict and also to encourage every medical college to start a separale
depariment of psychiatry a0 that the requlred manpawer, both medical
and parda-medical, cap be trained, this ambilious progoesal cauld nal
fructify. Mevanheless, DMHP with a-communily based approach was
launched in four distnicts, one 2ach in the Slates of Andbra Pradash,
Azzam. Rajasthan and Tamil Mado ona pitot basis undar the National
Mental Health Programme (Pianmng Commission, T982),

PROGRESS DURING THE NINTH FIVE YEAR PLAN (1997-2002}

By the end af the Gth five vear plan thers were arourd 20,000 beds
in mental hospitals and 2,000 1o 3,000 psychialic beds in gengral and
teaching haspitals with fifty per cenl of the peychiatric beds being
accupiad by patients undergoing fong term reatment. Even then less
than 10% of the mentally Il persons had access o eppropriale care.
During this pian district mental health programme was impltementéd in
27 disrricts. Andfhough sdvocates of mental health were demanding
maore maney for the mplementation of MMHP, the modest cutlay of Ry
28 crores could not be wlilized during the plan pericd (Planning
Commission, 1997)

The efforts of the NMHP had started bearing fruit, As people became
aware of the mental health related issues, ther concem about the
dizmal state-of mental hospilals gcrass the couniry increased feading
to same landmark Suprem= Courd njunctons.

THE NATIONAL HUMAN RIGHTS COMMISSION REPORT (1999): A
LANDMARK

Fellpwing several public intares: iigations in the 1980s about Iha
plight of patients In mantal hospitals, the Supremas Court of India orderad
a detailed enguiry into the canditions of mental hospitals, The Natianal
Human Rights Commission (MHRC) was entrusted by the Suprems
Court with the responsibility of monitoring the status of thege mental
hozpitals. Evidence of viclaton of the fundamental rights enshrined in
Article 21 ol the mentatly Il led the NERC 10 examine the problem and
recommend appropnate remedial measures. Tha NHEC look up the
1ssue of quality assurance in mental health and assgned NIMHANS Lo
carry oul the project. The main objeclives of the project wera:

. To analyze the condiions prevalling in govermmentand privata
mental hospitals in various parts of India, and
. To generaie possible solutions Tor improving standards of

cara,
Findings of the NHRC Project

The project team persanally visited 59 facilitias, including government-
run mantal hospitals [32), general hospital psychiatry units (16) and
private psychiztric ireatment centers (10} In & majority of the hospiials
the team observed;

Ariarchaic structure - of the buildings and. practices with
gxisiznce of cells without any sanilary facilities, giving a
prson like ambience,

Foor living environments with overcrowding (bed; patient,
1:1.4), poor sanitary conditions, poar quality of food.

* Foar or nonexistent lab facilities,
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s Lack of staff-with a psychiatrisl patient ratio in some hospitals
of 1:200 (two hospitals had no psychiatnst) and even poorer
prezence of paychologists and social workers;

.. Lack of rehabilitation Tacdites: and

ol Paar gocumentation of patient infarmaltion,

The NHRC project findings led 1o changes, both direct and indicect. In
many siates, sensilization of the gdministration led o efforts at
improving basic amanities and evolving minimal standards of care in
mental hospitals in consultation with medizal superintendents. Also.
fimancial support to many of the hospitals for strugtural improvement
was sanctioned (NHRC, $99%: NIMHARS, 2000; Dhanda. 2000},

In keeping with the culture norms in India, a large numbsar ot menially
il patients land with the faith haalers, quacks, eto., in different settings.
Though the NHEC addressed the issues of the mentally ill in
government and private psychiatric feilifies: i filed o see the larger
picture, It took a fire to light fhis darkness,

THE ERWADI FIRE: AN EYE OPEMNER

In the early hours of August 8, 2001, fire enguifed the thalched rood
of the Moideen Badusha Mental Home at Erwadi, a village 27 km south
of Ramanathapuram wwn in southem Tamil Madu, killing 28 of the 43
inmates, leaving 2 with burnz and 6 missing. The mcident evaked
respanse-at the siate as well as the nabonal level, The N, Ramadas
commission; setup teinguire into the incident concludad that of the 43
patienis in the asylum, 15 who had not bean chained had escaped
thie fire (though three women among them died later of severe berns)
while the rest were chained. and devoured by the flames, Following
the commission’s recommendations the other 17 homes functiomng n
Erwvadi were closed down and the patients from thase transferrad 1o
proper psychiatric facilities mainly the Institute of Mental Health (IMH],
Chennal, The commission recommended seting uo-of mental hospitals
in Thanjavur, Tiruchi, Madurai end Ramanathapuram, and one of them
exclusively for women, The implementation of district mental health
pregramme in Ramanathapuram and Madural disiricis was to begin
win immediate effect {The Hindu, August 07, 2007; Frontline, Auguosat
18 -3, 2007; Sestember 01 - 14 2007; July 20 - August G2, 2002).

Tha Supreme Sourt of India inresponse ta the civil writ pefition: 334 of

2001 about the Ervadiinsden! ardered cerlain measyres thal have a

algnificant bearing an the delivery of mental healih senvices. These

nchede;

. Every State and Union Taerritary (UT) shall undertzke 3
compsehansive need assessment survey smnd fite e report
an he availability of mental haalih resowrce personnel in the
state, the tyvpe of mental heaith delivery system availabla in

the stale, and an estimate of the mental heallh saraces that

would be reguired having regard 1o the population of the
state and the incidence of mental illness.

The chief secretary of each state and admimistrator!
commissonas of every unionterrilary (UT) shall file an affidavi
stating clearly whather minimum-standards have been
prescribed for

* Licenzing of mental healtn institutions in the stale/UT and
whethar any mentally challenged person has been found to
b chamned inany pan of the state/JT

Directed Unian of India 1o constiute a commitles 1o give
recammeandations on e issue af care of menlally chalienged
persans who have noasmmediate relatives or who have been
abandoned by relatives:

- To frame nomms for non-government crganizations working
in the Tield of montal health and to ensure that the services
renderced by them are supervised by gualified! trained
pErsons.

Two maembers of the legal aid board of each state be appainted
to make monthly visit to such instiiutions, so as to assist the
patients and thetr relatives in applyving for discharge from the
Institutions il ey have fully recovened, and do not require
Institulional assistance anry longer or 1o find oul whether as a
mattar of fact they require any such freatment as indoar
patients.

. All patients ready 1o be discharged. bul are nat being
discharged: dua to family not taking fhem back. or lack of
suppaet in e communily, should bg placed it a hame-like
aceommodation created on the hospital campus itsalf, This
acenmmadation could be an existing ward converted 1o have
a home-like environment, with patients: baing taught house
keeping skills, cooking, shdpping and alsoancouraged to lake
up responsibilifies i tha haspital for which they should be
paedd far and than gradually encouraged 1@ go to fhe community

for work {Suprema Court of India, 20023,

Sesides the legal Injunctions, the Ervadi firg lead 19 a land mark
survey of the existing mental health rescurces in tha country.

WHERE INDIA 5TANDS: NUMBERS SPEAK
Thi Existing Infrastrocture: Mational Suney of Mental Haalth Resources

In May 2001, several monlhs before he fragedy at Erwvadi, a amall
group was conshituted inthe Directorate General of Heallh Services
to enalyze the causes of the underperformance in meanta! haalth
sector and 1o suggest corrective measures. n order to generate
baseline data in rezpect of mental haallh laws and services, delaiied
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questionnaires were sent to all stale governments, but the response
was poor. Later, conzéguent upon the direclions issusd by the Hanbls
Supreme Cour in the eivil wril petition 334 of 2001, the same format
was used 1o colledt the reguired information. The first quastionnaire
daalt with issues related o the implementation of the Meatal Haaith
Act, 1987 -and the rules framed thereunder, as well as functionat
issues concerning the State Mental Heallh Authorifies and the stale of
the mental health sendces in varicus States. The second questionnaire
was designed 1o evaluate the current status of the 37 govemment
fun mental hospitals with regard 1o their infrastructure stalf, clinical
services, availability of drugs and other treatment modatifies, guality
of foadfkitchen facilities, availability of linen/patient clothing,
recreational facilities, and vocstionalirehabilitation facilities, The survey
revealed that:

Though the Mental Healih Act, 1987 has beenim plemented in
most of the states concernad, the rules thereunder have: net
baen framed by all the states,

Mental Health Cells have not baen astablished in most of the
states, though State Merdal Health Authorilies have been
cansttuted ln.a-majonty

The situation in respect la licensing authonties and appointment
of visitorslinspeclions reguired 1o be camiad oul by tham
was also found 1o be unsafisfactory:

The bulldings of mest of the hospitals are old, dilapidated and
beyond economis repair, though significant progress has been
made in several areas foliowing the NHRC report

Significant deficiencies or complete sbsence of psychiatric
nurses, psychiatric social workers, clinical psychologist,
eecugational therapist and labaralory fechnicians were found
in a-majority of the menial hospitals surveyed, thaugh same
improvement has laken place since the NHRS report

Clinical services and the availability of investigative lacilitizs
including modern investigations like CT sqan, ultrasound, eic,,
are largely Inadequate mainly due ta the lack of proper stalf
and equipmeanl,

Availability of drugs is generally adeguate bul typical
antipsycheotic drugs are still widely used,

The guality'quantily of food for the patients has improved but
offers scope for improvement, especially with ragard to
variety and Ihe way it is served.

Linen is usually inadequale or even non-existanl n some
hospitals, Many patients lie an the fioors, often withaul
mattresses.

The recreaticnal facilites are missing in most of the mental

hospitals.

. Vocalional and rehatilitation facilities are still rudimentary and
masty obsolete, pattermed for the old custodial mode of mental
hospitals.

. Thelingenng custodial atmosphere in mental hospilals can be
traced o one common malady-the high proportion (up to 50%
or even more) of long-stay patients {Direciorate Ganeral of

Health Servces, 2002,
The Burden of Mental lllnessos

The epidemiological studies from India indicate that nearly 1% of the
population suffers from sarous mental disorders and 5-10% from
modarate disorders [Gurura) & Isazc, 2004). Taking the rate of majar
mental disorders at 1% and minor mental disordars 21 5%, the disease
burden comes out 1o be 10,270,165 for major mental disorders and
81.251.825 for mingr mental disorders as per the population data of
cansus 2001, The existing mental health sernvices o cater o {his
mammaoth diseased population include a total of 25,989 available
psychiatric beds. 2,219 psychiatrist (2,896 ideally required taking
paychiatrist patien] ratio of 1; 10000), 843 clinical peychologists
(13,258 ideally required taking the psychalogist patient ratic of
1.5:10000), and 290 peyehiairic social warkars (PSW) (10,064 ideally
required taking the PSW - patient ratio ol 2100000 lronically, the
survey shows the number of psychiatne nurses to be more than
required. Though, these figures represent raugh estimates, they glve
an idea of fhe ground we have to cover before the abjective of "the
greatestgood to the largest number” can be met (Directorate General
of Health Services, 2002

RESTRUCTURING THE MENTAL HEALTH CARE DELIVERY:
SECURING FUTURE

MNational Mental Health Palicy (2001)

Caonsidering the present status of mental health the need of a
comprehansive policy that guides our future investments in mental
heaith seems partinent, In this connaction, & comprehensive National
Mental Health Poligy (NMHP} was drafted in 2001. The national mental
hewith policy emphasizes thal the mental heallh services should
ensura;

L Accessibility of at least basic paychiatrie facilities within the
community to as large a-section of the population as possibla
in &l pars-af the countny.

* Aftordability of the services with regard to the inilial capital
cost as well as recurring axpenditure 1o accord with our
limmited resources and low-incama levels of the consumear

population.

Adaptability to the widaly varying geographical, socle-cotheral
and econamic mosaic of aur vast courlry,

* Accaptability of mental healthcarz by the target popolation in

B

422008 Tndinn Association for Secinl Psychiniry



Hag et al

the context of low levels of literagy. lgnorance, supersiition;
agonamic backwardness and lack of empowarment of
women, adolescents and children.

Aszessment of performance at the ground level through
cantinugus menitaring, anling audit by an independent agency
and penodic review al the rational level in order ta identity
areas af non-performancelreasons for the same at an aarly
stage ang infrogduce necossary comectve measures as well
as relevant fesdback for fulure planning

The NMHP, 2001 emphasized five thrust areas to be worked an
keaping tha Malonal Menial Health Programme as the tactical vehicle,
The thrust areas are:

. The DMHAP to be redesigned arcund a nadal institution which

in most inglances will be the zonal medical college, School
mental health programmes and dementia care sendces may
be gradually imlegrated with the DMHP

Strengthening the mediczl college peychiatry deparmentswilh
a view 1o davelop psychiatne manpower, improve psychiatric
treatment facilities at the secondary lovel and to promote the
vevelopment of general hospital psychiatry In erder fo raduce
and eventually to eliminate o 3 large extent the need for big
menial haspitals with all their attendant infirmities:

. Streamlining and maodemization of mental hospitals o transform
them from the present mainly custodial mode 1o leiary care
cenlers of excellence,

. Sirengihening of Central and State Menial Health Authanties
in order that fhey may effectivaly fullill their role of manitaring
ongaing meantzl health programmes,

Research and lraining aimed al bullding up an extensive
databasa of epidemiclogical infermalian relating to mental
disoréars and their courselocutcome, therapeulic needs of
the commuriiy, deveiopment of better and more cost-effeclive
intervertion models, promotion of intersectoral research and
providing the necessary inouls/conceplual framewark for
health and palicy planning

The MMHP, 2001 atso proposed a time frame for the attainment of the
poley objeciives subjected lo availability of resources in future five
yoar plans, The palicy also focused on psychiatric problems specific
o certain vulnerable sechons of the population like senior citizens,
waomen, chitdren and disaster vichms (Goel et al, 2004),

Restrategized NMHP

The NMHP starled in 1982 with high hopas. but it failed 1o gain the
desired momentum. Aflar an in-depth analysis 1o identify the causes

of poor perfarmance and to formulate remedial measures by the
Directorate General of Heallh Services In early 2001, the NMHP
underwent radical restructuning. The rastrategized NMHP incarporated
the five basic compenenis of the National Mental Health Paelicy (2001)
Afler approval by tha Ministry of Heallh and Family Welfare, the Planning
Commission, the Ministry of Finance and, finally, the Cabinet Commitles
on Economic Affairs (CCEA), the resirategised NMHP was formally
faunched by the heslth secretary at a national workshop hatd al
Vigyan Bhawan, Mew Delhi on 22 October, 2003, The restrategised
MMHP touched ground with the implamentation of the tenth five year
plan (Agarwal et al, 2004),

PROGRESS DURING THE TENTH FIVE YEAR PLAN {2002-07)

The: spproved outlay of Rs 190 crores for mental health during 10th
free year plan was subsaquently reduced to Rs 139 wores, due to
non-utilization of funds. Three main rescurce cenbers for providing
technical inputs and raining under NMHP identified were: CIP {Ranchi),
MIMHANS {Bangalore) and Institute of Human Behavior and Allied
Sciences (IMBAS, Dethi). The DMHP was expanded 1o 94 disticts
and 24 general hosgital psychiatric units were upgraded, hesides
strengihening of 19 psychialie kospitals. An amount of 11 lakhs was
spant on intermation, education and communication (IEC) aclivities
while research focused on operalional aspects of mental health
programme was camed oul with a budget of 45.91 lakhs {Planning
Commission, 2002}

PROPOSAL FOR THE ELEVENTH FIVE YEAR PLAN [2007-2012)

The recommendations of the 2003 review of the NMHP form 1he
guiding prnciples of the 1140 five year plan proposal. The sirateglas
proposed by the working group on communicable and mon-
communicable diseases far the 11th five year plan are

il integraling rmantal health with primary care through NMHP.

Praviding tertlary care inslitutions for the reatment-of mental
disorders.

Eradicating stigmatization of ma ntally ill patienls ard profecting
thiir ighits through regulatary institutions like Centraland State
tental Health Authorithes,

Based on these strategies the followsng components of the revised
MNMHP are proposed:

. Expansion of the DMHP to 500 districts all aver the country
with seme modifications. The cost of DMHP may be increased
to 1.60 crofes per district,

Impravement in health manpower stalus by Increasing the
number of postgraduate irainees in psychiatry s well as
imparting short-term training courses to general practitioners.

© 2008 Indian Association Tor Social Psyuln;ur}-n



Hagqg et al

It is proposed to facilitate 50 MD saats, 26 DPM seats in the
{eaching colleges and ta traln 3000 1aluk fevel medical doclars
for 3 period of 6 months 1o 1 year as 3 part of 3 certificate
COUrse,

- The research areas to be focused may include bislogy of
mental disorders. early intervantion for mental disorders,
Improving the lang term outcomes i drug and alcohol related
disorders, social factorsisupport syslems 1o lower disability
In chronic psychosis and health behawer resesarch. & grant
of 20 crares in the 1N five year plan has besn sought for
this purpose.

IEC activities involving the development of pulilic awareness
matenal such as video clippings. posters, radio wordings.
Training material for ynder graduatepostgraduate training In
the form of video, interactive CDs, use of the internet have to
be developed. A budgsat of Rs.25 crores has bean propased
for this area.

: Support money for impiementing of Mental Heaith Act and
running the Mental Heaith Authoritiss ‘s proposed at Rs 10
crores.

Schoal Mental Heallh Programme to be implemented by
imparting life skills education using leachers as trained
resource siaff, ILis planned thal the schems is implementad
al a ralg of 100 districts gach year making a total of 500
districts to be covarad in 11th plan

Mon-governmental Agencies have an impaortant rale o play, A
sum of Bs 20 lakhs may be given for them 1o arganize camps,
educale pulilic. elg

Revised methodology of the DMHP

Aravised methodology of the DMHP will be followed during the eleventh
five year plan. The emphasis will Be @n reaching the unreached-
severemental disorders ona prianty in Lhe first vear of the DMHP. The
essantizl approach involves training of physician in psychiatry, The
monitonng ot the DMHEP will follow he following hierarchy:

Minister of Health and Family \Welfare
1

Directorzie General of Heallh-Services
1

Central monitoring agency for DMHP
(Jaint Directer- Mantal Healih, a secretariat with
staff including Coordinator, Project assistanl,
Data-eniry operatod/statistcan, Clerk)

1

State Monitory Agency
[Joint director- Mental Health,
Secretary of the Stale Mental Health aulharity,
Project conrdinator with a medical background}
1
District Level
iDistricl Programme Officer)
The functional aspects of the monitoring would include:
Cantral Monitaring Agency for DMHP
{In touch with state monilorng agency and each DMHP
by a dedicaled fax line and Email,
meet with state monitoring agency and programme
officers of DMHP every B-12 manths,
visit gach DMHP with stale monilaning agency
personnel onca ina yaar)
T
State Monitoring Agancy
[meets each DMHP programme officer once in 3 moniks,
vigits gach DMHP and meets medical offcers in 6 months)
1
Districl Programme officer
(meets medical officer in each taluk monthly,
visits each taluk monihiy)

{Directorate General of Heallh serviges, 2005)
COMMUNITY PSYCHIATRY AND NMHP

The invabvement of family membars in the treatment of e mentally I
by Vidya Sagar at the Amrtsar Menia! Hospital in 19503 may be said
0 have heraldad the beginning of community paychiatey in India.
Though the step was taken due 1o shottage of staff in tha hospital,
the participation of tha family mémbers in the treatmenl process
showed encouraging results (Kapur, 2004}, Later on, the developmeant
of the community psyehiatry ook place mainly In two dircctions-the
sething up of communily based mental heslih services and the
astablishment of psychiatric units in general hospitals, The first
community based mental heallh care initiative was started by CIF in
the form of rural mental haealh centre at Mandar in 1967 (Mizamie ot al,
2008}, Subszeguently, a communily psychiatry unil was established
by NIMHANS in 1875 and a rural mental haalth programme was starled
by PGl with the help of WHO, Though the first general hospital
paychiatric unil {GHPU) was established at R. G Kar Medical College
al Kelkata in 1933, others follewed mucn Iater in the 1950s. NMHP
starigd with the alim of developing community bssed psychiatric cara
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and stoared the later developmeant of GHPUS and commurnity basedd
mental health services through DMHP. Currently there are meare than
200 GHPU s funclioning in the country and DMHP bas besn implemeaniad
i 94 dislricts (Kapur, 2004), Besides expanding these services, there
15 @ need o gssess and improve thair functioning.

CONCLUSION

The palional mental health grogramme 15 marg than fwe z2nd a half
decades old and 1t hasn't even achieved what it had planned 1o
achieve in the first five years: Though money was one af the limiting
tactors in the initial years.but later a significant preportion of the
allosted bodget had o be retumed back as there were ng takers: It
seems pentinent al this point in bme to answer a few questions- Do
we have engugh research based evidence o show the practicability
of the gragramme? Are thare bettar rasearch based models of health
care delivery? Unfortunately, the answer 1o both the above questions
is in negative. The need of tha hour s 1s fake stock of the situatian and
o devsiop research based models of health care delivery suitable to

our needs,
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METAPHOR, NARRATIVES, AND THE UNCONSCIOUS: AN INTEGRATED
PSYCHOTHERAPY CASE STUDY

Urvashi Malhotra', Anisha Shah?

ABSTRACT

Background: Infegration of theoratical cancepls in psychatherapy practice is perhaps one of the mast difficul challenges for young

tharapists as well as superisors, Aim: The authors present an inlegeated psychatherany case study ilustsating the use of metapnors and

rarralve leehrigues incindividual psycholherspy foe a young woman wilh sbsessive compulsive disorder as wetl as marital conflict, The

chen-inibated integration desznbed in (his article shows how metaphors ard rarmilive technigues were used io reach 1he UNCONSCOUS

conflicis. Results: Peyehodyramic and narative harapy language m the supervision discussion fagiliioted revised formulation and

Iransformed the cverall style of therapy, Conelugion. The anicle describes the naluse of emotional resolulions ashigved for he cliant's

fear of breast cancer, dislurbing dreams and sexual anxicly

Kay words: Infegration, unconsmiows, rarative, melaphor, woman

INTRODUCTION

The psychotherapy inlegration mavement over the last faw decades
has accepted many differant routes for integration like - theoretical!
assimilative integration, eclecticism through the course of therapy,
and emphasis on commaon factors rather than {gchmgues
{Lampropoulos, 2006} This movement has made psychotherapy
training and supervision less rgid and more challenging. An
integrationist supervision environment allows the therapist o lilize
whatever proceduras appear to best meeal the needs of & parficular
chient and not remain confined within one theory/technique (Garfield,
1991). It is driven by the practilioners' growing sense of discontent
with single school approachas, their desire to look beyond single
school boundaries, and sensing the relevance of mulliple parspeclives
for mastery over clinical phanomaena. Integraiing the best canstructs,
clinical strategies and lechnigues from various: psychotherapeutic
orientations can advance the comprehensiveness of treatmend (Walle,
1804; Wolie & Goldfried, 1988), Inlegration of approaches can nal
anly facilitate short-term symptom relief but alse promate long-term
resolution of conflicts (Cox & Thellgaard, 1987), This arlicle shows
the importance of using an inlegrated approach forintrapsychic
conflicts thal were unresclved by other forms of therapies

Imegration of tehavicurabioogrilive peychotherapies with other schoals of
paychotherapy is ane of he commansst models used in dinical practice.
Most therapists In aining feel quite competent in using such combined
formulations. Moreover, psychotherapy terature has extensiva malerial
an imegration  of Cognitive Behaviour Therapy (CET) with ether

approachos {Goldfried, 1995, Stricker & Goid, 1893), although there
is less lierature on integration within other thaoretical approaches
{Holmes & Bateman, 2002), Besides, published psychotherapy case
studies alsh emphasise techniques-based integration rather than

concepldal Integration

Thiz psychoiherapy casa stady highlights integration of two thearelical
constructs that are rarely discussed in psychotherapy literature:
metaghor fram the psychodynamic school, gnd narralive from the
post-modern school af narrative therapy, Inlegration was prompled

by the client rather lhan driven by raining or stpervision.
BACKGROUND DETAILS: THERAPIST

At the time when this therapy was carded out, the therapist (first
author} had finished five years of universily based psychology-tdegree
courses, and had completed s months® fraiting in clinical psychotogy
{as partaf her 2 year MPhil program in clinical psychology offered by
& large mental health training institute). The model of psychotherapy
training in the course is client-centrad (Raa, 2001). The training
facilitates therapies that bring out the best fit batween a client’s needs
and a therapist's competencies. The therapist for the case reporied
here hat gained some degree of mastery over supportive; cognilive
and syslemic orentations at the time of praviding the therapy, The
suparvisor (second author, with 7 vears of supervisory expenence
post PRD and 15 years of clinicgl experence at the time of this case
suparvision] uses psychodymamic, client-centred, rarrative feminist.
syslemic. and cognitive approaches in her practice as well as

“ hezepted on 217 June, 2008
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seppervision. The therapist and the supervisaor are woman
professicnals

BACKGROUND DETAILS: PSYCHOTHERAPY CLIENT

Summary of Cliant’s History

Mrs. AM was a 30 year old, married Muslim lady with 2 two year old
hoy, She belongad o the middle sociceconamic status and lived ina
joint family in Bangalore, India; She was the youngest of four siblings
and had discontinued education after completing 12 years of schaaling.
She remembers being a pampered child and belng admired for her
good looks in her family during childhood. Later. she held a romantic
vision of the warld, She dreamt abowt a beawtiful future and about all
the fine things that would come her way once maried. When she
was. 18 years old, her parents amanged fur her marriage to a first
cousin (eight years clder to her},

Al the time of Mrs. AM's first consultation six years ago, her husband
had brought her for psychiatric treatment due to certaln symptoms of
two years' duration. Her problems were parsistent doubls and
ruminations regarding the fidelity of her husband, self injuricus
behaviour in the form of banging her head againstd wall, biling herself,
pulling her hair, decreased sléep, decling in houschald chares, crying
spelis, feelings of sadness, washing her hands repeatedly, checking
locks, switches, gas conneclisns used for kitchen stove and fits,
when she became unconscious and had oceasional inesrtinence,
Her initial diagnosis was chsessive compuisive disorder with
secondary dapression and genoralized seizures.

Treatment History

Mrs. AM had been under treatment for over six years prior to the
therapy reported here. During her hospital stay for 2 manths, initially
she showed regressed behavigur in the ward, and ventilated aboul
interpersonal problems with mether-in-law and husband.
Subzequently, all of them parlicipsted in family therapy and mada
structural and communication changes to Improve relajienship
salisfaction, They continued marital therapy for another sis manths
after discharge, Since then, the client was on regular medication for
the following bero years and her seszures and OC0 symploms remitiad,
Pharmacatherapy was stopped as she was pregnant. She had fear
of chifdbirth bot otherwise remained symptom free for the niext two
years and had ne contact with her trealing team during thal penod

Relevant Themes from Previcus Therapies

Mrs. AM's doubis about her huskand's fidelity had started after a
ferrle relalive indicaled to her that the client's husband had actually
bemn in love with her (female relative). and thal he had married the
chent anly because his mather had insisted upen it Subsequently,

whenever he was away at work, the client wonderad whether hi
had gone o visit the other woman.

Marital tharapy sessions also showed thal 1) the husband was
raluciant to get married and had done so under pressure, 2) the
client's notons aboul marriage were more romantis than those of her
husband, and she was disappointed thal her husband was not very
expressive, d) her regressed behaviour was 3 means for getling
husband's attantion, 4) the husband had also besn physically viglent
with her, 5) conjpint discussions over her suspicions regarding the
husband's fidelily clarified that he had no ramantic interest in anyone
else before marriage, and &) therapy Increased shared activities and
direct comrmunication in their relationship. Physical sbuse had also
stopped with therapy and her impulsive and childish tantrums had
decreased.

Presenting Problem for Current Thorapy

Wihian Mrs. AM's child was two years old, she sought help for re-
emergence of doubts aboul the husband's fidelity, and difficulty in
controliing har anger. She would lose control completely when she
was sngry and would be physically and verbally abusive lowards
her child, Systemic cantribulions had weakened in these presenting

problems. Thus, individual psychotherapy was suggested 1o explore
hiar difficulties.

Therapy Structure for Current Therapy

Initially, drs. AW was quite irregular in her hospital visits and therapy
appointments. Overall, the present tharapy lasted for seven monihs
and 25 sessions (mostly weekly, bacoming fortnighlly during
termination phase), However, sessions 14 to 192 were held over
approximately a two-week period with intense therapeutic
engagement shown by the ckent. The following sections cendense
the therapeulic material and approaches used fom an integrated
platfarm.

FROM CONTENT TO FORMULATION

frritial Interviaws

Dwring the early explaratory sossions, Mrs. Al conveyed that her
anger was the maost distréssing 1ssue for her. She lost her temper on
small matters and did rash things lke hitting or verbally abusing her
husband. In his absence she would hit their san, Her doubt that tha
hushand was having an affair wilh someone was persisting, When
in distress, she would often break something In the house, or o aut
and spend money. Later, she would regret her actions, cry, feal
depressed, and beg forglveness from her husbandisan, She feared
that everyone {in laws, neighbours. nephews and nigces) thoughlt
negatively about her Furthermore, she had inlernalised this-and
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teheved that sha was a bad person, She had also neticed that if she
was lhe anly person slanding in the raom she would not be afferad
a chait by gthers. Since on most occasions no one noticed her
presance ar absence, she conciuded thal evervone {including ail
children in the housshold) hated her, These issues distrassed her
exremely

Initial Formulation

Using the cliant's history at first contact as well as her therapy history,
we created a cognilbve behavioural model of interventicn for her
anger. She had-a long-standing history of cbsessive symptoms that
had been brought under canfrol wsing cognitive techniques like
distraction and verbal challenge. So, the same model was extended
to the presenting problems. it seemed that 2 good fitis possible between
the selectad model and the client's experences. She hald a negative
view of herself and the world and focused only on all that was
wrong in fife. Several cognilive distortions such a2 "l 8m bad”. "No
hody loves me because.l am unlovable™ needed {0 be modified. She
algo facked good problem solving skills and was often imputsive. Her
inlerpersonal difficulties, anger and cognitive distartions seemed
refated. This suggested that interpersonal skills raining and cognilive
restructuring, with a focus an anger management, would halp her
deal with dificult situaticns in a more effective mannar.

initial Therapy Plan

The aim for the next few sessions was to obtain details regarding: 1)
various crisis moments, 2) her feelings during these moments; 3} the
friggering events; and 4} her cognitions: The therapist mobvated the
client by emphasizing that their discussions will help her find new
ways that would not make her feel remorseful at the end of the
difficult situation.

From MNew themes fo Revised Formulation

The therapist noticed that Mrs. AM descrbed some svenisithemes
which failed fo it with themes from earlier sessions, These vividly
and unexpectedly presented themes crealed images of repressead
material for the therapist. The first theme came up in 3 sudden moment
of disclosures in one of the sessions whan tha dlient recounisd an
affair that she had before her marriage. She was in love with a young
man for 4 years and wanted o marry him, Her parents, howaver, had
decided to get her marred o her aunt's son. She could not revaal her
secrets to her parents as she feared opposition and disgrace in the
family. Moreover, she was unablie to inforny her boyiriend about her
farthcoming mariage as she feared that he may create a scene. So,
without a werd to him, she went ahead with the marriage. Her
husband's sisters, who were also her cousing and confidantes knew
about her eardier relationship, Since then, she continued to dread fhat

they may disclese her secrels to her husband, The second theme
wis abaul a haliday that the entire joint family had taken together, She
recollectad hat when she ware a dress that her husband had bought
for her, ha dragged her fo the beach and played in the waves with
har in spite of the elders’ presence. The episode implied tension
between them and lefl many incomplete images with the therapist,
The third event was zbout one night when her husband was late in
returning home. Sha feared that he had had an accident. This made
hiar run- out of the house, crying and barefool, onto the road where
she found him returning heme, The fourth theme was the fear of
dying of breast cancer. She felt that she probably deserved it since
she has sinned against her bovfriend, She had alzo been visiting a
taith healer, 3 "hazrat” who had told her that a "shaitaan” {evil spirit)
=at on her breast, The "hazrat” had also attempled Lo exorcise this
“shaitaan”. Yet, she lived in perpetual dread of this spirt. She was
afraid to go out or go to the bathroom slene, and feared that this
"shaitaan” would drink her biood if he aftacked her.

Her. narrative showed that 3 "herg and now" approach based on
cagnitive theory could not explain her problems, In her expenences,
feglings of fear and shame ware as prominent as those of angar
These fears could not be explained through linear tracas of behaviours
angd thoughts, Richert (2003) describes these as therapeutic
opporunities for narrative work. These are moments when a client
gives a story that does net form a. part of earlier gtonas:

Foweaver, in the inifial supervision sessions, the therapist continued
1o scrutinize the cliant's themes fram @ cognilive perspective, Her
quest was to search for whal ‘axaclly’ happened, what was irrational,
and what needsd carrection through therapy. Slowly, cognitiva
psychalogy language was abandoned. The unconscious forces were
recognised thropgh terms like ‘confiicts’ “fears’, ambivalence in
fealings, even though thesa defied complate formulations. Themes
were nat preserved discretely, Instead, they were allowad o merge
with ona ancther, This was similar to the way the client merged these
themes in her sessions. In addition, therapeulic relatisnship style
was also redefined to emphasise an the therapists qualities that
facilitated the namratives. Suparvision sessions raised thesa reflactions
and the therapist resumed therapy with a different strategy. To continue
lhe therapy sessicns, she tried to imagine whal lay balow the tip of
the iceberg.

Consequently, the assumplion of anger from consoous conflicls was
replaced with the notien that it emerged from unresolved confiictis).
These were associaled with the avoidance and denial of sarlier
relationship, repression of affechional and intimacy needs, and sense
of 'shamedul self, creating frae-fioating anxiety. Fears of abandonment
were projactions of her having sbandoned a loved parson. “Shaitaan’
wazs a metaphar for her boyfriend, and "breast cancer suggested
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life=threatening secrels in her head, Moreover, various signs of fear
ware visible in her themes, This new formulation reflected the power
of her narrative in tharapy,

The therapist found that she could rot work wilh the clisnt’s material
25 &n expert. Thergfore, seasions were approached with openness,
Her selective recall of cerlain evenls {Richert, 2006) was viewed
with & 'not Knowing’ stance. Yol, the therapist's activity level remained
high through encouragement. reslatements, reflections, and
clarifications. Open-ended queslions and empathic statements were
alsovery useful Nevertheless, therapist had to give up control on the
clients story and this was quile anxiety-provaoking for the therapisi,
The transition fram a more structlured orientation to handiing this kind
of symbolic material was a difficult one, What's more, tharapist was
puzzled by what the client was trying fo communicate. Soma of her
stories were so fantastic that the therapist found harself internally
challenging their truth. Mothing in the cient's history ar prior therapy
had prepared her for this kingd of material.

In sessions, Mrs AM was no langer required o express her cognilions,
behaviours, and emotions coherently or completely,  Instead, she
was allowed to wander into all her expedences with the assumplion
thal what she chagses 10 1ell will have psychological significance
The therapy process was somewhat lke whal Gold {2008) describes
a5 " unigue and ironic role reversal in the therapeotic relationship '
Therapist prepared herselt for net having a specific insight inte her
unconscious in the beginning, rather 1o let it emerge through her
slorias.

Meverheless, Mrs. AM had a story o tell. Fer her, each of the lhemes
narrated was meaningful. Whal appesred as 'hints” about her conflict
were far her very vivid expenances with intense emofions. The themes
lisied earlier showed merely the fip of the iceberg. The incidents
narrated were more than descriptions of real events, With this, shea
wis testing the therapist and the therapeufic relationship. Sometimes;
such themes seem innocuous, irrelevant or oo obligue to the
presenting prablem. A1 olher fimes, they do nob suit the therapist's
skills, This may inhioll some: tharapists rom responding to client-
intbiated integration, especially when client may not have specific
infermation to find suiteble therapy for themselves (Gold, 2008).

O Metaphors in Therapy

Camgbell and Enckell {2005) emphasise thal metaphaors ane nol just
ornamental but ara inslruments that help therapist see dimensions of
redlity that are not describablain any other way. They have relevanos
agt anly in peychodynamic theory but also |n terary theoey, coonitive
research, gender studies, epistemology, and theony of science;

Twa metaphors cbhvious in Mrs, AM's content were: ‘shaitaan’ and
‘breast cancer’, Many authors have noticed that using metaphors
allaws for much freer communication betwveen dlient and therapist:
Cox-and Thedgaard (15987 ) belizve it helps to bulld insight as it exens
a synthesizing effect by building a bridge between the iconfc mode of
lne right and the linguistic mode of the left hemisgphere. and helps the
clrent access: unconscious material

Once the heragist accepted the oiient's metaphors, they formed
cantral themes for sassions, A metaphor can offen be allowed to
dominate therapeutic diglogues, Fox (2001 lists the benefits of working
with a metaphor as follows:

. han hreatening nature

Cperales an many, even contradiciory levsls
N Evokes mora than intelleciual responses
. Appeals o the unconscious
ba Indirectly revealing .
Helps bypass resistan) posiures
Promates multinple responses

* Highleghts the moment

Makes the interzchon memaorakie

a5 lively, gripping and engaging
Supplies Infinile varlety and unigueness
Prowdes process fluidity

The therapist hoped 1o generate & new understanding of conflicts
fhraugh the metaphors. Siluatians lhat seemed complexand uncertain
atfirst needed clarity, and the diagnosis of the problem and the solutions
needed to become moreobvious, Berinat al {1991) maintain that ane
nesds 1o put aside the guestion of the truth of metaphors. They are
pest viewed as haing apprapriale or ingpprepriate to the siuatien,
more or less useful and more or less revealing rather than as trus or
false.

NARRATIVES, METAPHORS AND RESCLUTION OF THE
UNCQONSCIOUS CONFLICTS

Mis. Ahd's narsations challenged the therapist's ‘capacity 1o belisve'.
Winnicalt has referred to this in “Through Paediatrics o
Faychoanalysis, published in 1935, He cautisrs zgainst locating
expariences In axternal reality versus fantasy, Instead, he sugoests
comiparing exlernal reality not so muth with lanlasy as with inner
raality, Viewing client's experiences as intarnal resbties rather than

fantasies helped the therapist 'balieve’ the client

Therapy moved forward anly when the therapist could accepl the
client's story as being an infernal reality, Theraplst accepied that the
events. naraled may have actually happened or may have been
imaginary, Accepling this ambiguity i an essential part of narrative
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knowing (Mcleod. 1897), and helps therapists accent irnplicit
meanings in slories. Moreover, the therapist's rale as 8 good audience
also influences the narrative. Emational support, angroval, reassurance
and ppen-ended questions completed and validated the story in this
case. Paraphrasing created focus on specfic aspects of lhe story
and helped communicste o the client that the therapist had ‘heard' the
Slary,

Three themes from the sessions (luslrate how narratives and
metaghors were used o resolve Mrs. AM's unconssious conflicts

[. Fears of 'shaitaan’ and breast cancer

The cient had expressed the fear of 3 “shaltaan’ on her breast {who
sat on her chest) as well as fear of breast cancer. Though she  lried
to relieve herself of this fear by visiting a 'hazara? {2 faith heales),
the fear had continued. As a resull, she was afraid of going aul ar of
going to bathe alane lest he attack her and drink her blood. Further,
wherever the docrbell rang she was afraid of being attacked by this
creatura,

Tne therapist used this metaphor to oreate a new varsion of her
stary, and allempled 10 bring the stories together. Her disclosure of
her previous relationship was like a "load off her chest™, All these
vears she had lived with a “heavy hearl” and it weighed on her to
think that she had left her boylriend without any waming, Here, the
therapist weaved a psychic cohesion out of the prefarmed metaphar
of “shallaan’, similar to what Campbell and Enckall (2005) describa
their work, These conneclions created a stable psyohic fabric that
bound the psychological tension around the unresolved conflict The
'shaitaan’ and the boyfriend were linked into a new cancrete meta phor
- from ‘as it fhe boyfriend was a3 'shaitaan’ to . the boyliend is a
‘shaitzan’

These phrases were prasonted to her in a somewhat discontinuous
fashian and with pauses and blanks to stimuizie further narrativi.
Conseguently, the structuring of the contenl was left to her.
Interpretative statements were avoided. Gradually, her wish becarma
vigible in the linguistic sphere. She also expressed her fealings freely.
Often, she thought of her bayfriend and of his love and cars for her,
She wished her husband had been more like him, more tender,
communicative, and appreciative of her She also remembered that
on seversl occasions she had called her husband by her boyfriend's
name. Though she was grateful that he had not realized |, she lived
with the constant fear that the husband's sisters may let out her
secrets. Eventually, she linked her fear of going out. and her belief
that ro ene loved her, to her conviction that everyone knew about the
affair. She was also afraid that she may meet her bayfriand either on
the sireel ar al har doorstep. She lived with the conflicts between

wanting to be with kim and wanting her husband 19 be more like him;
et she suppressed those desires sven from her awareress, She
wantad 1o exercise these pul of her system, The struggle sapped her
strength, it “drank her bleod', “weighed her heart down with cancer’.
She was afraid that in a mement of weakness when zlane these
suppressed wishes (her 'dark’ secrets) may leap out at her and
destroy her and her world.

As her slary evolved, she expanded mars on her previous refationship
and her disappointments. She expressed guilt over the canflict in her
mind, and this was discussed in many sessions, Her stary altered as
shi became more involvad in developing it She falf-guilty about
decewing her husband and about deserting her boy friend. “She was
then encouraged 1o see-how this was affecting hier relaticnship with
her husband, She noticed that she often found herself comparing him
with the boytriend. She also examined why she had chosen not to
say anything about er marriage to her boyfricnd. This, she attended
tentatively all the alterrative staries that could have unfolded In her
lifiz.

Zimmaerman and Dickerson (1994) mention that people use anarafive
metaphor o srganize expenences a5 slores. Inferventians must focis
on eliciting those experiencas that are excluded because they do not
fit with the dominant namrative.

A therapist must help client co autheor a new story, a more liveable
story, with sell as the narrator at the cenfre. The therapist must-also
add the cullural and poliical realities into the reom, and open space
far marginallzed perspectives. In this case, these were about the
realiies of belonging to 8 culture thal encourages restram in affaction,
discourages individual chelces for iife partners and is vary other-
oriented. Personal naralives are not nettral, they are told fram the
positicn of salf as the narrator with the self as a protagonist, In co-
authoring the story, the chent's guill, anger, and fear camae closer, She
felt angry al hersslf for being helpiess in the face of her family's
choice of graom for her, Tha therapist consclidated hal her present
anger was possibly a residue of unresolved pastissues, This is how
her narrative sbout the prewious relationship reached a clasure

I, A dream

Mrs. AN dreamit that four men came into the house late in the night
when everyong wos asleep, They lied Up her husband and took him
away and she was lefl behind crying and screaming. She then woke
up-and befieved that the dream was true. Thismade har ron, barefoot
and in her nightdress, lo her brother in laws house nearby. The
brather-in-law then telephonsd her home and found fhe husband
safe al home. She cned for 2 whole day after this event as she could
not understand it 1t had sesmed so real to her that she was ready o
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swear hat it had actually happened

The dream suggested that her terror of having tost her husband was
a part of her unsonscious wish lo make him disgppear. She had not
"seen” her husbhand aven when she woke up, He was right there in
the house, but she falled o 2ee him. Instead she ran 1o her brother in
law for protecticn. Accarding lo Freud, dreams zre formed from
unconscious wishes aroused during the:pravioss day. A simple way
of escaping fram a dislurbing wish is to have it flulfiled, i.e., 10 perceive
the wish as fulfilled, The preconssious s usad o actualise the wish-
fulfilment and o pul the wish perceptually on a stage. Dresms are the
'royal roads' to tha uncongcious and have manitest content as well
25 fatent meanings (dervad from dream symbols) (Corey, 2001),
Manifest content of the dream reported was used here to understand
her unconscious wish. In her dream, she wishes unceonsciously o
frarm ner husband wha had hurt her in many ways over the years,
When she is awake, she does nol see him as her protector and musl
run to somegane else far belp.

She menticned ancther dream which was egually felike. She dreamt
that she had  beaten her neghew for troubling her. Subsegquently,
despite everyong reassuring her about it baing a dream and not &
reality, she felt guilly and gave her nephew sweests and chooolates
1o makeup for her dream

In both cases, herdream conveyed her desire to harm. She dell guilly
abaut it and would repair it in the nephews case by giving him
swaals, and 1o the husband by apologizing,

Manifastatian of guill could explain her eadier QCD symptoms as well,
Compuisions aften keap the guilt laden secret desires from being
exposed. She had dangersiss wishes and segrels that made her
quilty and that had to be kept hidden, This was symbaelically represented
in her degire o kaep har unborn baby inside her during her pregnancy,
and helps explaie her fear of. childbirth

Sessions generated new narratives from guilt concerning dreams,
Contemporary feelings about her husband as well as sources of
ambivalences towards him ware connecied. She became less
perplexed by her dreams. and gol nvalved in trying to know her
teelings belier. Eventually, in her comparizons betwveen hashand and
povlriend she became more Tavaurable 9 her husband and moare
reascnable as well,

1, Sexual themes

Same of Mrs. Al's anger lowards her husband was associated with
thieir saxual rélationship, She brought up this fheme as tentatively into
sessions as the eardier themes. In fact, it was only after many hinls
frorm her, and active encouragement from supervision that the therapist

addressed sexual themes in sessions. Sexual anxiely was evident
in: 1) the event where her husband buys her.a dress snd drags her
into the sea in spite of the whole family baing present, 2] her complaints
anout all children (from the joint family household) being perpetuaily
present in their room, and her wish that her hosband shauld putl =
“red light” as a signal outgide their room so that others slay away
fram their space, and 37 the fact that she had never allowed doctors
o do a PV examination and had defivered her child by caszarcan
sachan,

The therapist referred (o sexuality conflicts by suggesting that many
disturbing things seemad 1o have happened to the client's body and
that these were of concern o fhe tharapist, Her vulnerabiliies as a
worman, her comparisons with other womean, ‘body 1alk’ in all her
slanes wera prasented back to her, The use of ' siatements by the
tharapist kept the chent engaged in the content and kepl the anxiety
with the therapist. She was then asked o consider if these discrete
events had any connections. Her responses slowly became a complete
story.

Theclient described that she had no idea about the act of sex till four
days before her marriage. She and her boyliend would kiss and hold
hands and she would feel loved and wanted by him. She was shocked
to leam details about the sexual intercourse rom ber aunt, On-her
wedding night, her husband had beaten her because she rafused (o
have sex with hint This paltern had continued for several months
and they had intercourse only 4-5 months [ater. She fell that her
husbend had treated her no betier than a prostitule ina 'red light'
area, that she had been used only for her bady, and that what
happened to her was like being raped.

Although her husband had stopped hitting her after marital therapy,
she confinued 1o feel used by him. It was only during moments of
sexual inlimacy that he dispiayed any interest towards hee: She longed
{0 have a ganuing relationship with kim and have him acknowledge
har. She had never felt any sexual pleasure with him but felt that sha
could if ke was more kind, Duee fo these expenences, shedid not like
gynaecological examinzlions. Moreover, she could not-share her
difficulties with anyone. She had attempied to tell her mother, but her
mather fell iil afer hearing only half of it

Many sessions ware devoled to the above themes. One of the
consequences of the starying process is the meaning making about
the others invalved, Clignls oflen exparence ones own intentions as
good and athers' actions and infentions as problems {Zimmerman &
Cickerson, 1594). When her narratives appeared less fragmented,
rewrilen, they were less other-locused, and showed her preferrad
autcomes. A hare and now' perspective could also be inifisted at this
stage. The clenl was able to move from symbolic communication to
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direct sharing in therapy. She was able to see how her feelings of
anger and frustration with her marriage and the inilial sexual trauma
from 10 years agoe were linked fo what was happening now. In one of
the sessions (at arcund the fourth maonth in this therapy}). she
expressed a wish o have another child and desire to do it nght this
tirme.

Termination

In the last few sessions, Mrs. AM wanted o improve her maritzl
relationship and was also willing lo focus on herself with reference
ta her marlage, Sessions concentrated on the meaning she was
rmaking of her experiences. The therapist helpad her undarstand that
she can lead the way in making new mesning. She learmed beter
anger managemant lechniques and problem salving abifities. Sha spoke
of 2 ‘'weight being lifted off her chest' and na fonger felt afraid of
going out,

Her OCD sympltoms were under control and she had stopped wisiting
the faith healer,

DISCUSSION

Metaphors are often useful sources that reveal the exchange between
thi conscious -and the unconscous, Between the concrete znd the
abstract, Metaphors have mutative capacity as well, Cox and
Theilgzard (1987} explain how these are ways of pulting us in touch
with what is too far ortoo close for us to see. This clieni's
veriglizations showed how crucial the metaphor of "shailaan’ was
far her to reveal her fears to the therapist, A metaphor is often the
source of an intermalized locus of conllict (Schoeneman el al, 2004
The therapists willingness to work will this metaphor was equally
important. The client’s ordering of discrole events as well ag the
reality that she lived in was accepted by the therapist. The tharspist
also apprecialed how her narrative disempowared her as i was so
fragmented and incomplete: Subsequently, tha therapists empowarad
trer through a narrative stance and helpad her move lowards 3
different narrative and her preferred oulgome. This shows the
useiuiness of melaphors is not only for understanding the unconscious
material but alsn for promoting resalution of confiicts.

This case reportalse shows how psychodynamic wark iz possibla
wilhout using fransference interpretation. In psychodynamic literature,
mataphor and transference are seen as having identical meaning.
Both mean to'carry across' in Greek and Latin, The therapist's use of
metaphors {concrele metaphors and psychic cohesion used 1o
approach psycholagically distant material acrass sessions) replaced
the need for direct interpretation and helped bypass transference
material.

The narrative-malaphor method has endoustedly functioned as a
technigue for carrying, mobilizing, expressing, and Intesgrating affect
and cognitian in the therapeulis process. |t has helped to free the
therapist from having to use intespretation of resistance fr resolution
of ambivalences. Fram an integrated perspective, ambivalence is
seen a8 a sign of inherent limitations in problem-saturated storiss that
torms the corg-ordering process (Richerd, 20035). Over and above
these purposeful processes initiated by tha therapist, her urfailingly
respectiul, supportive and collaborative relationshic facilitated this
therapy. However, micro processes in sessions did appear chaotic
at imes. In some sessions, coherence was missing in the client's as
well @z the therapist's immediale experiences. Emolional resalution
was nol associaled with 3 discrele moment in sesslan ar specilic
spanianeous insight, Rather, it occured very sublly, with signs of
what she had presumed to be infolerable previously appearing lo be
acceptable. In the last few sessions, the client's endurance increased,
and she took on more and more o tolerate as she shifted from fantasy!
discrete events-based anxieties to more reslite-based anxielies.

The therapist used a narrative-psychodynamic approach in this case.
Use of pure narrative approach would perhaps lsave the perceplual
aspec!s of the metaphar impossible 1o reach, Cox and Thelgaard
{1987) have pointed out the dangers of metaphors as well, Therapists
may remain trapped in mefaphors or clients may use it 35 a hiding
place, In this cose,- however, narralive technique was useful 1o
recognize and transformn metaphors. This holped resolve unconscious

conflicts in-an anxiely-provoking therapy context.
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ATTRIBUTIONAL STYLE, MARITAL QUALITY, AND FAMILY INTERACTION
PATTERN OF PARENTS OF CHILDREN HAVING EPILEPSY

Sentisungla Longchar , Vinod K. Sinha’

ABSTRACT

Background; The presence of a child wilh 3 chranic iiness may place the family al the nsk of ther physical and emational well-being, Duning

such stressiud times for the family, parents might develop different attributienal styles that would - affest fhe maritz! life and the family
tursctioning, Therefore, it seems significant to find the different patterns of attnbulional styles used by ine spowses n marital satislaction and

family funchioning. Aim: The present study investigated # any diferences exist in atiributional style, marital quality. and family interacton

patlern-of parenis. of children kaving eplepsy and parenls of normal controls. Results: Parents with chitdran having epilessy had 3 more

stable, mtermal, and global attributionat style but poar marital qualily as compared o parents of normal controls, In family intéragtion pattee,

parents of children with epilepsy were sigralicandly belter as compared with parents of normal eontrods, Conclusion: Differcnt atlributisnal

shyles wsed by bol the groops heiped to understand how it affecied the marilsl quality and family interactian patter.

Key words: Affnbuiions! slyle, marifal gualily, farmily inleraction, epiepsy, parents

INTRODUCTION

Chifdhood epilopsies ara a common cause of disability and morbidity.
Wordwide incidence Indicates 3.5 million people develop epilepsy
annually and abeul 40 per cent are under the age of 15 years (Brorson
& Wranne, 1587, Sidenvall et al, 1993}, The prevalence rates of
studies from Europe and Morth America report 4-5/1,000 (Seilmann et
al, 1889; Eriksson & Kowikko, 1987}, In India, the highest age-specific
prevalence rate of 6.5/1,000 i5 reported in 10 1o 12 year-old age
group (Radhakrishnan el al, 20007,

Farents face significant stresses and problems when their chitd suffers
with & disabling condition {Adesida & Fareman, 1983). The diagnosis
of any disorder may reprasent the loss of a perfect child [Taylor,
1289), Vanous studies suggest thal the family members of epileptic
individuals have high levels of anxiety, depression and disturbed
intimate relationships (Thompson & Unton, 1892), restriclion in socizl
activities and increased responsibilines (Ferrar et al, 1983),
shgmatization, stress, psychological merbidities, marital prablems, poor
selt-esieem, and restriction of sockal activities (Ellis et al, 2000).

Attributional styles and Attributions in family

"Adtributional* research concerns the consequences of atribulions
If the uncantrallable events are cavzed by something sbout the person
{internal atiribolions}, non-fransient factors {stable attributions), and

prasant in a number of siuations (global attibutions), the attribulion

feads to loss of self-esteem, long lasting. and pervasive. Thus,
altributing uncontrodlable bad evenis to internal, stable, and glabal

factors leads to deprassion,

Reviews of the parent atlibution literature (Bugental & Happaney,
2002 have identified situational, chitd and parent factors thatinfluence
the kind of atiribetions thal parents maks, White and Barroweclough
{1988) found depressed mothers made more spontanecus causal
atiributions and had more internal and siable attributicns about
themselves as the cause of their child's problem bahaviouwr. Austin
and McDermotl (18988) found that positive parental affitudes towards
their child’s epilepsy correlated with positive parental coping pattemns.

Attributions and marital quality

Atnbulions serva a number of functions for members of intimate
relationships: In studies of marital atirbutions; the most consistent
findings have been tha! distressed spouses see the causes of their
pariness’ negative behaviours as more global and stable than
nondistressed spouses. Lauves (2005) found that couples whose
cheldren were diagnosed with cancer with factors associated with
posive and negative change in marital relationships. a positive chango
in marttal relalisnship was associated with bath the mothers' and
fathers' resources and perceptions, Fincham et al (1982) found that
distressed wives made dysfunclionsl attributions for partnar's

bebaviour.

Accapted on 217 Fek,, 2008
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The impact of childhood epilepsy on the family

Lane et gl (1858) investigated the incidence of perceived caregiver
burden following surgical treatmeant for epllepsy, usually temporal
lebolomy, Analysis suggestad thalt depragsion and patient funchioning,
separate from seizure control, predicted caregiver burdén: Hoare
and Russell {1933) Tound that poorly controlied epilepsy diffared
significantly in higher levels of moodiness, alertness, teasing, marmage.
restrictions for siblings, lack of family activities, quantity of arguments
at home, and lack of entertainments.

Singe majority of existing studics have fosused on childhood epilepsy,
mias! investigations of the family have been direcled toward parenting
&hylas and the potential impact on the chifd. Less concamn has been
directes toward the possible effeet the child may Rave onthe parents,
It was hypothesized thal there will be no signifisant difference n
attributional style, marital quality, and family interaclion patiern batween
parenis of children having epilepsy 2nd parents of normal controls.

METHODOLOGY
Participants

The present work was a cross-sactional. hospital based sludy
conducted at Central Institule of Psychiatry (CIR), Ranchi. Data
was collected from Epilepsy Cliniz, In this stedy, 30 parents (15
couples} of children having epllepsy #ccording ta Internaticnal
Lezgue Against Epilepsy [ILAE) classification of seizure ype
and 30 parents (15 couples) of normal controis were taken. The
inclusion criteria included both parents living with the child since
birth, hilogical parents and duration of marriage should be al
leasl ane year The age range of the child was 2 to 17 years,
Data was collected from the samao parents of the chitd, Informed
consent was taken, Exclusion criteéria included history of any
major psychiairic iliness in the parents, any neuralogical or major
medical condifion.  Single parents weare noi taken for the study.
The protocol of the research was passed by the sthical committe
al the institute,

Tools used
1. Socio Demographic and Clinical Data Shaeat

The data sheet was divided into’ twa parts. Tha first cavers lhe
child's registralion number, age, sex, education, diagnasis, age
of onset, and duration of illness, The second part covers the
parents’ age, sax, educalion, ococupation, tima spent with the
child. family incame, and type of family,

2, General Health Questionnaire-12 (GHQ-12; Goldberg, 1978)

It 15 @ self administered streemng test used {o rule oul any

psychialric illness and it has been proved 1o be reliable and valid
foal in several research siudies.

3. Attributional Style Quostionnaire [A5Q; Peterson et al,
1982)

This questionnaire consists of 12 hypolhatisal situations invalving
g good and 6 bad gulcomes and 48 guestions regarding the same.
The three attributicnzl dimensions measured are Internality,
sfability, and globality, It gives 11 subscales baged an lhrea itams
each,

4. Marital Quality Scale (MQ5; Shah, 1983)

It iz a self-report scale to assess guality of marital life and
stangardized an normal population in India. The scale comprises
of 50 items with'a 4 point scale {1-4). Thé male and female forms
are provided 1o be administered sccording to gender. The scale
fvag 28 positively worded items and 22 negatively worded items.
The scalg provides bwo types of scares; total score and seoras
on 12 factors of the scale, The range for the letal score is 50-
200, Higher score indicates lower guality of marital life.

3. Family Interaction Pattern Scale (FIPS; Bhatti et al,
1986)

FIPS is a soll-raport to assess family functioning and has been
standardized on norma! and patient population in India. FIPS
consists of 106 Hems with a 4 point scale (1-4). 1 measures G
areas of family funclioning,

Procedure

A1 the oulsel, informed consent was taken from all the
participants. Socio-demographic data was filled afier gatharing
the requirgd information from the participants. GHO-12 wasz
gdministered o rufe oub any mentzal health problem during
assessment.

Statistical Analysis

Ceseriptive Stalistics {means, standard deviations, and
percantages), Chi-square, and Mulliple Analysis of Variance
IMANOWVA)] were used fer quantilative analysis. SPSS
11{Slatistizal Packzge for Social Sciences, Ing., Chicaga) was
usad o andlyze the daia

RESULTS

Total sample consisted of 60 parents; 30 parents (15 couples) of
chilgren having epiicpsy and 30 parents {15 couples) af narmal
controls. Age and sex of controf and normal children were
maiched
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Secio-demographic characteristics of experimental and normal
controls shawed significant difference in terms of number of
siblings, father's time with the child, and mother's lime with the
child (Table 1}

Table 1: Comparison of socio-demographic profile of

experimental and normal conirols

Variables Experimental Canfrol t P
Child's educanen 473+ 263 586 & 3562 g8y 393
Number of Siblings Rl i B B 1.88 £ 01 4452 02gt
Fathar's aga ABE0 £ 6 T JGFa =487 BHT 394
Falher's eduzation 1200 ¢ 453 1286 =304 588 6B
Falher's fime with child VA6 2 166 Mg =473 2588 0150
Muolher's age J2.66 + 510 320630 -2h% BOZ
Mualhers edubation DE0 =530 2604+£358 000 1.000
Medher's fime wilh chilg 24,00 = 00 1040+ 507 2982 Q06

“p=.085 f R ]
In attributional style, stabllity positve {SPYwas higher in normat contrals

(484 £ 0.52; 4.68 £ 0.87), Parents with epileptic children soored

higher in giobality positive [GP) [5.06 + 1.25: 451 + D.98), internality
megative {IN) (4,47 1,100 4.66 £ 1.67), stability negative (SP){3.81 +
.44 4.39 2 0.84), globality negative (GN) (4,23 = 1.55: 4,20 + 1.30),
compozite negatve (CON) {4.21 2 .87, 441 + 0.85), and globality
[GLOE) {468 £ 1.15; 442 + 0.91) (Tabla 2)

In marital ‘quality, parents with epileptic children soored significantly
highar (higher the score poorer the marital quality) in understanding
(1126 £ 480, 11.26 £ 317), rejecton (22.93 + 576 22.26 + 520,
satisfaction (B:53 & 2:55; 6.:60 £ 2.29), affection (10.06 £ 3.78, 10.63
+ 4.14), decision making (9.26 £ 2,88, 10.08 £ 2.78), discontent {4.25
t 1.53; 4,53 & 1.88), dissolution potential (1.13 £ 0.35; 1.53 + 0.804,
dominance (446 £ 2.18; 6.20 £ 2.04), self disclosure (4,46 =+ 1.92:
6:60 £2.82), and the overall masital quality (37,20 £ 20.01; 9186 +
17.88) (Table 3).

In family interaction pattern the scores of parents with eplaptic
children were found to be higher in soclal supperl (21,73 £ 8.16
#1646 £ 4.30), role structure (53,13 = 097 5653 + .33,
cormmunication {54.00 £ 12,57, 56.08 £ 7.58), and cohesiveness (28.33
£E91; 30,93 £ 8.17) (Tabla 4)

Table 2. Comparison of attributional style between parents of children having epilepsy and normal contrals

Wariables

*Exp_Father "Exp, Mothar *Can. Father  “Con, Mother F o Post hoo
Moan 250 Mean 3 50 Maan + 50 Mean + 5D
[M=15) {N=15) [W=15) (N=15)
IR 42T+ 1233 a4 2192 465+ 0.5 4,35 £ .00 212 a7 beg<d<c
ap 4254003 3.84 £ 091 4541 Q.52 468 £ 08T 264 018 ea<dn
GP 506+ 1.35 .51 £ 048 416+ (.49 4234 £051 278 .09 azlmed
IM 4471110 4.BE £ 18 3572065 398 £ 078 297 .03g* begadg
3N 3814144 #.33 =084 J37 L 085 363 046 279 0.0da" begzg
5N 4232 1,58 430+ 130 ] B 340 2082 328 ey arhrdsc
CoP 4,52 + (.83 409 £ 0,77 4,48 4 0,35 w063+ 0062 141 0245 Erezeaed
COM 4212097 44t ¢ 006 33T 0.4 37E+0.54 .06 001" beasdeg
IM 45T £073 424 & 097 4,04 £ 026 .28 £0.41 6% 0.585 ardanmg
STAB 4,08 1 0.1 428 =06 430+ 0042 4,24 £ 0,49 0.9 0758 b=dzcxa
GLoa 4681 1,18 442 £ 001 357 ¢ 0.448 3.85 £ 0.6 4.5 LOdE"  ashegro
R 05 g
P = Ielgrmality: positive CoR =-Composite positive M = Intemalitly negalive STAB = Stakslity
SH = Stability negative GLOB - = Giebalily G = Globility neganve sP = Seability posilive
COMN = Campasite negalive GP = Glabality posifive 1] = Intarnalily

# = experimental fzther, b = exgenmental mother, o= camrgl father, d = control maother
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Table 3: Comparison of marital quality between parents of children having epilepsy and normal controls

Vanables

*Exp.Fathar PExp. Mother “Con. Father ACon. Mother F B Past hoo

Mean 5D Mean £ 50 Mean 2 50 Mean 2 50

IN=15) {WN=15) {N=15} {N=15}
Understanding .26+ 4 890 12237 733+ 0.E9 7824091 a2z G000 abnd
Reection 2283+578 2426 4 522 1293£2.37 18.53+3.04 1671 00 arhadsg
Satizfaction 653 £+ 2.65 G.A0 £ 2,20 513 +0.401 G1%F+4.451 335 e [FEn B
Affection 10.06% 378 1083 24,14 ol G4 x 1.63 107 Q.oc0t b=a=gso
Diespair 426179 433 = LET 205 £ 079 400 £1.73 1z 007 bxaxdec
Decrgann making D.2G & 2BE 10,06 + 2.7 G.AD £ 073 726+ 008 1007 0000 LT R B
Eigcantent d:26 + 153 4,53 % 1.88 233072 265 ¢ 16ET 501 Qe L e R e
Dhissolution polantial 113 £ 0.35 151 A2 1158 D 100+ 000 204 a.041° bracEd
Deminance dagr 216 620 2 204 A55+1.30 586+ 133 .89 oooas* nad=asc
Self diselosure A48+ 102 6.0+ 292 306 £ 025 386118 10:01 .00 nEadag
Trast 133+ 072 1,334 0:35 1632 206 100 £ 0.00 066 0.aT7 crabsd
Rele, funclicning Y20 £ 165 7002223 6832 2,15 BED 07T 0z 0843 asxbepa>d
Mzrital quality tatal soore a0 20001 SV RS+ 1788 SEA3+583 FIIT+ B33 18.5% .00 brasd=g

"o<05 o

a = exparimental fatker, b 2 expetmental mother. © = cenlmal fatker. d = contral mather

Table 4 Comparison of family interactian pattern between parents of children having epilepsy and normal controls

Variables *Exp.Father *Exp. Mother “Con, Father Con, Mothers F p Post hoc
Mean £50 Maan + 50 Moan = 50 Mean x 50
{M=15) (N=15] [M=15) [N=15)
Rainforcament 19.40 = 4848 20131564 17862248 1TED =217 K-14 0,182 R Eets]
Social suppart ANk B B 2356+ 4,30 1846+ 3,74 1646+ 250 747 0000 bgroed
Reale structure 53132 .87 56,63 £6.33 Ad. 13 493 4483 4 TE2 Ao a:000™ fakic ettt
Cammunication 54.00-2 12.51 5606 + 758 AT Th A 3E6 4968 £ 552 345 :0z2* e R Rl
Cohesiveness 28,332 5.3 HBE L BAT 2300 £ 435 23832658 a7 Q.005" brasg=g
Leadership J9.01.2 8.53 38.80 £ 567 B340+ 55 3500 ¢ 563 2.63 0059 arbedrc
‘o= 05 e

& = gxperimental father, b = éxperimantal mathar, ¢ = conlral Btk d = conlrol mothar

DISCUSEION

The presant study was designad keeping in view certgin imitalions in
the pravious research done on this area as most of them studied the
impact of child's liness on matemal haalth out this stedy also mcudad
paternal domain. In gur Study & control group was added and data
was analysed using mullivariate statistics which made comparisons
maore methodolaglcally viable.

Socio-demographic charactanstics of expenmenial and normal
controls showed significant difference in terms of number of siblings,
where the number of siblings were more in thie experimental group
(2,06 £ 1.75) vs contrals (1,86 + 31} fathar's fime with child, where
normal father's spend more time with thechild (11,4624, 73) vs fathers
of children having epilepay (7,46 £ 368} and mothers fime with chikd,

where mothers in the eéxporimental groug spend more time with the

child {2400 £ 00} vs {1940 +5.97), This has been cited by othar
workess: [Datta al al 2008,

In’ attributional siyle {Table 2), thers was significant difference in
stability posittva (SF), where parents with normal children had maore
positive altrbutonal siyle in feir day-to-day situation since thay did
not expenence any stress because of the absence of any child in the
family with an lingss,

In stability negative (SN} domain, parents with epileptic chiidren scorad
hghear than normal parents dua o prasence of an epileptic child in the
family which had 2 long lasting negative impact (Lotham etal, 1990),

Parents with epllepfic children scored higher i globality pasitive (GP),
globallly negative (BN and tofal giobalily (GLOB) domains revealing

that Ihe attnbutonal style used was porvasive acrass all siuations
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which they attibuted to the presence of a child with epilepsy in the
farnily which was affecting all spheres in their life. In internality negative
[IN} domain parents with epileptic children revealed more infernalization,
that they are responstble for the child's condition. This internal
attribution may invalve loss of self-estesm in parents with children
having epilepsy which was also found in a siudy with similar
methodology although they had not used contral papulation (Abramson
et al, 1982,

Parents with children having epilepsy revealed more pessimistic
atributional style with higher scores on comgosite negative [CON)
domain and expressad negative events in terms of self, events which
are likely to occur, and events that are likely lo be pervasive and
widaspread in all situations leading to high levels of ansiety, stress
and lifestyle changes which has also been reporled before (Thomas
& Upton, 1892),

Comparison of marital quality between parents of children
having epilepsy and normal controls

Parents of epileptic children scored higher in understanding, rejection,
salisfaction, affection, decision making, discontent, dissalution
potential, dominance, self disclosure, and tofal marital quality score
(Table 3). This i in validation ko the findings of Bradbury and Fingham
(1992} who found that maladaptive sitributions zan contribute to
canflicting behaviour and' relationship disatisfaction.

Farents with epileptic children scored highar in dissolution patential
which is in contradiction to the findings by Shah (1995) where in the
Indian context lesser prevalencs of divorce was found In the Indizn
sociaty.

Dominanece was found o be higher in parents of eplleptic children
The reason could be that one of the spouses in the relationship is
rare distressed than the other. Discussion of long tem plans, admilling
each other's mistzke and lrusting each other was found to be less
amang parents with epileptic children,

Tha sverall marital quality found that parents with epileptic children
had marital conflict leading to psychological and physical dysfunctian,
decreased imterpersonal trust and falled to generate changes in
subsequent marital interactions. Lauves (2005) in a similar study
camparad couples who reported a strengthened relationship with
thogse who experienced a deteriorated relationship and found that the
relationship change could be more strongly predicted by the child's
iliness duration, the father's sense of coherence, and the mother's
soclal support

Comparigen of family interaction pattern between parants
of childran having epilepsy and narmal controls

In family interaction pallern {Teble 4} social suppart, rle structure,
communication, and cohesiveness were higher in experimental
parenis as compared to normal controts, Theugh there was poar
marital guality, family inlerachion was better probably because of the
extendad social support they recaived outzide fram the: marital
retationship. Mothers of the patients with epilepsy percieved less
social support alllough they were found 1o ba the ngminal head of
the family &z seen by Suman and Nagalakshmi (1895,

Inrole struciure, there was adequate rele allocation, role prascrigtion,
and.role sirain (Bhatt et al, 1986) present in the parents with epileptic
children.

Adegquate communication and cohesiveness were also present In
the family of parents with epileptic children, However, on mulliple
compansans, it was found that mathers with a child suffenng from
eptepsy had the most difficulty in commuynication, This has been
congistent with the findings of Gantman (1978)

CONCLUSION

Significant difference was found in seven of the allibutional styles,
ten of marital guality varizbles and four in family interaction patiam in
parents with epileplic children as compared with the riormal controls,
Thus. the resull shows that the presence of a child with epllepsy in
the family leads fo more inlemal, stable; and global atiributional style,
and goor marital quality. Bul presence of an- epilegtic child did not
disturb the family interaction. Fulure research direstion ingludes
assessing children from neonatal period, a long-lerm follow up, greater
sample size, assess rural and urban population, probing the relation

af various psychosodial and biomeadical variables on oulcome,
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CURRENT SOCIAL FUNCTIONING IN ADULT ONSET SCHIZOPHRENIA AND

ITS RELATION WITH NEGATIVE SYMPTOMS

P.S. Kundu', Vinod K. Sinha’, Sarita E. Paul’, Pushpal Desarkar

ABSTRACT

Background: In schizephremia, relation ewsts betwean peychopatnology and socal funcharng. Adm: Determining relationship of negative

syrmploms wilh gurrend social lunctionirng in adull onset | > 19 years] schizophrenia. Methodetogy: Eighty schizephrenia patenis ICD-10.

DCRY, of both gexes {1860 vears), on fellow-up for =6 maonths, with no change of diagnosis and without comarpidilies, having oaset of

Bnegs = 19 years of age, accompanied by informants having contact with the patient for a pencd of =12 mantas pnor e the gl psychialng

conbacl of Symplom onset were assessed with various tocls. Results: Selfconcem and oiher social roles had negative comatadion with all

negabive symploms. Gocupational role had negative corrolation with alfective flattering, avoliticn-apathy and anhedame-asocialily, Famsly

rale had negative corrolation wilh avolition-apathy and inaltention: Conclusion: Currenl Sockal funciioning had signilicant nedgative

corredation wilh concuiienl nogative symploms.

Key Words: Popchopsihiology, sooial fumcioning, nogative symploms, schizaphrenia

INTRODUCTION

Social functioning or social adjustimant are general terms used (o
refer to the ability of individuals to meet defined sociatal roles such
as homemaker, worker, student spouse, family mamber, or friend
iMueser & Tarner, 18088} Goldman 1 al (1988) have defined socizl
functioning as "one’s capacily lo interact approprigtely mnd
communicate effectively with other individuais beth at work and in
one's personal life”,

Clinicians gnd researchers in schizophrenma have posiled thal
symploms and social funcltioning are intertwined [Giyon, 18983,
Assassing social functioning is of critical impartance in schizophrenia
as it is @ primary target for vanous rehabilitation programs. The
discovery of neurcleptic medications rendered many patients
amenable to psychosocial freatments who previously were unable
to participate in such interventions. Desgite the beneficial effects of
rneurnlepics on symptom severity and forestalling refapses, these
medications have limited effects on social edjustments, indicating a
nead for interventions that targel theso arcas of funclioning. Thea
prognaestic significange of social fupctioning in schizophrenia
suggests that interventions that are successful In impraving sacial
adjustments may have positive effects on the long-lemm cuteome of
the disorder (Mueser & Tarrier, 1998). Rise of deinstilutionalization
movemenis in reatment of serious psychiatric disarders have
highlighted social functioning -as an imponant rehablilatian variaile
Current level of symplomatology is imgortant, as that 15 a palent

predictor of outcoma. Thus. itwill have a rolein furdher undersianding
and managemeant of schizoghrenia.

Social unclicning reflacts patients” clinical condifion; it has bean found
to be inversely associated with neardy. all indlces of lliness severnly,
detaricrates when symptoms intensify, improves with bettarmant of
clinical situation -and is linked with poor prognoses and high rizks [or
symplom relapse (Johnstane et 21, 1930, Perlick et al, 1992),

Because of its complexity, sogial unctioning is a difficult congept to
measure validly, Social funclioning in schizophrenia tends fo vary
amarng patients and within patients at different points in time (a5 well
as in different stages of iliness). The social withdrawal and inability
io pariorm sooial roles persist even after acute symptoms abate
{Bellack at al, 1930, Bailer et ai, 1996). Follow up studies of patients
with parsisient schizophrania who have moved from instifutional to
community settings show fitlle change in patients’ scoial functioning

botwean the nilal and follow up assessments (Dkin et 31, 1985)

For assessment of current social funchoning, researchers mosily
have used two approaches, Researchers (Giynn, 1898, Addington &
Addington, 1999) have assessed psychopathology and concurrent
social functioning and have correlzted tham. A saecond less pravalant
strategy was more thorough assessment of relation of overall
peychapathology to a single area of social functioning, Some sludies
aitempt o test more expanded madels of predictors of socia

functioning by including variables such as pramorbid functiomng

nm:ccum ar B Maich, 2008
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(Glynn, 1998}, Published research in this aréa state that there is
statistically significant relation between some measures of
psychopatholagy and concurrent social functioning; and when
separate consteliation of symptoms are svaluated, negative symptoms
hava very strong refation with social functioning (Bellack el al, 1590,
Addington & Addinglon, 1999,

MNegative symptoms are fairy specific to schizophrenia (Cussta &
Peoralta, 1995), ocour only infrequently in offier psychiatie disardears
(Pogue Geaile & Harrow, 1984 ) and even if they ocour in ether illnesses
they de net appear to endure except in schizophrenia (Husted et al,
19895}, Alse negallve symploms are more stzble than nositive
symploms, implying that they are core feature of schizophrenia [Eaton
etal, 1945, Musser-af al, 1991),

About individual negative symptoms, il has been found cul that
symptoms like avoidance and withdrawal show strong negative
associaton with social functioning (Hoffman & Kupper, 1997) Similariy,
psychomalor retardation (Harvey et al, 1998), social withdrawal
(Coryell & Tsuang, 1986), and poverty of speech (Pogue-Geile &
Harrow, 1984) are all asscciated with poorer cccupational oulcome,
Anargia has been seen to impair nonverbal socal abilities more than
the verbal ones (Mueser et al, 1996), Anhedonia appeaars o mediate
tha relatienship between risk far schizophrenia and fater sacial
dysfuncion (Freedman ot al, 1994)

Sehizophrenia with onsel during variaus ages of life are distincthy
dilfersnt from each other (McClellan, 2005), This study attempled to
datermine relationship of negative symploms with current social
furichoning in adult onset {= 19 years) schizoghrenia,

PROCEDURE
Sample characteristics

Cansenting mate and female subjects from 18 to B0 years of ago.
dizgnosed with schizophrenia (ICD-10-DCR crileria), with age of
onsel of iliness at> 19 years and not having comarbid serious medical
linesses, mental retardation and other psychiatric diagnosis inciuding
substance dependence {except nicatine and caffein etand personality
disarders were laken up for the study. Patients wera szcompanied
by guardians with = 5 years of formal education and who had been
i contact with the patient for more than 12 months before the first
peyohiatric hospetal admission of contact with a psychiatrist or before
avidence of characteristic florid psychotic symptomatelogy. Patients
were on a regular follow up for = B maonths with no subsequent
change in diagnogis or addition of any comorbid psychiatric dizgnaesis.

Dascription of the tools

Sociodemographic and Clinical Data Sheet: To record relavant
details of each cdse.

Saocial Functioning Index of Schizophreniz Research
Foundation (SCARF)- India { Padmavathi et af, 1895): Measures
social functoning over tour domains having 45 subcomponeants: thay
are’ self-concarm, acoupational role, role in the family and other social
reles, information |s oblained from subject and / or infarmant and a
glebal sssessment of social functioning s made on a thrae-point
soale with Mild impairment: =60; Moderate impairment: 30-60; Severe
Irspairment-<30.

Scale for Assessment af Negative Symptoms (SANS)-
{Andreaszen, 1983): Designad to assess five domains of the negative
symploms complex g, alogia, affeclive fattening, avolition-apathy
and atlention,

Structured Interview Guide For The Hamilton Depression
Rating Scale (SIGH-D)- (Williams, 1888): An chsarver-rated scale
cansising of 21 items uses the standard version of HORS with few
mingr changes in anchor-painl cues,

Simpson-Angus Extrapyramidal Side-effect Rating Scale-
[Simpson & Angus. 19700 A 10 itom instrument used le measure the
symptoms of parkinsomism or parkinsanian side effects relsted 1o the
use of antipsychatlic medications.

Consenting adult male and female patients meeting the inclusion and
exclusion criteria were lzken up by purposive sampling. A datailed
intarview to fill the sociodemographic and dlinical datasheet was
initially undertaken with each patient and the accampa nying guardian,
His / Her current social functioning was rated on SCARF- India's
social functioning index, and negative symploms were rated using
Secale for Assessment of Megative Symploms (SANS). For estimation
al drug induced extrapyramidal side effects, which may mimic negative
gymptoms, Simpson-Angus exirapyramidal rating scale was appiied
and for exclusion of depressive symptoms, Stuctured Interview Guide
for the Hamilton Depression Rating Scale {SIGH-D) was usad.

RESLULTS

The data collecled were numerically coded and pul into Slatistical
Package for Social Sciences (SPS3) 101 for Windows 98 and
analyzed. Frequency analysis was done as part af descriplive
statistics, to describe the sampla in terms of socio-demagraphic and
viinical characleristics. Analysis was done correlating scores of
various domains of SANS and SCARF-5F. Correlation was also done
between SCARF-5F| sub scores and SANS sub scores, Bivaratoe
correlational statistical analysis using pearscn's r was carried out for
that purpose.

Te control for the effects of secondary negative symploms over
different variables partial correlation was cared out cantralling for
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the effects of scores of SIGH-D &nd Simpsen -Angus scales:

Table 1: Socio-demographic and clinical characteristics of
the sample (N = 80)

Wenimem Maodmum Mean 5.0
Age (yrs) 2200 6000 34025 7783
Tolal educaban (in yrs) 0000 21.00 12262 4 450y
Age of onset af schizoghrenia 18.00 50.00 246.087 B.A25

Curation of ilinesz (in years) 18,00 23.60 7.952 545
Duratiorn of unireated psychasis A | 12000 11,712 18:304
L rarding)

Total number of haspitalizabion 0000 Q00 1.&12 1,543
Tolal stay in hospital {in monlhs) Q00 20.00 1.925 088
Current antipsychotic teaalment 50.00 BY5.00  INAsh 181510
{EPE eguivalant)

Min, Mae Madian
[ruration of current drug regime 1.00 18000 G000
i mandha) 3l %
Sex Male B2 7.5
Female 18 2258
Residence Urkan 44 5540
Hural X 45.0
Marital status Sirgle B 450
Married 44 550
Religion Hindu 64 B50
Christian 05 0rs
Mushim uX] ]
Olhers o3 038
Oecupation of the patiant Empioyed T 46,3
Unemploye:d 24 ano
Oithars 12 159.0
Student or a8
Tokzl family income per manlh 05000 ar 4.3
{Rupees per month) SO0 1000 e 278
> T 2% 26:3
Faruly composition Musclear =8 125
Mon nuclear = 275
Type af echizophrenia Paranacid o4 G675
Urndillgrentialed 18 225
hars B4 A
Famidy history of mental lllness Alen| 47 RRA
Prezan X 41.2
Categones of mental ilness MNan afactive 20 E0.6
amongs! those with posilvee fFamily  Oihers [£:1] 273
higtary {n=233] Affective L 12
Flabonship with the patient of 1st dogree relative 13 5
Ihose relatives having mentat 2rid degree relative 1 333
dlinese [hars 4 121
Categarses of correnl anti-psychotio Alvpical anly B0 750
reqime receivid by the palient CHhers 14 17.5
Typical onfy (53 Q75
Catagories of antipsycholic receivedMon ciozagpine B9 BE.3
by patient according to clozaping  Clozaping only e ar.s
prafile Cilrapanes additianal 06 063
Crampliarcs Good 76 a50
Satisfaciory B3 a8
Poar 0 1.2
Mode of ansed Insidious &7 B35
houtn i3 6.2
Courza of illiness Impaoving i 5 a5.0
Satig 4 D50
Diatariorating 0o 0.0

Table 1 shows the sociodemographic and clinical charactenstics of
the sample (M = 83)

Table2: Corralation (Pearson’s r} of SCARF-5F| total scare
with SANS, 51GH-D and Simpson-Angus total scores in adult
onset (»19 years) schizophrenia (N = 30)

SCARF-5FI total

SANS total 0,542
SIGH-D todal - 480"
Simpsan-Angus total -0,293"

** Correlation | significant at 0,01 level {two- tailed)

Allvevialons! Simpsan-Anges: Simpsan-Angus Exira pyramial Side-eflect raling
Scale, SAN3:Scale far Aszessmant of Negateo Sympfoms, SCARF-
SFi:Zckizophrenia Research Foundation-Sacial Funchionmg indoex, SiGH-

DB tructured. fofenaey Guide for the Mamiton Depression Rating Scele

Table 2 shows significant nagative (p<0.01) correlation of SCARF-
5F1 total score with total scores of SANS, SIGH-D and Simpson Angus
Scales in adult onset (=19 yesrs) schizophrenia

Table 3: Corrélation [Pearson's r) of SANS total score with
SIGH-D and Simpson-Angus total scores amongst adult onsot
(=12 years) schizophrenia (N=80).

SIGH-D tatal Simpson-Angus fotal
fo40a (158

SANS total

e

Carrelation is signifcant-at 0.01 level (twe- taitad)
Abbraviations: Simpsan-Angus Simpson-Angus Extra pyramins Side-efect rabng
Scals, SANG Scale for Assessment of Negative Symntams, SIGH-D Stretured

intorvayy Guide for the Hamiltnn Depressan Bobing Scole

Table 3 shows SANS total score and SIGH-D ioial scores wers
significantly negatively correlated {p<0.01) in zdult onsel (=18 vears)
schizophrenia,

Table 4: Correlation (Fearson's r) between SIGH-D and
Simpson-Angus total amongst adult enset (=19 years)
schizophrenia population (N=80)

Simpson-Angus total

SIGH-D tatal 0.3071*

Caorrelation is significant al G071 level (we- tailed)

Abbreviations BIGH-D:Biruchired Infenaew Guite for the Hamifon Deprassion
flatng Seaiy, Simpeon-Angus: Simpeon-Angus Extra peramita! Siee-pffec raling
Scals,

Table 4 shows significant correlation batween 1olal scores of SIGH-
[ and Simpsan-Angus amongst adult onsot (=18 years) schizephrenia
[p=0.01)
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Table 5: Partial correlation between total scores of SCARF-
SFI and total score of SANS controlling for the effects of total
scores of SIGH-D and Simpson-Angus in adult onset (age=18
years) schizophrenia (N=80).

SANS total score &3

SCARF-5F intal score 549 0.000

" Correlation iz significard al <0007 l2vel {twa dailed)

Table § shows lolal scares of SCARF-5F| and SANS are significanily
negatively correlated (p < 0.001) even when contrglled for the effacls
of total scores of SIGH-D and Simpsod-Angus Scales In adull onset
{> yaars) schizophrania,

Table & Correlation between components of SCARF-5F1 and
SANS in adult onset (=19 years) schizophrenia [N=80)

SOARF-SFdomains

Sell Cocopatl Family role - Othar

concerm  onal role sog: rola
Aflective flallecing B S B R e 1 . 3208 ),
Alogia 0436 05T L2316 Q.33
Avcdition. apathy Q561" ALehsT 0,338 5t
Arhidonia asociality 0.582" 0434 L9516 .551
Attention SR I i 0345 43,268

Coralalion is signifieant 410,08 lavel (lwo- tailed)
Carrelation is significznt a1 (.01 love! (twe- talled)

Table 6 shows Self-concern domain of SCARF-SF1 whichis negstively
corretated (p<0.01) with all the domains of SANS. The occupational
rele domain of SCARF-SF| has negative corralation (p=<0.01} with
affective flatiening. avelition apafhy and anhedonia-asociality doman
of BANS. The family role domamn bas negative correlation 1p=0.01)
with avalition-apathy and atlention, The other sacial role domain of
SCARF-SF| Is negatively correlaled with all the damains of SANS {for
domain of attenticn p<0.05 and for other domains pCI;.Z‘-.D1:|

DISCLISSION

This study attempts fo imprese-the methodolog cal shartzaming of the
previous studies conducted Inthis area Gy following means:

Patients, who alter being diagnosed as having schizophrenia
according te ICD-10-DCR, must be on a regular follow up for = &
menths with noe subsequent change ar inclusion of any Somorbid
dizgnosis: This stingent crilerion implies diagnostic siabibty and lessar
chance of cortamination by other diagnosic groups, which was a
pitfall of many earlier sludies. Guandians having al least 5 years of
tormal education provided belter information, Earlier studies in Ingia
have used scales ke Werld Health Organization- Disability
Assessment Schedule (WHO-DAS) slo. to assess sacal funclioning

SCARF-5FI s 5 disfinet improvemenl upon those scales as it is
standardized and tested for the Indian populatian

Tanden etal (2000) had defined two cateqanes of negative symptoms:
Qe was the phasic negative sympiom, which subside folimwing
four weeks of anfipsychatic treatment and another was the enduring
or primary negative symptom, which persists evan following four
weeks of teatment, In this study, palients were included only afler
they were on regular follow upitreatment, for a period of minimurn six
months after being didgrosed as having schizophrenia, Therefore,
the primary enduring variety of negative sympioms could be assessad
effectivealy

Dapression, exlra pyramidal side effects due o antipsychotics and
chranic institutionatization mimics negalive symptams in schizophrenia,
Inthis study, no chrenic institutionalized patient was taken. Sample
was collocted from outpatient departmenl, fresh admissions inoindaar
or from follow-up tases of chronic schizaphrenia clinfe rin by the
center of study, To find out the eflesis of depression and exlra
pyramidal side affacts over negative symptom; Struclured Interdaw
Guide for Hamiiton Depression Rating Scale (5IGH-D) and Simpson-
Angus Extra pyramidal Side-cffect Rating Scale were used. Effects
of thioga on negative symploms of the study subjects were cantroiled
during slatistical analysis on partial correlation model. This is a distingt
malhadaloglcal improvement fraom earier studies:

In adutonset(>1%years) schizophrenia subgroup (N=80). a significant
negative correlation [p=0.01) of SCARF-SF1 1otal score with tolal
scores of SANS was found. Also. significant negative correlation
was found with tatal score of SCARF SF| and total scores of SIGH-
D and Simpsen-Angus respeclively. The relafionzhip botwesn SANS
tatal score and SCARF-SFI lotal score was subjected 19 scruling in
pariial correiation madel of stalistics, contraliing for the sonfounding
factors of SIGH-0 score and Simpsen-Angus score, for depression
and extra pyrarmidal side effects respectively, which may mimig as
segondary negative symptoms, On that partial corralation mods! too
negative corralation of SANS total was found with the tolal score of
SCARF-SFI {p=.001)

It weas tounc that the self-concarn domain was sigrificantly nagatively
correlated with all the domains of SANS (p=<0.01 lavel} The
acoupational rale domain had negative correlation (p<0,01) with
alfective flattening. avalition-apathy and anhedama-asociality; but
the correlation was not significant with alagia and altentional
impairment. The family role domain was found Lo be negatively
carreiated {p<0.07) with avolition-apathy and attentianal impairment
bul nat with other damains of SANS, The other social role sector
wiigh primarily incorporates socizl Interactions with frignds,
naghkours distanl relalives, colieagues and mingling with social

actwity grougs was found to be having negative corralation Upto a

CO2NGE bmbin-Association for Sacial I*:\,z.-._-hj;y.;n



Kundu et al

variable degree (p velue ranging from <0.05 to <0.01) with SANS
domaing, This finding was fully corroborative with the study by Breier
etal (1991} and Bellack et al (1950}

Analyzing the results in a holistic way, it could be cbserved that in the
adult anset {=19 years) subgroup, negative symploms had significant
impact an currant social funciioning. Availatle literature has numerous
studies wilth almost similar findings. Megative symptoms have been
related to reduced social competence (Beltack et al, 1930, Lysaker &
Bell, 134%5) and to impairments in both vocational and avocational
pursuits and in-social preblem solving (Davidson & MeGlashan, 1897,
Heffman & HXupper. 1997}, Psychomotor retardation (Hasvey et al,
1998}, social withdrawal {Coryell & Tsuang, 1988) and poverly of
speech (Pogue-Geaile & Harow, 18384) are all associaled with poorer
occupational cutcome.

A number of factors can be expected to influence social behaviour in
schizophrenia {Bellack & Mueser, 1933}, They are:

Social skills

Tha term "skill" is used 1o emphasize the social compelence Is based
on 2 st of learned performance abilites, rather than traits, needs, ar
ather "interpsychic” processes. Poor social behavigur is often the
rezult of social skils deficits, Sodial dysfungtion resulls from threa
circumstances: whean the individual does not know how 1o perdom
appropriately, when he or she does not use skills in his or her
repertoire when they are called for, or whan appropriate behaviour is
uyndarmined by socially inappropriate behaviour, Individuals with
schizophrenia fail to learn agpropnate. sccial behavicurs for three
reasons. First, children who otherwise seaem normal but who later
develop schizaphrenia in adulthood seem 1o have subtle attention
deficils in childhood. These deficits imterfere with the development of
approgriate social relationships and the acguisttion of social skills.
Second, schizophrenia often strikes first in late adolescence or young
adulthoad, acntical pericd for mastery of adult gocial reles and skilks,
such as dating and sexual behaviours, work related skilis, and the
ability 1o farm and maintain adult relationships. Many individuals with
schizophrenia gradually develop isolated lives, punctuated by lengthy
pariods i psychiatric hospitats or in community residences. Such
evenls remove dients from their "normal” peer groug, provide few
opportunities o engage in age-appropriate secal roles, and hmil social
contacts o mental heallth stafl and other severely il cients. Moreover,
skills mastared eardier in life may be lost because of disuse or lack of
reinforcemeant by the envirgnmani (Bellack ef al, 1837).

Psychotic symptoms

Patients can ba expecied to have difficulty fulfiling social roles and
behaving in a socially inappropriate manner at the height of acuts

exacerbations (Bellack et al, 1987}
Motivational factors

Maost chronic clients have a history of social failure, rejection, and
criticism. As a result, they fearn that it may be safer to minimize social
interactions than to rizk further failure or censure (Bellack et al, 1397)

Affective states

Social interacton often iz very anuely provoking toandividuals with
shizephrenia and feads o avaidance. Clianls are particularly sensitive
to confiict and criticism and will withdraw from polenlial conflict
situations evan whan Lhay are baing laken advantage af ar unjustly
zocused of things they have not done (Bellack etal, 1992)

Environmental factors

Schizophrenia patients” skitls tend to be imited and their performance
oftenis odd orimperfect in some way. Unfortunately, many people are
net folerant of idicsyncrasies or social errors -and tend to be
unsympathetic, impatient, or overlly critical. Many patients do not have
fhe rescurces o participate in social-recreational activities that they
might ctherwize be able to.succeed in and enjoy. Also, many patients
aredsolated and do not have good social netwarks: The: lliness is
sligmatizing, leading others to avoid them. Repeatad. exaceroations
and penads in the hospital disrupt relalionships and gradualiy remove
chierts fram the socal envirenment {Bellack et al, 1997

Neurobiological factors

The lliness is characterized by significant deficits in information
processing (Seidman et al, 1982), attention and memary, espacially
with short-term verbal memory {Mueser et al, 1991). Patienis have
difficulty drawing abstractions or deducing relationships hebween
events e.g., between current and past experience; Thase symploms
glong with nagative sympioms deprive the pafient of the malivation
andenergy 1o paricipate in social aclivity or 1o enjoy Interactions with
others:

Fractical implications of thesse findings of the current study are
manifald. Schizaphrenia is a leading worldwide public health problem
that exacls engrmous personal and ecanomic costs. Megative
sympioms have baen delected to be the major contribuler af socio-
cooupational dysfunclion inthis schizophrenic subgroun. Adequalte
recognition of this subgraup and implementalions of appropriate
interventions may help in ametioration of one of the higgest disabilities
af world, The negative symploms could bhe managed with
chamacological andfor psychosocial inferventions ke loken ecoenamy,
social skills training and cognifive behavioural therapy, ta help this
patients lead & more fruithl fife
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The above study has the following limitations, which should be taken
carg of in fulure sfudies:

1 The study was conducled in a tertiary care haspital where
mainly assessmant of severely ill patienls is done. Replication
is raguired In a population-based larger sample, drawn in a
randomized fashion.

2, Current study has a mate: fernale ratio of aboul 441, thereby
Lriting statisfical power of 1esis in case of females. Futurs
sludy shoutd incorporate more number of female cases,

2 The cross-sectional sludy design tfails to painl ouf any
changes on the level of negabive symploms over the course
of ima. Mo association betwesn dosage and kind of
anfipsychotics and posilive and negative symatams have heen
lacked for, Fulure studies should incorporate those aspects.

4 Biclogreal correlatss of current social funstioning or concurrent
schizophrenic symploms have nat been looked far. Foture
studies should include advanced neuraimaging lechnigues,
neurgphysiological investigations or evaluate biocchemical
parameters in blood or CEF inindividuals with achizephrenia

H] Present sludy lacked measures like information processing
deficit. self-stigma, work and regidential emviranmenis, Further
endeavor shauld incorporate thegse domains of social network

indicators and measures of work dind résidential environment,
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RELATIONSHIP BETWEEN ACADEMIC ACHIEVEMENT, SELF-ESTEEM AND INTER-
PERSONAL COMPETENCE AMONG SCHOOL GOING ADOLESCENTS

Ranjeet Kumar', M. Thomas Kishore?

ABSTRACT

Background: Azadesic achievemen] has considarable effect on the self-estzem of the children and o also infleences the interpersoral

competenee, Aim and Objectives; Since Ihe children spend a-considorable part of thair time in fhe schogis, il i necessary 1o shudy s effactan
sell-gsieem and interpersonal compeience as they shape the parsonalily Methodology: Boysand gills (N=50] aged 12 to 16 years, from class

VI o X were included i the study rough random sampling method. Based an the teachess’ salings (hey were classfied info (hree groups:below

average, zverage, and above average, All the participants weee adminisiered interperzonal compelence scale and seff-esteem scale Results!

Fasulls indicated thal the three groups did nod differ in their self-estéem However they significantly dillered in lher inlerpersonal compotonce.

There were ne ggrudant diflerances batwesn tne boys and gils iIn academic achievement.
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INTRODUCTION

School s the strongeast (nstitution in the child's life and thora are
unpracedented opportunities 1o improve the lives of children as a
typical day is organized around atendance at school (Hendren el al,
18947 Kapian, 2000), s the place where children develop, 1o a
considerabla exient, selt-asteam and social competence. Erk Erikson
(1963) postulated thet adolescents put in hard work to attain a sense
af achisvement during thé schozl going period. If they succeed in
their goals they develop feefings of self-confidence and pride
concerning one’s achievemenis., Conversaly, one's own batials that
work and achievements are below the mark produces inferianty.
Given that 20-50% of school children suffer from scholastic
packwardness, undersianding the faciors associated with this should
be & major issue while dealing with scheol children {Kapur, 1985,
Shenoy & Kapur, 1986,

Academicacheveman! has been refated to various factors such as
social competanca, intelligence and sconomic states (Kakar, 1970
Wig & Magpal, 1872 Bapna & Ramanujam, 1976). But many studies
did not address the issue of what causes these problems {Kapur,
18955 For example, though thare is a correlalion between academic
achievement and economic stalus, ils influence accounts for 5%
anly. Or. even if the ralationship existed it was found to be low (Kohn,
1984]. These aspects point that there are olher factors associated
with academic achievemant.

Consistent with Efkson's posulatons [1263), several studies from

the West revealed thal academic motivation declines in the

adalgscence. Senses of ananymity and poor peer relationships were
found to be rezponsiole for this (Thomburg & Glider, 1984; Paulsan,
1584,

From the available terature, it appears that seif-esteam is poorly
correfated with academic achisvement but has a sirong relationship
with social ar interpersonal compelence. The present study was
designed fo understand the cumulative ralationship of self-esteem
and peer retations (e, social compelence) with academic
achievement.

MATERIALS AND METHODS

The study was conducted at.a private English medium schoal in
Ranchi. Boys and girls of elass VIl through X were included:in the
study through random sampling, after an informed consent of the
schoal princigal and children themselves.

Tools

1, Culture Froe Salf-Esteem Scale (Battle, 1931} It consists
of 60 iterms of yes- or no- type choice. High score indicales
high self-esteem.

i Interpersonal Compalence Scale (Cairns et al, 1995);

It containg®8 ilems rated an mpolar contineum of a 7-point
scale. It i& meant far children from grade 1l through X1
Teachers, school counselors and adminisirators should
administer iL It yiglds six faclors of social competance-
aggression, academic achievemeant, populasity, affiliztion,

Olympian qualities and imernalizing problems,
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Procedure

Thechildren were administered Culture Free Sali-Esteem Scale [Batlle,
1881) in-a group setting. Class teachers' ralings were ablained on
Interperscnal Competence Scale (Caims et al, 1995) and academic
achievement, Bagsed an the teachers' ratings, chifdren were divided
into three groups for their academic achievement- low achiovers
{=35%), averags (36 to 74%) and high achlevers (375%). The
grouping is similar ta thal of Shenoy & Kapur (1538),

The data was analyzed wilh SPES for Windews (Version 19 .0%:
Fercantzges, Chi-square, One way-ANDVA, Post-hoc Analysis, and
regression analysis were done.

RESULTS

The mean age of the group was 13.6 (. 76) years: And, the sample
consisted of 28 boys and 27 girls. There were no significant
differences among the low, averane and high achievers in their age,
education, sex and seeio-economic status {Table 1), Wilh raspact to
Ihe academic achievement, no significant aroup differences were
found in the seli-esteem. However, the groups differed signiticantly
in all the areas of socidl competence excent agoression (lable 2
Academic achievement could be pradicted by the social compelence
8= 2.850p= 005} (Table 3},

Table 1: Group differences in the socio-demographic

variables
Variables Academic achievement
L oo Avorage  High Fix?
n=1& n= 25 n=14 df=2
hge 133360 37206 1367447 108
Education H3E+50  BadarhS1  BSG= 53 004
Sesx Male [= (%)) VOHEZ %) TRE0%)  Ha33%) 21
Femala: |r {%)] BIEPa%)  10040%) GBS 7%

Soro < ROCD Faid]n (%a )]
Econosmsic. =5000 Re/Min (%o i
Stalus

15093.68%) 1TIEE%
BT} B(32%)

EBA M) 4,50
WItA%)

Table 3:; Regression analysis

Unst* Standard Stan™ t peialue
Error
Self-psieem 1,80 M 11 a3 A1
Econcruc slalus 18 23 11 BB T
Soclal competence 787 03 et 285 005

“Linstandarmzed, “*Slancandzed

DISCUSSION

Cansistent with earlier studies, the present findings reveal that there
wera.na gander differences in academic achlevement [Kaplan. 20000
Contrary to earhier studies (Francs, 1697, Gurney, 19871, in the present
sludy, self-esteem did not differ with respect to the academic
achievemant, The reason could be that self-estoom iz wery broad
cancept in which vanous aspects of self and the achicvement may
be one companent (Frey & Carlock, 18958 Kohn, 1994 However,
social compelence seems lo be associated wilh academic
achievemeanl, which may imply that pear relations and social
competence affect the academic achisvement or vice versa [Paulsan,
1004),

The low-achievers were less popular, lacked affiliations and apating
prowess. Imerestingly, there wera no significant differences between
tha average and high achievers in populanty, 1 means that children
with extreme perormances only will be detected far their popularity.
The low achievers had more intemalizing problems, Al this point it is not
clear whathar educational failures cause amotional disturbancas
iMcGee ot al, 1886} orwhether there is & comimon elinlogy for both
[Shenoy & Kapur. 1996). In the presént sludy, the socio-esonomic
status had no effect on any of the study variables. Probably, it could be
due to the fact thal the study was dane in a private English medium
school where all the children were from middle and high sodio-ecansrmic
status

Table 2: Group differences in self-esteom and social competence

Aciademic achlavemeni Fixd Post-
Leswr [L) Average|A) High (H} hac®
M= 16 M=25 Nz g
Sell -esteem 29.38 ‘B0 0,00 604 3387 4568 13§ NS
Social compelence Aggressicn 539 1,39 4865 1.27 451 1.93 i ME
Poputarity 415 176 AGT 114 &ar 10y 2.35 LcH
Acadoms achsevemand 1EE a8 233 1.08 371 124 a3 Lz
L=H
A=
Affiliation 4.3 139 4,52 127 590 109 204 L=H
Dlympian 202 149 343 148 455G B3 s LeH
Inteenatizing problams 400 1.04 484 W 215 73 4,61 L>H
AxH
Tedal Scores 2244 24 2509 305 2609371 5,06 L=,
L=H
AsH

NS = nt significant
* The mean difference is significant at .05
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From the above findings, it can be concluded that acadeamic
achigvement is more associated with social compelence when
compared lo self-esteem . and econemic siatus. The school-based
interventions can focus an improving the socal competence, which
might help Improving the academic achisvement and reduce the
interralizing problams in childeen
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Book Revie

ety I A e R

He White Casdle

e

Orhan Pamuk

Orban Pamuk was borm in Islanbul in 1952 in tha wedlthy weslermized
district of Nisantase Til his college life he had a great passion for
pambings and dreamt of being an arlist After graduating from tha
saouiar Amedican Robert Collegdin fs@anbul, Orfan Pamuk studiad
architecture al Istanbul Technical University for three years, bu
abandaned the course when he gave up his ambition o become an
architect and arbst He went o study journalism. |t was then that he
decided (o devole his [ife to writing and from tha age of 23, he
slarted the journey to become the Gine we knaw him taday. He naver
wirked 85 5 jé}unmhs'- and soon became a full-time novehst.

His first novel Cevde! Bey and Hig Scns was published in 1082
which won him the Orhan Kemal and Milivet literary peizes. For his
second novel Seasir Ev (The Silent House), he was awarded Madar
Ali Mowel Prze and also the 1991 Prx de la Decouverte Europdenne
far dhe Freénch translation of this novel, Then foliowed o seriss of
novetis which got appragiation from many quariers of the Turkish as
wall as grester European society, More creations came upn the
furm of The White Caslle, The Black Book, The Secret Faca, The
Otber Colours. My Name is Red and many more The lisl of awards
and prizes became longer and in 2008, ha received the most
prestigicus: award in the word: the Mobe! Prze in literature for his
famaus novel lstanbul: Memairs of the City,

The White Castle: Staryline

It can be said that The White Castie made Pamuk an Infemationaily
femoiss novelist after it won him the Indepandent Award for Foreign

Author

Title : THE WHITE CASTLE

; Orhan Pamuk

Publisher | CARCANET PRESS LTD, BY FABER AND FABER

LIMITED, LONDON

Price in India: £ 2,75 {INR 237 approx)
ISEN; 978-0-5T1-16466-0

ISBN: D-571-16466-8

Ficlion in 1290, |t was the first of his novels 10 be translated into
English and readers across the world were moved by its impac)
which was aptly reficled by The Mew York Times review saying "4
new star hias risen in the east--Orhan Pamuk.”

The story 15 aboul an ambitious and enthusiasic dalian scholar, the
unnamed narratorof he novel, who was sailing from Venics to Naplos,
Hig life met & dramatic change as he was taken prisoner by the
Ottoman Empire forces, Hea shares: Many men balieve that no lile i
determined in.advance, that all slorles are essantislly a chain of
comcidences: And yel, even those who balieve this come to the
conclusion, when they lpok back, thal evenls they once look for
vhance were really inavilable, These words reflect a young scholar's
confiict. After a leng life-in Turkey, 2 country oooupisd by people of a
different religicn. cuiture snd views of lifa, afar saging that his life
could not ba like what he thought i1 would be, but was full of
expariences he enjoyad every now and again and aftar a3 life which
has given him unexpected success and recognition through a fook-
alikeof him, he still was nol Sure which life was batter The ane he
dreamt af from his childhioad days in his own country or He one he
aclually had fived over the years in the neighbouring country which
iranically he had starled liking

Aftar being taken to Turkey he gels @ master, a minor Turkish courtier
named Hoja, Hoja is another ambitious and zealous person wha
always belisved in the supenarily of the Ditoman Empire over the
Eurapeans and the key lowsrds further supremacy, @5 he befisved.
lied In gaining mastery cver the science the western world was g
fageinated aboul, 0 a maller of months they becarme parners and

“ Accepiad on fa Judy, 2008
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look up new projects to gain the confidence of the young Sultan,
Fram the display of firewerks in celebrations 1o ouilding up weapons
effective.in massive warfare they went on working hard to create a
masterpiecs which would leave the world in awe:

Afer the |nitial phase of resistance, when the narrator found Hoja
much less inteligent or creative and more obstinale and cruds in his
methods, dealings and thinking, ke two young people discovered
themseives and gach other. The creativity, the imagination, the lagic.
tha analytic mind and craving for glery was seen In both of them,
albait with different presentations. Despite the presance of rivalry
and an urge o autperform the othar, the respect for the qualiies in the
other peragn bulit up from bath ends

The young sultan of the country grew up and became mars powedul
and confident. Both these young peaple gol racognized and
appreciated for their efforts amidst mild protests from the other
quarters of the palace and the wo peapls bacame mare and more
unified; in their thoughts and actons, also in their dreams ant ambitions.
In the final phase. Hoja gets the opportunity to put-all his, 3l their
imagination and creativily into practica when he was given the charge
of building up a weapon which would be used |0 lhe Sultan's war
against the East Eurcpeans, Thera they tound the white caste, which
they dreamt of conguering, The story lakes 3 dramalic twen from there
with Hoja fleging to ltaly, impersorating the narrator who stays back
m Turkey as Hoja

The White Castle: Review

The novel gives us new perspectives Inta lifs It tells us abaut an
indsvidual whio keeps rediscovaring himsell, He finds and appreciates
new taleats in himy, new figments of magination which find thiir
WayS ima new creations. The characlers grew aider as the story
progressed but one waeuld think that thizy remained young throughou
as tho enthusizsm never faded, the creativity shene all through and
the zeal for success was never wanting. Even ab the fag and of lifg
whan the slory isiaboul 1o and, tha reflecions of the carraior docs
mot podray regret, rather thay reflect how cantent he falt thraugh the
rchness af experiences he had gatherad 1 an unexpectedly eveniiul
lite of his.

The narrater did fage in theinitial phase. what in soceal paychology is
known as pressures fowards conforminy, thraugh various descrptive
and injunctive norms, He did eyt resist the presstre as ha Always
beelt the need to maintain individuatity and had 8 b arg ¢esire to maintam
controf over the events of hig life. He was successi in the attempl
upte 3 point of ime afier which he himself bacame the gart of the
soclety,

The enlire novel alse has mirorred the changes and transilions of

vanous states of mind the narrstor went threugh. He was only 23
whion he was held captive! a time whan his feeling of what ha was;
was just 85 Impafant as his appreciallon of what he appeared in
other peaple's eyas: his lancée, friends, parents and relatives: Farcerd
I face an unexpected change in environment with different peopla
and expectalions. he initially distanced himsel! from the proceedings,
The idea of the role he was supposed 1o play or he wanted to tako ug,
did net crystallizein bis mind all that well initially, 1t came with the
passage of imeand in the process he became an active parner of
his fook alike Hoja to farm a productive unit,

Famuk, Inhis smarlway leaves us guessing aboptwino the protagonist
charactar ig; the narrator or Hoja: But ane really wonders @ are thess
two people indecd different? In fact Il seems as If they are the sams
persan living in twa countries and fale got them tagether. Hoja indesad
reminds us of the *Another Orhan', Pamuk describes so elabarately in
‘Istanbul’. The dilfirences between them faded in no time and soon
they siared Lo think and bellgve, magine and create |n unison and
surprised the people around them, The initial dislike aboul Hoja the
narrafor had blended wilh the admiration and respect far him he
developed subsequently. In the end aHer having exchanged their
positions and in the process thieir bves, the fiarratar tells how his
affaris fo forael Hoja went in vain. The conflict remained in his ming.
Conflict atreul which life could he better; the one he was fiving in
Turkey or the ane he could have lived in Italy: who was indaed batr,
himsel or Hoja? Pamuk templs us to think T the o persans whe
laoked alike were the o selves of the same person, As thay
Inemselves went on to form an unit the two characters showed tha
blend of art and scence, modemism and convention, and the pleasant
biend of cast and west. L was a5 if through anian with the othar, the
dresms ware reslized. the imaginations were shaped and the ideas
became concepls

The cencepls of east and west the differences in their methods,
approaches, arts and science, estyles and |deas have besn
delicately porieayed by Pamuk, The novet is written inthe backdrop of
Cittoman empire, the golden eraof Turkey. The Ottoman farses which
came 1o Bursa in 1288, claimed power (n 17992, and seized
Constaniinople in 1453, ruled Turkey Ui 1922 whan Sultan Mehmed V|
stepped down, Over centunes the Oitoman emperors: aspecially
Mehmed |11 and Suleyman the Magnifican!, took Turkey {o an
unprecedented haight of military, culiural and academic excelience.
But the novel also gives a hint that it has net depicted a pictureof the
ime of the ultimate excelence. rather than-a fime of falling glen. It
was the ime when the Europen powers were atching up and thar
athaancement in the scienca and technology was starting to mark. its
presence everywhere in civilization. A nead far reform In
administration. milltary force and social systemn of Turkey was being
felt in many guarters. Sultan Mahmud 1l attempied to modernize
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{criicized as 1o ‘Eurcpeanize’} his army which miet with resistance
frarm 1he Janissaries (‘new troops’). But a general faeling of need Tor
change was prevalent among the youth; which got reflected in this
novel by Hajs's tremeandous zeal for innovative credtions. Crealions
that would give Turkey the adgs in warfare as well as in science,
astronamy; the edge which will reinstall Turkey's supremacy over
her neighbours. Hoja's guest of knowledge in science and urge 19
gain expertise in the field reflacts a commaon Turk's Belief that itis the
area wheara the Turks lagged behind the western world. May ba if
was this dearth in experise in sclience wheh prevenled them from
gaining superianty in the entire Europe.

The Turkish society had gone through changes over the canturies,
percolated down from the high ranked rulars as well as Ine popular
religious leaders involved in decision making, who themsalves had
gone thraugh the metamorphosis coming oul of social, cuitural and
political needs, as fell from within as well as from outside, In the
process, though the gross cohesivenass among people was
maintained, conflicts started t-surface up. The apposing inlerests of
the politcal leaders (who thed 1o ‘modernize’ the country) and tha
religious leaders (wha inéad 19 practise and maintain conventional
rules}) often lead to reciprocal faully allributions and faulty
communications, anly to worsen the conflict in the farger sagiely, The
boundaries betweean Lha ethrie (Greaks, Armenians, Turks ete) and
redigious (hMuslim, Chrislian, Jews aic) groups became more and more
nagid, with repeated attermpls from the sultans o linedaise’ the sooaty
without fransparently explaining the causes bahind them, Each group
considered themselves o' be the poar victims of unfair treatments,
with the perception of claimed 'equality’ 1o be the process of
‘gguatization cownward', with dismissal of the baller status sarned
through generations of hard werk and discipling. 11 hurt the majorily
Turkizh sentiment as they had all made Turkey the home for peaceful
coexistance of all ethnicities and refigion, including the slaves who
werd givan fairer status than any other contemporary couniry of
Eumpe or As@. The growing dissen] and agilation took their toll on
pairigtizm, The surprising emigration of Hojz to aly near the end aof
the narmration reflected the sad story. The national pride of the pecple
of Turkey was getting undermined siowly.

One would say, thal the view of Turkey "The YWhite Castle’ parrays,
is assentfially European, This is not hard to undarstand. Orhan Pamuk
is the ciizen of 3 modarn, post-Ataturk Turkay. Mustatz Kemal Ataturk,
who successiully fought the Turkish Mational Movement {Turkish
War of Independence) againzt the allied forces, prevenied a parlition
of the country, After that he made reforms in his attempt of
modernization; in the field of domestic and international politics,
language. law and many other areas. Subseguently Turkey's persistant
effort 1o get enmashed with the West, aver the foliowing decades
has drawn crificism from some guarters as attempts to ‘westarnize'

Turkey, rather than to ‘modernize’ her |t was viewed as Turkey's
surrender to the growing. and ocverpowering western influence in
cuiture; lifestyle and language, ignoring the rich and vivid past. As
Bernard Lewis (What Went Wrong: Western impact and Middle Eastem
Respanse; Phoanix, 2004) pointed out, & westerner in that perind of
fading glory and many Muslims now might suggest the role of science
and the philosophy that sustains it behind the loss of Muslim empiras’
supremacy. Hawevar, the civilizations had their- own philosophy thas
had retained and perfected the heritage of ancents under the asgis
of Islam. They had iheir own science. handed down by their own
scientists of the past Tagiuddin (also descrived as Tagl al-Din by
same histarians), the great SynafEgypt borm astronomer wha built an
observaiory in Istanbul in 16th-century, finds a mention in the cumant
novel, but the overwhelming piciure is, of a sense of threat amang
the hearts of the Turkish rulers and bureaucrals of being-overiaken
by the westerners with the advancement in science and technology.
Mo ona knows if this is the way things went actually In histary, but
Pamuk avoigs the controversy about who is better; the east or the
west. Rather, through the analylical mind he is gifted with. he shows
us tha real piclure. The differences between east and wast are litfie,
on.3 larger frame they sre all too similar, This impressed the namator
of the story who stayed back in Turkey. He missed his motherand but
he grew up to love his new country, It was not with- resignation that
b fived in Turkey in the later vears, bul with natural spordanaity that
he embiraced it and imbibed the ways and means of lite

Thia White Castie remains special not justifor its superior analysis of
characier, meticuluoys dascriplion of a medieval age Turkish lifesiyle,
complcated poiilics in the royal paface, the Infricale mind-games
between two young scholars, but for the fact that it fascinates readers
of today about how unpredictable yet interesting life can be. Orhan
Pamuk's masterpiece will be remembered for years lo come s i
gives new perspectives into life and makes one think about the most
unkngwn angd least understood person: himselt
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Movie Review...

"PERFUME: THE STORY OF A MURDERER"

Sagar Lavania‘, CRJ Khess}, Kainaz N. Dotivala’

When oneg thinks of perfume, one experiences pleasant olfactory
zensations. Movies evoke enjoyable audible and visual sensalions. It
isalmostimplausinle fo imagine that these varied sensory sxperiances,
however delightful they maybe, could ever cross paths and that the
power of smell can be effeclively conveyed through a movie.

The film "PERFUME: The Story of & Murderer” is adapied fram an
allegedly "unfilmable” book 'Das Parfurmn' by German novelist Patrick
Suskind, inilially published in 1985, and 15 one of he most expensive
European films ever made, The film's evecalion of 18th century Paris
is very real. Howewver, Perfume is visually apulent, sometimes
excessively, as even squalor and disease ook beautiful, with the
costumes, sellings and cinematography,

Director Tom Tykwer has efleciively tried fo influence fhe audience
with tha power of smell. He achisves this by pairing a lighlly mocking
commantary from John Hort, with lush visual imagary that tracks the
olfactory exploration af the protagonist. To do this, be uses jarring
macro shots of rofting carcasses and other odoureus substances,
and then suddenly replaces those images with extrems cose-ups of
nostrils. Thus the intensity of smalling experience had been depicted
by facial expression of those who are smelling. use of music
(arrangad by Tykwer himsell), zoom in shots of objecls. and so on.
The direclor has successfully conveyed the spectrum of alfaciory
sensation with varied passion

A magical realist pericd movie, Perfume is a gripping, orlginal thriller,
The movie recounts the story of Jean-Baptiste Grenculle (Ben
Whizshaw) who was bom in horrific condittons in 18th century France
inthe middle of a hot day in the filth of 3 Parisian fish markel An
unwanted child, he Is destined by his molher o be swept away with
the rotling famains of the day. However, the infant survives, halding
on o life thal he smells vividly, serding instead his mother o the
gallows. Grenouille possesses no scent of his own but is Blossed
with a nose in a billien, capable of identifying any odour fram a
distance and any note in 2 pedume's composifion He iz sant 1o a
Dickensian crghanzge where he is shunned by the other children,
who attempl e smother him, secmingly aware of his strange nature,
He spends the inital years of hiz childhood mute and alene. Sald into
a tannery, he becames a dumb and compliant slave until a trip to the
ity cverwhalms him with sensual delighl. In the city hewas intreduced
to theusand and fhausands of new smells, Some thatwould change
hig life farever.

Intoxicated by the smell of & beautiful young plum seller (Karsling
Herfurth}, he tracks het through the Paris siums, but inadverently
kills her after a scuffle:

Uintrgubled by her death, he tries 1o ovéercome the wnmanl;,-' soent of
her but the intoxicating power of her small transforms his passion
into obsession. He decides to learn to capture that smell, He persuades
awrecked celebrily Italian perfumer, Giuseppe Baldini (Dustin Hoffrman)
ta t2ach him distiliaticn and the other intricacies of perfurne making, In
exchange he offers his skills in identifying a perfume’s ingrediants
and cencocting ever morg fascinating fragrances. Tooelher they
rebuild Baldini's business, surpassing his former glory, But Grenouille
quickly becomes frustraled =t his failure 1o preserve a perfect scent
and goes to the piclurésgue fown of Grasse, the Eden of pedume
praduction

Upan arnval in the town, he s caplivated by the sight of the enchanting
wyoung Laura (Rachel Hurd-VWood), the daughter of Anloine Richis
(Afan Rickman), one of Grasse's more important citizens. Granouille
resalvas to ‘caplure’ Laura's essence as the key nele in his
masierpiace, riggering an oddly chaste, assxual kiling spree that
sends him in pursuit of 13 women. Excepl for one prostitute, his
victims are ali virging and destined to die sexually unftouched, As the
townspeopla clamour 1o protect their daughters, led by the
psychofegically astule Richis, the film becomes enthralling, As the
comses pile higher withiout any betrayal of guilt fram the killer, the
Investigation becomes full of drama. He is eventually sniffed outby a
pet dog that belonged to dne of his victims and 15 destined for the
gallows:

Ab lhe culminating point af Grensuille’s carear, le reveals that he
could ranipulzte people with the powsr of perfume. His genius is
finally revealed to the warld, Thus ensues a mass ergy, He
experiences @ moment of super human riumph and mass adoration
while his worshippers experience religious and erotic ecstasy, His
desting however, brings fhim back fo the same horific fish market in
Paris where he was born. He experienced parfect alfaction and
power over mankind until s own lzek of human small took over Rim
and nspired the last destructive act on his parl, &t the end of the
movie, people ware delighted 1ooeat every parl of his body to catch
every bil of pedfume he sprinkled on himself.

The character af the protagonist ss almaost unreal. Untamed, awkward,
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and amopralia the extent, 1 wilkemerge as that of seciopathy. Grenouille
15 portrayed as an autistic serizl kiler, Whishaw plays him with a
plank, saxless intensity, devoid of inner life, zave lor a rodent-like
pearing-and cunning. Bornand bred in depravity, he leams to talk only
aftar tha age of 5 and is unable o rafzte to humans at all, He appears
peculiar and eccentric, and does not seem 1o have much interest in
the mundane realities of life. However he almost haz a supamalural
sense of smell. His life appears driven by a purpose; that of preserving
smells and creating the uilimate perfume, which takes on an
absessional quakty that barders onbeing defusional, In trving lo seek
the value and importance of hiz own existence he ruthlessly
vanquishes that of others. The power he seaks through his magical
perfume is finally atlamead and vet once achievad itloses ils essence
and with il the purposzea of his [ife.

Insgite of the theme of the film being uniformiy dark, it 15 pepperad
with much humgur. Although much gore is biatanlly depicted in the
fitm, the viewer i5 left slighily unlouched by ks harrors. One tends (o
loak very pitizbly atfhe pretagonist and often feels dissociated from
hus actions. The film is filled with-an-almest bizarre irony, leaving tha
awdience with mixed emctions, Perffume.is a truly wnique unsettling
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The article that fellows is part of the Indian Journal of Sacigl
Payehiatry's (IM5F) Memairs series. We hope thal mentsl hesith
professionals will take the opoortunity fo fearn aboul the issues and
difficultios confronted by the pationts. In adoition we hope that hess
accounts will give patients and familias & befter sense of no! being
alane in confronting problems that can be-anficipated by persons
with serfovs emotional problems,  We welcome olher condrbufions

from pationts, ex-patients or family membors.

Chnlcians who see articulate patientz shouwld encourage these
patients la subemit their arficles fo Edifor, (ISP Memairs, Central

Institute of Psyctialry, Ranchi-G34006—Tho. Editors

| 'was bom in a remole village of Nawada, Bihar, My falher was a
'mining sardar' in Eastern Coalfields Limited working in Rariganj, Bihar,
I spent my childhood in 2 village with my mother and two. young
gislers. My village was very beauliful and quiet and the people wiere
friendly and helping. | still chensh the memary af my childhood days.
| joined wvillage =ehool and soon became a loved pne in the enfire
school, | enjoyed sludies and play equally and had many friends. My
father used to visit us every month and we were a hapoy Tamily. |
passed my malricuizlion in 1994 after which | wenlt to Ranigan| to
stay with my father to pursue higher studies, Thouegh | didn't like the
life of & busy town but soon with the increasing study load | gradusily
gol used to the schedule. | joined B.Com and while | was studying
that, my father fell il He was a heavy smoker and subsequently
diagnosed fo be suffering from lung cancer, |1 was a shock for the
entire family and my mather simply broke down. Despile reatment
from various plages he passed away in 2000 during my B.Cam final
examinations. After graduation, | got a job in my father's office on
compensalory grounds as afiendance clerk. It was a new life for me,
a new responsibilily and everything was nice once again thaugh |

missad my father always.

In 2003, 1first noticed he world around me to change. | assumead that
my Co-workers were trying 1o pull me down by conspinng against me
ang all were trying hard 1o stop my- promalion. | Had one more severs
difficulty. How would you feel if someonie comes to know of your

plans and thought beforehand without being told 2 1L was really o

MY LIFE

harrible experience for me. | started 1o aveid people but stll Lhey
would read my mind out. | thought thers was a brain recording maching
and it reads my mingd and reports againgt me. Everybody went ahead
of me, There was anolher problem-that | would hear a sound
coantinuously. 'would hear people talking about me constantly wheraver
Iwent. Same veices | would make oul especially those of my co-
workers, talking about me, planning to. ham me. Sometimes they
sbused me and called rme mad, | could not see anybody around which
would make me moreworried that what was happening 1o mal Every
fime | charged at them, they would laugh al me, | became ireqular at
work and would not feel like going anywhere, lrying o hide myself
from others. But | could nol.... In the meantme | was married against
my wish thaugh my wife scon cama to know about my experiences
and started calling me a ruge; ill-behaved and 'mad’ person. She
would stay most of the times in her 'maika’ and wauld visit me ance in

a while. | would feel sad and left aut,

With all my prablems my mother took mie toa dectar in 2006 and 1'was
diagnosed to be suffering from “schizophrenia®. | was pulon medicines
which | fook regulary though the fact that people would come to
knaw about my thoughts never steppad. | was admitted in & mental
hospital but despite of efforts of many dostors that ‘brain machineg”
continued toowork. | felt it was never going o stap, until | dig, For two
years | continued to suffer in and out of the hospital afler which | was

finally zdmitted this ime when | was given some diffierent treatment.

This time | feel good as the voices have stooped disturking me and the
machine has not been froubling me any more. Oh! | feel so-refived, |
have bean told by my doctors that | have a disease of mind which can
be cured with the help of medicines. | am so thankful to my doctors
and all hospital peagle who have helped me to gel rid of my adment. |
lixed the atmozphere of the hospilal 85 it reminded me of my old hame
in thevillage. Now | 'wish to go back home and to join my colliery oy,
and in future | would like to live with my wife and mother and someday

| dream to have a chitd of my cawn,

Name withheld en ethical ground

02008 Indian Association Tor Social I'sychlm



Indian Journal of Social Psychiatry (2008), 24(1-2), 60 - 61

INSTRUCTION FOR AUTHORS

The ludian Journal of Soclal Psychialry is the official publication of
Indian Association for Secial Psychiatry. The Journal is pesr-reviewed,
is published quarterly and accepts eriginal work in the fields of social
and communily psychiatry and refated topics. Now the journal ig
available online at www. ijsp.in

fanuscripts are acceptad for consideration of publization by The
indian Jowrnal of Social Psyehizing with the understanding that they
represent anginal material, have not been published previously, are
not being considared for publication elsewhers, and have been
approved by each author.

Preparation of Manuscripts

Al centributions should be witten in Englizh. All manuscripls apart
from “Letters to the Edilar”, “Book Reviews” and "Film Reviews™ are
reviewad by two Or more assessors.

ARTICLE TYPES
Review Articles

Reviews are ysually Invited by the Editor. However, good quality
reviews on pertinent fopics can be submilted for publication. The
maximum length of reviews (including abstracl and references) is
7500 words. Abstract may be an unstructured summary which shauld
not excesd 250 wards,

Research articles

Qriginal quantitative as well as qualitative research papers are
published under this section. Maximum word limit for research arices
is 5000 words (including references and abstract), Abstract has 1o
be struclured and should not exceed 200 words.

Brief Communication

Under this section data from preliminary studies, sludies done with
smelier sample size, worhwhile replication shudies, or negative studies
of impaortant fopics are published, Single case reports da nat meet the
criteria for this section. Brief Communications cannol exceed 2500
words, including an abstract of no mone than 150 words, text. and
reforences), Mo more than ane lable or one figure can be included,

Letters to the Editor

Briel lallers (maximum of 1000 words, including references; na tables
or figures] will be considered I they include the notation “for
publication”. These limits may be exceeded in excaplional
clreuistanses, but authors are adwvised to confer first with the Editorial
Dffice.

Caze reports or any ather unconirolled observations should be
submitted as Lelters to the Editor. Letless critical of zn article publishad
in: the. Jouwrrmal must be received within six months of the article’s

publication. Such letters must include the title and author of the article
and the month and year of publication. The letters will be forwarded
to the authors of the discussed arlicle for their respanse. Letters that
do not meel thesa specifications will be returned immediately,

Book Reviews and Film Reviews

The Indian Journal of Social Psychialry alse publishes oritical reviews
written on recenily published books or films pertinent o social
psychiatry. Usually such reviews are invited by the Editor. However,
authors can submil thair reviews for publication, The Editor takes the
final decision as to which review 15 suitable for publication. In ne
circumstances should reviews exceed 2500 words

Organization of Manuscripts

All parts of the manuscrpt must be double-spaced hroughou! with a
mmirirum margin of 1 inch on all sides, The manuscript should be
arranged in the following order, with each item beginning a naw
page: a) cover letter, b} litle page, ¢} sbsiract, d) text, &) raferences,
and T} tables andlor figures. All pages must be numbered,

a) Cover Lelter:

Cover letters should Include statements regarding Authorship,
Disclosure of any potential conflict of interest, and a stalemeant on
under which section the authors want their manuscripts to be
considered

b} Title Page

This should contain the ttle of the contribution, and the name(s) and
addressies) of the author(s).and posilion titles at their respectiva
institutions/places of employment, Make tilles concise, and 25 precise
and specific as possible for abstracting purposes. The full postal
address, telephone and facsimile numbers, and Email addrass ({if
available) of the author who will recsive comespondenca and check
the proofs should be included, as well as the present address of any
author if different from thal where the work was carried oul,
Addresses for authors other than the correspondence authar shauld
contain the degartment, institution, city and country, Position tiles of
all authors attheir respective institulions/places of employment shauld
be included.

o} Abstract

Acsummary of the paper must ba in he form of a structured abstract
using the format below. Howewver, absiract may be unstructured for
review articles {as mentioned above). Case reparts, letters, and fitm/
book reviews do nod reguire any sbatract

Research articles

Bachground! neaed for the study with specific aim or abjectives
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Methed: dasign, sefling, sample, interventions (if appropriate), chief
OULCOME measuies.

Results: provide main findings with p values,

Conclusions: only those related fo results, both positive and negative,
hightighting limitations as appropriae and clinical and research
implications,

Key words! three 10 six key words that will assist indexers in cross-
referencing the article should be supplied. Use of the medical subjact
neadings (MeSH) sl from Index Medicus weould be suitable,

d) Text

The text should ba written in grammatically comrect good English, It
should be typed dovble-spaced throughout with al least 1 inch marging
on all sides.

Pajorative Languags: Do not use pejoralive labels ke ‘schizophrenics’,
'‘peychotics’ and ‘neurotics’. Instead refer to ‘patients with
schizophrenia’, ete.

Abbrewations: Abbreviations should in general be avoided, However,
phrases may be abbrevialed if their shortenad form is widely known
and they are used repeatedly {e.g. CHS, OCD els), When first used in
the text, they should be spelt outin full followed by the abbreviation in
brackets.

) References:

References should include a fist of all articles and books at the end of
the pager. Arrange alphabelically by the authors” names and dale of
publication in parentheses. Authors. should tollow journal siyle for
referenca list using the following examples.

Bhugra, 0. & Mastroglanm, A (2004) Glebalization and mental
dizsorder; Owverview in relation to depressien, British Jaurnal
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of the World Health Qrganization. 79, 875-881,

Marsella, A. [1935) Urbanization. mental health and psychasocial
well-being. In: Harpham, T. & Blue; 1., {Eds.), Urbanizatian
and Mental Haalth in Developing Countries, pp.17-40,
Aldershol: Avebury,

Tables

Tables should be included on a separale page, numbered with Arabic
numerals and accompanied by short titles at the top. Each table must
be referred to in the taxt in consacutive order. Data presented should,
in general, not be duplicated in the taxt or figures. Explanatony matter
should be placed in footnotes below the tabular matter and nat includad
In the title. All non-standard abbraviations should also be explained in

the footnotes. Fooinotes should be indicated by =, +. &
Figures

Ling drawings and graphs should be professionally drawn. Al lettering
shouwld be done professionally and should be of adequate size 1o
retain clarity after reduction. Figures should be numbered in Arabic,
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